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General Surgery 


Acute Pancreatitis 

Report of a Case 

SAMUEL WALDER, M.D., F.I.C.S.* 

BROOKLYN, NEW YORK 


I N the 'past years much thought and 
effort have been expended in the hope 
of improving the understanding and 
therapy of various lesions of the pancreas. 
Diagnostically and therapeutically, acute 
pancreatitis remains a highly controversial 
disease. 

Acute pancreatitis is said to occur in 
two forms, which are similar in their 
clinical manifestations hut have radically 
different pathologic changes and progno¬ 
ses. In each there are sudden, severe 
epigastric pain, prostration, shock and 
toxicity. Scrum amylase elevation is al¬ 
most always associated with diseases of 
the pancreas. Even pancreatic involve- 

r ’ Hi**r I'rt-Y’**- 
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The author reports the results of 
successful treatment of 1 patient 
with acute necrotizing pancreatitis. 
In the light of the recent literature re¬ 
porting a high mortality rale with 
similar therapeutic methods, the rec¬ 
ord of this case is offered in support 
of surgical approach to the compli¬ 
cations of acute pancreatitis. 


ment secondary to duodena! ulcer or mes¬ 
enteric thrombosis may produce an in¬ 
crease in serum amylase activity. 

The benign form, often referred to as 
acute interstitial pancreatitis, occurs mo-t 
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frequently in young adults and may be 
responsible for abdominal signs and symp¬ 
toms, including severe epigastric pain, 
tenderness, vomiting and shock. More 
frequently than not, no previous gastro¬ 
intestinal symptoms have occurred in these 
patients. The serum amylase level may 
be elevated, and there is leukoeystosis. 
Recovery is common. Patients have been 
known, however, to die forty-eight hours 
to six days after the attack, and at autopsy 
it is not uncommon to observe that they 
had chronic biliary and pancreatic disease. 

The second form, acute hemorrhagic 
pancreatitis, is associated with severe pain, 
nausea, vomiting and abdominal tender¬ 
ness. Seventy per cent of the patients have 
had previous abdominal complaints. Fre¬ 
quently there are abdominal rigidity, 
cyanosis, hemoeoncentration, shock and, 
occasionally, jaundice. The serum amylase 
level is elevated for two to three days. 
Serum lipase levels rise after the second 
day and return to normal long after the 
amylase does. The diagnosis is strength¬ 
ened by roentgen evidence of flattening and 
elevation of the greater curvature of the 
stomach, widening of the duodenal loop 
and a so-called sentinel loop of distended 
jejunum. Diagnosis cannot, however, de¬ 
pend solely upon these roentgen data, be¬ 
cause they are not consistent. When there 
is fat necrosis, ionized calcium combines 
with fatty acids to form calcium soaps. 
The serum calcium is therefore often de¬ 
creased. A level of less then 7 mg. per 
hundred cubic centimeters is frequently 
followed by tetany and death. 

Investigation of the pathogenesis of this 
disease has produced several likely theo¬ 
ries. Opie has demonstrated that a gall¬ 
stone lodged in the ampulla of Vater might 
cause reflux of bile into the pancreatic duct 
and be followed by pancreatitis. Although 
this seems quite possible, it has been shown 
to be the etiologic mechanism in very few 
cases. Molander and Bell, however, have 


noted that cholelithiasis occurs more fre¬ 
quently in persons with acute pancreatitis 
than in the general population of the same 
age and sex. Obstruction may also be due 
to fibrosis or spasm of the sphincter of 
Oddi. Metaplasia of the epithelium of the 
small ducts may be responsible for obstruc¬ 
tion, as was suggested by Rich and Duff. 
In any event, secretion continues after 
obstruction, resulting in rupture of acini 
of the gland and smaller ducts and libera¬ 
tion of enzymes into the parenchyma of 
the gland. 

In some cases these etiologic concepts 
do not pertain, and other explanations of 
pathogenesis must be postulated. One such 
mechanism is reflux of bile into the pan¬ 
creatic ducts. Ingestion of alcohol or a 
heavy meal may stimulate secretion and 
promote rupture of the acini. Spread of 
infection from adjacent tissues and tissue 
necrosis due to vascular occlusions and 
vascular lesions are also reported, as are 
infrequent cases in which the rupture 
follows trauma. 

In summary, the pathogenesis is theo¬ 
retically toxic, infectious, chemical, ob¬ 
structive or arteriosclerotic. 

Conservative therapy is generally ac¬ 
cepted as the best available. Briefly this 
consists of decreasing the stimulation of 
the pancreas; emptying the stomach by 
Levine tube; relieving pain; maintenance 
of fluid and electrolyte balance, with care¬ 
ful attention to calcium levels, and general 
supportive treatment, including the use of 
insulin when necessary. When this plan 
of therapy is employed, the fatality rate 
of acute necrotizing pancreatitis runs to 
50 per cent. 

It is becoming more and more apparent 
that when the cause can be traced to one 
of the factors producing obstruction of the 
outflow of pancreatic secretions, particu¬ 
larly in the chronic, relapsing form, sur¬ 
gical treatment is much more effective. 
The following case illustrates this point. 
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WALDER: ACUTE PANCREATITIS 


REPORT OF A CASE 

R. F., a 33-year-old Negro, was admitted to 
the hospital on July 7, 1957. The chief com¬ 
plaint was of lancinating pain in the epigastric 
region, associated with vomiting of nonbloody 
gastric contents. The symptoms began approx¬ 
imately two hours prior to admission. Two 
months earlier the patient had been hospital¬ 
ized for similar complaints and discharged 
after one week, symptom free. The diagnosis 
at that time was acute interstitial pancreatitis. 

A gastrointestinal series and a gallbladder 
series on the first admission were reported as 
giving negative results. 

Ph 3 r sical examination on the second admis¬ 
sion disclosed the patient to be a rather well 
developed and well nourished man, appearing 
the stated age. He was conscious, cooperative 
and alert but in extreme pain. The pulse rate 
was 100 per minute and the beat regular. The 
blood pressure in millimeters of mercury was 
140 systolic and 100 diastolic. The abdomen 
was flat and rather soft. The midepigastrium 
and the right upper abdominal quadrant were 
tender on deep palpation. There was minimal 
muscle guarding in these areas. Bowel sounds 
were diminished. The liver and spleen were 
not palpable. No other masses were palpated. 
No icterus was noted. The remainder of the 
physical examination was unremarkable. 

Laboratory data at the time of admission 
and throughout the hospital stay are sum¬ 
marized in the accompanying table. The serum 
amylase titer of 1,485 K. A. units on admis¬ 
sion confirmed the clinical diagnosis of acute 
pancreatitis. 

Radiologic examination of the chest and ab¬ 
domen revealed no abnormality. 

With the clinical diagnosis of acute pan¬ 
creatitis, it was decided to treat the patient 
conservatively. Therapy consisted of continu¬ 
ous intravenous feeding with careful attention 
to correction of the electrolyte balance, gastric 
suction with a Wangensteen apparatus con¬ 
nected to a Levine tube, administration of 
parasympatholytic agents, Mcthnntheline bro¬ 
mide fRanthine), atropine and antibiotics, in¬ 
cluding penicillin, streptomycin and chlor¬ 
amphenicol. For sedation and analgesia the 
patient was given Meperidine ulemeroli or 
sodium luininol. 

In spite of meticulous no dical and nur.-ing 
rare the patient*.- condition became wor.-e. The 
abdomen gradually became distended and the 
epigastric tenderne-v more pronounced. Sev¬ 


eral loose bowel movements occurred on the 
fourth and fifth days. On the sixth day the 
patient was given 100 mg. of hydrocortisone 
three times. No change was noted. 

On the eighth day after admission an ex¬ 
ploratory laparotomy was performed in order 
to rule out acute destructive changes in the 
biliary tree, and also to divert the biliary 
stream. 

The major observations at the time of lapa¬ 
rotomy were as follows: Approximately 500 cc. 
of clear straw-colored fluid was present in the 
peritoneal cavity. The pancreas was moderately 
enlarged, edematous and indurated, with white 
patches on the surface; the omentum was hard 
and studded with numerous yellow-white nec¬ 
rotic areas; the mesenteries were similarly 
studded with yellow-white necrotic areas; the 
gallbladder was distended, but no calculus was 
palpable. The operative procedure was chole- 
cystostomy and removal of a biopsy specimen 
of the omentum. Five penrose drains were 
placed in the abdomen. 

The microscopic pathologic diagnosis re¬ 
turned was acute fat necrosis. 

Postoperatively, the patient’s temperature 
was 102 F. continuously for one week. During 
this time the pulse rate was between 100 and 
110 per minute and the blood pressure was 
maintained at 130 systolic and 85 diastolic to 
135 systolic and 100 diastolic. On the first 
postoperative day, the patient showed signs of 
delirium tremens, which were controlled with 
100 mg. of Sparine four times a day. The 
patient was given blood transfusions and in¬ 
travenous albumen. On the eighth postopera¬ 
tive day the temperature came down to 99.8 F. 
for the first time. This was accompanied by 
a slower pulse. The abdomen was soft and 
less tender. Oral feedings were instituted. 
The hydrocortisone dose was gradually de¬ 
creased, and on the eighth postoperative day 
its administration was discontinued. 

During the following days the patient was 
ambulatory and oral intake was increased. On 
the fourteenth postoperative day retrograde 
cholecystographic examination wa= performed 
and revealed that the gallbladder, cystic duct 
and common ducts were of normal size, shape 
and position. The opaque material entered 
the descending arm of the duodenal b>op im¬ 
mediately. On the fifteenth postoperative day 
a ga-trointe-tinal series was taken. Pro¬ 
nounced duodenitis and suggestive evidence of 
enlargement of the head of the pancreas v.a- 
reported. The serum amylase titer gradually 
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Laboratoii) Data, 1957 


TC8t8 

July 7 

July 1 

July 10 

July 13 

July 17 

July 20 

July 22 


Hematocrit 


56% 


35% 

35 % 

38% 



R.B.C. 

4.83 

4.10 


4 65 

3.75 

3.90 

3.60. 


W.B.C. 

12,800 

12,800 


18,2 r 0 

40,000 

15,000 


v>| 

Hgb. 

16 Gm. 

14 Gm. 


14 Gm. 

12 Gm. 

11.4 Gm. 

11 Gm. 


Polys. 

81% 

88% 


79% 

84% 

82% 



Lymphs. 

19% 

12% 


21% 

12% 

18% 



Monos. 





4% 




Basos. 









Eosins. 







- 


Albumin 

0 

0 

0 



1+ 



Dextrose 

0 

0 

0 



0 



Acetone 

0 

0 

0 



0 



W B.C. 

0 


Mod. 





b 

R.B.C. 

0 








Casts 









Epith. 



Mod 






Ciystals 



Ca Phos. 






Bactena 









Serum lipase 





0.3 




Serum amylase 

1,485 

1,254 

390 

no 

35 

30 

55 


BUN 

14 



15 

15 


13 


Creatine 









CO ; 

23 Vol % 

39 Vol. % 

48 Vol. % 

50 Vol. % 

42 Vol % 

45 Vol. % 

34 Vol. + 

P 

Na 


127 



133 

131 

128 

« 

Cl 


400 



440 

490 

440 

£ 

Ca 


QNS 

9.0 


9.0 

11.5 


o 

K 


4 G 



4.2 

3.6 

4.3 


FBS 

190 


120 

85 

108 

143 



Icterus index 





20 




Bilirubin 



20 


08 




Ceph. flocc. 



0 



2+ 

1 + 


Thymol tuib. 



1.0 



0 

0 


T. piotein 









Serology 

Negative 








returned to normal. 

On the twentieth postoperative day the pa¬ 
tient’s temperatuie rose to 102 F., and he 
complained of pain in the periumbilical re¬ 
gion and the right upper abdominal quad¬ 
rant. Physical examination disclosed dimin¬ 
ished breath sounds in the right lower lung 
field and dullness to percussion on the right 
side. The abdomen was tender and firm, and 
there was dullness to percussion in both flank 
areas. Bowel sounds were diminished. Roent¬ 
gen examination confirmed the impression of 
bronchopneumonia in the lower lobe of the 
right lung and free peritoneal fluid. With 
treatment the temperature returned to normal, 
and symptoms were alleviated within the fol¬ 
lowing few days. 

The cholecystostomy tube was removed on 
the twenty-fourth day, and all wounds closed 
spontaneously by the thirtieth day. 

The patient, however, continued to complain 


of a more or less constant, aching, and at times 
severe, abdominal pain. The abdomen re¬ 
mained slightly distended, and a moderately 
firm mass was palpated in the upper quadrant. 
On the thirty-sixth postoperative day the 
wound wherein the cholecystostomy tube had 
been previously maintained opened spontane¬ 
ously and a moderate amount of biliaiy drain¬ 
age was noted. Culture of the material re¬ 
vealed E. coli and B. proteus, which were 
sensitive only to a high concentration of 
chloramphenicol. On the forty-fourth day a 
spiking fever and abdominal pain devel¬ 
oped. There was marked tenderness in the 
epigastrium. On the forty-fifth postoperative 
day another laparotomy was performed, with 
two diagnoses in mind: (1) pseudocvst of the 
pancreas and (2) intra-abdominal abscess. 

With the region under spinal anesthesia, 
the abdomen was enteied through a midline 
incision. The major observations were as fol- 
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Laboratory Data, 1957 


TesU 

Aug 5 Aug SO 

Aug 30 

Aug 31 

Sept. U 

Sept 13 

Hematocrit 

R.B.C. 

W.B.C. 

U Hgb. 

5 Polys- 

Lymphs. 

38% 

4.00 

28,000 

11.5 Gm. 

907c 

107 c 

447c 

5.00 

21,000 

14 Gm. 

447c 

5.00 

21,700 

947c 

82% 

16% 

3.90 

437c 

3.90 

21,000 

80% 

847c 

16% 


Monos. 

Basos. 

Eosins. 


Sept S3 


3.40 

19,000 

747c 


Albumin 

Dextrose 

Acetone 

1V.B.C. 

R.B.C. 

Casts 


2 + 

0 

0 

Num. 

Occ. 

Gran. 


0 

0 

0 

0 

0 


0 

0 

0 

0 

0 

0 


0 

0 

0 

0 

0 


Epith. 

Crystals 

Bacteria 


0-25 




Serum lipase 
Serum amylase 

148 

67 

60 

27 


BUN 

Creatine 


21 




CO- 


30 Vol. % 

54 Vol. % 

48 Vol. 7- 

54 Vol. % 

Na 


133 

135 5 

133 

135 5 

Cl 


420 

428 

425 

428 

Ca 

K 

FBS 

Icterus index 
Bilirubin 

10 



4.0 

3.6 

Ceph. flocc. 
Thymol turb. 






T. protein 
Serology 

Negative 






lows: There was an accumulation (300 cc.) of 
serous fluid in the peritoneum; there was 
partial obstruction of the small intestine, due 
to massive adhesions of all loops of the small 
intestine and adhesions between the small 
bowel and abdominal wall, most marked in the 
aiea of the previous incision: fat necrosis of 
the mesenteries and omentum was noted; the 
omentum was indurated and adherent to the 
transverse colon as a mas-,; the pancreas was 
edematous and nodular, but there were no 
evstic foi mat ions, and there was an abdominal 
fistula communicating with the gallbladder 
diieitlv. There was no abscess in the ab¬ 
domen. nor was there am fiee bile. The oper¬ 
ative pioiiduie consisted of lv-is of adhesions, 
inseition of a mushroom c.itln ter into the 
VMlIbl.wUhi and inseition of 2 Penio-e di.nns 
into the alnlotnm 

I'oi one week after tlu opt lotion, tin pitnnt 
hoi tempt r.itun - n nping from 100 to 102 I* 


The abdomen was slightly distended for the 
first few days, and the patient complained of 
severe abdominal pain. Flatus was first ex¬ 
pelled on the fourth postoperative dav. Bowel 
sounds were normal at this time. Oral feed¬ 
ings were begun, and the patient was ordered 
out of bed On the eighth postoperative day 
a retrograde cholangiogram was taken, and a 
normal visualization of the biliarv tree, with 
instant emptying, was reported. On the tenth 
postoperative day, a foul-smelling, purulent 
discharge was seen around the cholecv-t<i-tomv 
tubing. Culture of this material revealed 
growth of E. cob. Streptococcus haemolvticim 
and Stuphvlococctis allms, which were o-iw- 
tive onlv to high concentration- of chloram¬ 
phenicol. With treatment, th» purulent di-- 
charge gradually -ub-ithd. : ml on t) 1 
twentieth jv>-topi rative d.iv the tubing w.- 
removed tompbUlv, I’.ih.irv di-ihtrg< fr< u 
tie wound ic.-*d tnmp’i t*lv <.v tr* *.*h .fur 
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the second operation. At that time the patient 
no longer complained of pain and had begun 
to gain weight. The patient was discharged 
on Oct. 23. 1957. 

COMMENT 

The diagnosis of acute pancreatitis is 
a difficult one. The differential diagnosis 
should include acute perforation of peptic 
ulcer, acute cholecystitis and appendicitis, 
as well as such entities as high intestinal 
obstruction, coronary thrombosis and early 
pneumonia with pleurisy. The use of 
antibiotics in the conservative treatment 
of the patient with acute pancreatitis is 
prophylactic, because secondary infection 
of necrotic tissue, of partially obstructed 
biliary passages or of an atelectatic lung 
is a dangerous possibility. When surgical 
intervention is indicated, the procedure of 
choice is cholecystostomy or cholecystec¬ 
tomy with choledochostomy. Perforation 
of the pancreatic capsule during the pro¬ 
cedure is to be avoided. Careful and metic¬ 
ulous supportive care of the patient must 
be available. Attention to electrolyte bal¬ 
ance, physical signs and subjective symp¬ 
toms must be thorough. 

ZUSAMMENFASSUNG 

Der Verfasser berichtet fiber die erfolg- 
reiche Behandlung eines Kranken mit 
akuter nekrotisierender Bauchspeichel • 
driisenentziindung. Angesichts der hohen 
Sterblichkeitsquote, die im neueren 
Schrifttum bei ahnlichen therapeutischen 
Verfahren berichtet wil'd, veroffentlicht 
der Verfasser diesen Fall zur Rechtfer- 
tigung der chirurgischen Behandlung von 
Komplikationen der akuten Pancreatitis. 

RESUMEN 

El autor da cuenta del resultado satis¬ 
factory en el tratamiento de un enfermo 
afecto de pancreatitis necrosante. Ante 
el criterio tan extendido en la literatura 


sobre la alta mortalidad de la terapeutica 
operatoria, este caso representa una de- 
fensa de la intervention quirurgica para 
las complicaciones de la pancreatitis 
aguda. 

sumArio 

0 autor apresenta o resultado do trata- 
mento com sucesso de um paciente com 
pancreatite necrotizante aguda. 

Na literatura recente as comunica§6es 
revelam uma cifra de mortalidade elevada 
com metodos terapeuticos similares e a 
apresentacao deste caso e oferecida como 
apoio ao tratamento cirurgico das com- 
plieacoes da pancreatite aguda. 

RIASSUNTO 

L’autore riferisce un caso di pancrea¬ 
tite necrotica acuta operato con successo. 
Cio puo deporre a favore della cura chirur- 
gica di questa affezione, per quanto la 
Letteratura recente riporti alte quote di 
mortality con tale metodo terapeutico. 

RESUME 

L’auteur montre les resultats d’un cas 
de pancreatite necrosante traite avec 
succes. A la lumiere de la litterature 
recente rapportant un taux de mortalite 
eleve avec des methodes therapeutiques 
similaires, la description de ce cas vient 
appuyer la voie d’approche chirurgicale 
pour les complications de la pancreatite 
aigue. 
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Harvey Cushing used to say that only once in his life had he been persuaded to 
take a proper vacation and go fishing in Canada, and that was the year the European 
war broke out. 

The four years of the first World War brought the work of modern surgeons to 
maturity. It was indeed the first real chance to try out new methods on a large 
scale. Lord Lister himself had died only in 1912. though he had lived to see his 
life's work confirmed on the battlefield in both the Franco-Prussian and South 
African wars. But. compared with what was to come, those were rehearsals only. Be¬ 
tween 1914 and 1918 the field doctors developed in a crescendo of opportunities. In 
one week crushed limbs, punctured abdomens and shattered skulls brought them more 
need of antiseptic surgery than in a lifetime at home, and the surgeons learned how 
much interference the human frame could stand, and vet recover. War. which 

extends human knowledge in so many directions, looked with indulgence upon them 
only. 

As early as August 191} a group of Americans fixing in Paris had organized 
an American ambulance, that i c a mobile team of doctors, nurses and orderin'-, 
which centred upon an exiting American hospital at Neuilly and which -onn had 
beds for fixe or si\ hundred patients. Certain American Unixer.-itie- xxere asked 
to provide medical per-onncl to as-i-t thi- enterprise: the first of the-e -urgical 
units was led by the Clexeland dot tor. George Wa-hinptnn Crile. and in April 1915 
Haney Cushing reached the We-tern Front at the head of a eorre-pontfing group 
from Harvard. He wo- to fie in the x»ar prarticnllx until the end. 
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S URGICAL procedures for mitral ste¬ 
nosis have attained a high state of 
perfection. At present, surgical treat¬ 
ment for relief of mitral stenosis has 
reached a point at which, by opening and 
mobilizing the valve fully, 1 the surgeon 
can return the majority of his patients to 
a functional state near the normal, with 
every expectation of continuing good 
health. Unfortunately the early operative 
technic was not capable, in most instances, 
of attaining more than 25 per cent of nor¬ 
mal opening (Fig. 1, A and B ). Conse¬ 
quently, many of the early patients have 
no such expectation. 

In 44 of our patients who were oper¬ 
ated on between 1948 and 1955, stenosis 
has recurred, as was proved either at re¬ 
operation or at autopsy (Table 1). Prob¬ 
ably many others have recurrent stenosis, 
although the diagnosis has not been made. 
The difficulties attendant upon the diag- 
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nosis of this condition have caused us to 
include only those patients in whom direct 
digital examination of the valve has been 
carried out at both operations by the same 
surgeon (C.P.B.). The cases of the first 22 
of these have been reported and reference 


The authors, having encountered 
recurrent mitral stenosis in 44 of a 
series of 1,607 cases, announce that 
it is now possible to perform rou¬ 
tinely an operation that effectively 
returns the valve to a normal func¬ 
tional capacity. This procedure is 
described and illustrated. The term 
by which it is designated is neostro- 
phingic mobilization of the septal 
leaflet. As a rule, it can be performed 
only by the right thoracic approach. 

It is expected that this modern op¬ 
eration will reduce the incidence of 
recurrent mitral stenosis to a signifi¬ 
cant extent, although many patients 
surgically treated in the past, espe¬ 
cially when operated on by the left¬ 
sided approach, will eventually re¬ 
quire treatment for recurrence. 
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made to the world-wide appearance of re¬ 
ports of recurrent stenosis. 2 

We have used the following criteria for 
“true” recurrent stenosis (after complete 
opening of at least one commissure at the 
initial operation) : the reappearance of 
symptoms and signs of mitral obstruction 
after at least a year of marked improve¬ 
ment, the demonstration on catheteriza¬ 
tion of the left side of the heart, of a sig¬ 
nificant gradient across the valve, and the 
observation of tight stenosis (less than 
1 finger breadth) at the second operation 
(Table 1). 

Belcher" has defined “true” recurrent 
stenosis as occurring only after one or 
both commissures have been completely 
opened; “false” recurrent stenosis, on the 
other hand, refers to a situation in which 
neither commissure has been divided be¬ 
yond the area of insertion of the papillary 
muscles. 



f'C. 1— -V. early conceit (IMS) of linear length¬ 
ening of the valve ?lit at both coronii«cure“, if 
opining at only one commi*-«ure. 
"Well "n« the actual accomplishment in more 
than two-thmb of fir-i 1.000 patients producing 
an npi Mure only C.'> per cent or h—. of the normal 
niva. tonally lie anterior commi—ure only v.-.-.t 
• ■Itneil, C. mpaie with Fis». -5/,’. 


With these criteria, recurrent stenosis 
has become an increasingly common prob¬ 
lem in our experience (Table 2). In the 
last year alone, 21 of our own patients 
and 11 originally operated on elsewhere 
have required reoperation. We have been 
distressed by these cases. We also have 
been disappointed by the poor results of 
five-year follow-up of our first 200 survi¬ 
vors, among whom only two-thirds remain 
“improved.” 4 

The Typical Case of Recurrent Steno¬ 
sis .—A typical picture develops in the pa¬ 
tient with recurrent stenosis (5 per cent 
of patients operated on four years ago or 
earlier (Table 3). A 27-year-old woman 
(Case 16) underwent a mitral commissur¬ 
otomy by the old left-sided approach in 
September 1952. By digital pressure alone, 
the anterior commissure of a flexible valve 
was opened well. (In two-thirds of our 
first 1,000 cases only this one commissure 
was opened. 5 ) The final opening was lVa 
finger breadths, with no regurgitation. 

The patient was much better for about 
two years. The diastolic murmur, how¬ 
ever, persisted (as it has in 92 per cent 
of the patients operated on from the left 
side 4 ). After three years there was a 
gradual return of fatigue, shortness of 
breath and hemoptysis. A combined cathe¬ 
terization of the right and left sides of the 
heart revealed that, with a cardiac out¬ 
put of 3.9 liters per minute, there was a 
pressure gradient across the mitral valve 
of 20 mm. The calculated valve area” was 
1 sq. cm. 

Accordingly, in February 1956, reop¬ 
eration was done through a right-sided 
incision (Fig. 2. A, B. C and D ). The 
valve would not permit the tip of Un- 
index finger. It was leathery, but there 
was no calcification. The posterior com¬ 
missure was split digitally without inci¬ 
dent. and a dense chordopapillary fusion 
mass below the valve was split almn-t to 
its ventricular insertion. The anterior 
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commissure was cut twice with a guillo¬ 
tine knife and then split to its full extent. 
The septal leaflet became fully mobile. 
There was no evidence of regurgitation. 

The patient stated that the second op¬ 
eration was much easier and less painful 
than the first, as have our other patients 
with recurrent stenosis. The diastolic 
murmur has disappeared and the patient 
is completely asymptomatic. A postop¬ 
erative combined catheterization of the 
left and right sides of the heart has re¬ 
vealed that, with a flow of 3.8 liters per 
minute, the mitral gradient has dropped 
from 20 to 4 mm. of pressure and the cal¬ 


culated valve area has increased from 1.0 
to 3.6 sq. cm. 

Present Incidence of Recurrent Stenosis 
and the Expectation for the Future. — 
By the end of 1952, 600 of our patients 
had survived operation for mitral steno¬ 
sis. Five years later, 1 out of 20 of these 
had proved recurrent stenosis. It may be 
presumed that, since the diagnosis is diffi¬ 
cult to make, the actual rate of recurrence 
is much higher. Probably 20 per cent or 
more of the patients operated from the 
left side eventually will have symptomatic 
recurrent stenosis. Wood 7 has stated that 
“true” recurrence occurs in 2 per cent per 


Table 1A. —Historical Data, Pathologic Observations and Change in Valve Size 
In Six Cases of Recurrent Stenosis Observed at Autopsy 


Operative Data Interval Period Autopsy Data 


« 8 a 

Zui O 

«v a 

a to e 

^ Q 

Valve 

Size 

Accomp. 

Calc. 

at 

Op. 

Number 

Comm. 

Opened 

£ 

-'n 

Period 

Improve¬ 

ment 

Interval 
Op. to 
Death 

Date 

Death 

* _• g ,• 

-5-2 c .S 

l?’ 

1—S. M. 

24 M 2/10/50 

2 F 

Yes 

Both 

1 Asch. 
Nod. 

3 yr. 4 yr. 

3/12/54 

0.75 sq. Yes 
cm. 

None 

2—D. R. 

33F 5/7/52 

V/. F 

Mod. 

1 (ant.) 

Neg. 

1 yr. 2.5 yr. 

10/4/54 

Finger- Marked 
tip 

Asch. 

Bodies 

Myocard. 

3—D. R. 

47F 3/9/54 

ly f 

No 

Both 

Not 

Done . 

? 0.8 yr. 

1/23/55 

Finger- No 
tip 

None 

4—G. W. 

28 M 8/4/53 

1)4 F 

Mild 

1 (ant.) 

Rheum. 

Endocard. 

1 yr. 2.0 yr. 

8/22/55 

0.8 cm. Marked 
length 

None 

5—G. A. 

26 M 7/27/51 

ly f 

Yes 

Ant.-to 

ring 

Post-slt. 

Not 

Done 

3 yr. 4.3 yr. 

11/16/55 

Finger- Yes 
tip 

None 

6—C. F. 

54F 11/24/52 

iy f 

Mod. 

Both 

Asch. 

Nod. 

2 yr. 3.0 yr. 

11/7/55 

Lead Marked 
pencil* 

None 


Key: 

Fingertip — 

1 F — 

V/ 2 F — 

2 F — 

■■'Lead pencil — 


0.5 - 1 sq. cm. 

1.5 sq. cm. 

2.5 - 3.5 sq. cm. 
4-6 sq. cm. 

0.6 sq. cm. 


10 





•nt ami Changn in Valve She Between Operations in 10 Patients 


VOL. 31. NO. 1 


BAILEY AND MORSE: RECURRENT MITRAL STENOSIS 





Table 1C .—Summary of Remaining Cases of Proved Recurrent Stenosis 
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year of patients subjected to valvotomy, 
and anticipated that fifteen years will be 
necessary to appreciate the full “natural” 
recurrence rate of mitral stenosis (a total 
of perhaps 30 per cent!). 

In addition to our own cases, in the 
past year alone, 11 other patients have 
been reoperated on who were oi'iginally 
operated on at other hospitals and by 
other surgeons. They are not included in 
this study, because it is difficult to evalu¬ 
ate the changes in valvular size as esti¬ 
mated and reported by other surgeons. 
Perhaps not all patients in this group had 
“true” recurrent stenosis as defined by 
Belcher." In at least 2 of them, only 


slight symptomatic relief had been noted 
after the first operation. After the second 
operation, however, performed from the 
right, both were greatly benefited. 

It should be noted that at this moment, 
across the United States in general, most 
surgeons are opening only the anterior 
commissures in the majority of patients. 
The posterior commissure may be tried, 
but if this proves difficult a limited open¬ 
ing is usually accepted. In our opinion, 
the recurrence rate in these patients will 
be similar to that of our own earlier left¬ 
sided operations. 

Reasons for the Development of Recur¬ 
rent Stenosis .—In our experience, the 
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Table 2.— The Increasing Incidence of Recurrent Mitral Stenosis per Year: A Comparison of 
the Date of Initial Operation with That of Reoperation or Death (6 Cases) 


I'car of 
Reopcration 



Year of Original Operation 



Total 

191fS 

1959 

1950 

1951 

1952 

1953 

1954 

1955 

1954 

l 








1 

1955 



i 

4 

2 




7 

1956 



3 

1 

5 

2 



11 

1957 


l 

1 

5 

8 

6 

3 

i 

25 

Total 

l 

l 

5 

10 

15 

8 

3 

l 

44 


cause of this untoward development is in¬ 
adequate surgical mobilization of the 
valve. 8 (In none of our cases was rheu¬ 
matic reactivation the apparent cause of 
the recurrent stenosis). There are sev¬ 
eral reasons for frequent failure of car¬ 
diac surgeons to open both commissures. 

In the first place, it is difficult to open 
the posterior commissure accurately by 
the left-sided approach, because the site 
of entrance of the finger is to the side of 
the valve. In contrast, the right-sided 
approach brings the finger directly above 
the valve and in the long axis of the left 
ventricle (Fig. 3, A and B). Even since 


we obtained bilateral experience, we have 
continued to encounter difficulty in open¬ 
ing the valve well from the left side when 
we are forced to use this approach because 
of concomitant disease. (In 1955, one of 
us (C.P.B. 9 ) described trying the posterior 
commissure when standing at the opposite 
side of the table, but even this maneuver 
has not been efficacious in most cases.) 
Obviously a unicommissui-al mobilization 
of the valve is less satisfactory than a bi- 
commissural one (Fig. 4, A, B, C and D). 

Although we have advocated the right¬ 
sided approach in order to render a bi- 
commissural opening routinely feasible, 10 



Fig. 3.—A, “crooked-fingered ’ left-sided approach brings finger into atrium above and to one side of 
the valve, so that pressure and instrumentation can be applied with accuracy to anterior commis¬ 
sure only. B, right approach, by which left index finger is directed in axis of left ventricle and 
bicommissural digital pressure and instrumentation are facilitated 
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Kip. 4.—.4, usual “commissurotomy” from left side. Valve is split anteriorly “to the annulus” (hut 
does not follow line of leaflet adherence to its full, curvinp. arcuate extent). Openinp is a “finper- 
nnd-one-hnlf," which pice*- symptomatic relief. I!, diagram of full hicomniis'Ural openinp of the 
valve, possible and in fact accomplished in 80 per cent of our patient-- who are operated on from 
ripht sale. C. actual photopraphs of a stenotic valve that has been fully opened nt loth exlreniitie* so 
that septal leaflet, althouph stiff alonp its edpc, falls fully away in diastole. I), produeirsp a near¬ 
normal openinp which, because of the (nc-ostrophinpic) mobilisation, will hnvr le-s tendency toward 

recurrence of steno'h. 


tunny stirpoons have- hesitated to adopt it 
because it requires a somewhat greater 
exhibition of surpical skill than do the 


other procedures. There is no appendage 
on the ripht side of the left atrium 
throuph which a tinpvr can is- insert'd. 


ir. 
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Table 3. —Percentage of Patients with Recurrent 
Stenosis Among All Siirvivors for Each Calendar 
Year of Our Operative Intervention for Predomi¬ 
nant 1 Mitral Stenosis 


Year of 

Initial Number of 

Operation Survivors 

Number of 
Patients 
with Later 
Recurrence 

Percentage 
of Patients 
with 

Recurrence 

1948 

2 

i 

50 

1949 

12 

i 

8 

1950 

78 

5 

6 

1951 

208 

10 

5 

1952 

298 

15 

5 

Total for first 
five years 
(1948-1952) 

598 

32 

5 

1953 

323 

8 

2.5 

1954 

248 

3 

1 

1955 

220 

1 

0.5 

1956 

218 plus 

0 

0.0 

Overall total 

(1948-1956) 

1607 

44 

3 


'Pure mitral stenosis, or with other insignificant 
lesions, i.e., minor mitral insufficiency, minor tri¬ 
cuspid insufficiency, etc. 


We lost two of our earlier patients before 
we learned how to control hemorrhage by 
this approach (Fig. 5, A, B, C, D and E). 
Anatomically, the valve is both rotated 
(Fig. 6, A and B) and presents at a dif¬ 
ferent angle when palpated from the right 
side. Probably the area must be explored 
by this approach in at least 10 cases be 
fore significant familiarity with the ana¬ 
tomic and the technic of relieving the ste¬ 
nosis will be attained. 

These technical considerations so far 
have prevented all but a few of the more 
able cardiac surgeons, 11 who do a large 


amount of work of this type, from even 
attempting the new approach. 

Another reason for a poor surgical mo¬ 
bilization of the valve is that until re¬ 
cently there has been very poor under¬ 
standing of the importance of a free and 
separate chordopapillary supporting sys¬ 
tem (Fig. 7, A, B, C and D). Since rec¬ 
ognition, and much less, separation of 
fused subvalvular structures is difficult 
from the left-sided approach, few have 
undertaken it. 1 -’ 

A third reason for the compromised 
technical result frequently “settled for” 
in operations from the left is low blood 
pressure. When an anesthetized patient 
with severe mitral stenosis is placed in 
the lateral position, which is favored for 
operating from the left side, the blood 
pressure falls. When the valve is manipu¬ 
lated, an alarming further drop may 
occur, causing the surgeon to terminate 
the procedure as soon as even a small im¬ 
provement in the valvular opening is ob¬ 
tained, hoping thus to have a live patient 
after the operation. 

With the patient flat on his back during 
operation by the right thoracic approach, 
such hypotension occurs less frequently. 
It is not uncommon at our clinic to work 
alternately digitally and instrumentally 
upon the valve for as long as one hour or 
more. Naturally, a better procedure can 
be carried out in this length of time. 

Finally, the technical difficulty encoun¬ 
tered in achieving even a small opening 


Table 4. — Comparison of Calcification in Patients with Recurrent 

Stenosis and Calcification in Patients Operated on for Mitral Stenosis Generally 

Years 

Type of Cases 

Number of 

Cases 

Percentage 

Calcified 

1948-1954 

Left-sided commissurotomy (all cases) 

811 

39 

Sept. 1955 
Jan. 1957 

Right-sided neostrophingic mobilization (all cases) 

227 

33 

1948-1954 

Recurrent stenosis cases: mitral operations 

44 

36 

1954-1957 

Recurrent stenosis cases: secondary operations 

44 

64 
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I'id. 5.— At diajrram of supeificial dissection and 
placement of puru-Mrinj: suture about rich! 
Intel atrial sulcus. It is incorporated within a 
llumrl-llclrnont tourniquet. P>, position of hori¬ 
zontal niattiess suture' of N'o. 2 nylon, which 
me also placed before entry of finder. This is 
a mo t impoitant secondary "line of defense." 
(\ nnotl or view of this important mattrc" onf- 
i vtj 'utuie, which (as shown in wlen tidht- 
< ued. e\(it' f 1 e lips of the inci'ion so that they 
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runnind ":ture. It. phet-idraph of eeis-nr- equ. 
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Table 5. —Stages in the Development of the Present Operation for Mitral Stenosis 


Year 


Technic 


Era 


1948 

1949 

1950 

1951 

1952 

1953 

1954 

1955 

1956 


1954-1957 

1957 


Instrumentation with a knife on a doubly gloved finger 
Digital separation of the commissures 
Avoidance of insufficiency at the posterior commissure 
Use of tourniquets on the head vessels to prevent cerebral 
embolization 

Recognition of the importance of freeing subvalvular fusion 
Initiation of the bare finger technic 
Development of the right thoracic approach 
Routine bicommissural surgery 

Change in the conception of the operation as a lengthening of the 
valve slit (“commissurotomy”) to a rehinging of the septal leaflet 
(“neostrophingie mobilization”). Routine Bipolar complete sub¬ 
valvular mobilization. 

Increasing use of instrumentation from 50% of cases to 80%, to 
insure routine opening of both commissures completely. 
Extension of the arcuate line of valve opening beyond the normal 
limits at each end of the valve to gain mobility of the septal 
leaflet, without the production of insufficiency. 


1 Initial 
/ period 


l.Unicommissural 
( period 


l_Bicommissural 
J period 


(.Neostrophingie 
I mobilization 


of the valve may be great. The commis¬ 
sures may be fused and attached in a com¬ 
mon mass to the subvalvular structures 
(Fig. 7). They may be heavily calcified 
(Table 4), and the lines of normal cleav¬ 
age may be difficult to determine. Both 
in mobilizing such a valve and in opening 
a more flimsy one in which some regurgi¬ 
tation already may be present, the day-to- 
day familiarity and technical facility of 
the cardiac surgeon who does a consider¬ 
able number of operations may prove es¬ 
sential. 

Prevention of Recurrence: Improve¬ 
ment in the Operation .—In 1952, we first 
began to recognize the importance of split¬ 
ting the fused subvalvular supports to ob¬ 
tain better function (Table 5). In 1953, 


Table 6. — Changes in Heart Size in the First 200 
Patients Surviving Mitral Commissurotomy 
and FolloioeA Five to Eight Years' 

Change in Heart Size 

Percentage 
of Patients 

Same 

70 

Diminished (includes 3% 
markedly diminished) 

15 

Increased 

15 

Total 

100 


at the suggestion of Eric Husfeldt of Den¬ 
mark, we first employed a bare finger 
(this in marked contrast to our original 
use of a double-gloved finger with a knife 
worn between the layers) , 13 

A year later, in 1954, because of other 
concomitant right-sided pathologic condi¬ 
tions, specifically carcinoma of the lung 
and tricuspid stenosis, we began to use 
the right-sided approach to the mitral 
valve. Recognizing the greater facility 
with which bicommissural mobilization of 
the valve may be accomplished by this ap¬ 
proach, we began using it routinely in all 
cases of predominant mitral stenosis in 
1955. 

Later, in 1955, the senior author 
evolved the concept of deliberately extend¬ 
ing the normal arcuate line of valve clo¬ 
sure somewhat beyond the normal limits 
of the commissures into the more flexible 
portion of the valve (Fig. 8). Since most 
calcification and stiffening occurs immedi¬ 
ately around the orifice or within 1 cm. 
of it, such an extension allows the septal 
leaflet, although stiff at its edges, to 
bend freely upon its more basal flexible 
substance. (One of our medical colleagues 
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__ 

pjiT. g.—A, photograph of normal valve (compare with C and D, Figure 4) as it presents with pa¬ 
tient operated on by the older left-sided approach (lying on his side), as viewed from atria* 
aspect. D, in contrast, with patient lying on his back for right thoracic approach, the mitral valve 
' anatomy is anatomically almost symmetric with respect to horizontal. 



Fig. 7.—/l, photoginph of normal subvalvular chordopapillary supports of mitral valve. (Pnpil- 
latv muscles have been split longitudinally.) Note that each leaflet has a free and separate system 
of chordae at each pole of valve. I!, subvalvular cteno'is with complete cro'—fuMon of chordopapil- 
laiy system, as v\t 11 as “elongation” in continuity of leaflets into papillary muscle-. C, cro"* section 
of diagram of suhralvulni fusion (I) and technic of its relief (-’ and ") by end-on digital splitting 
of chordae and papiilaiv muscles to ventricular wall to allow complete mobilization of the septal 
leaflet. The fixed and ngid mural leaflet can not he rendered mobile. U, bieommi-sural niritilirn- 
tion (71 of initial valve, with bipolar splitting (”) of subvalvular supports (neostrophingic mobiliza¬ 
tion). Note that septal leafh t g hung between two of aortic valve cusps, nr.milu- bring deficit nt 

in this aria, as pointed out by Zimmerman. 


lips suggested calling this the "hood op¬ 
eration" hccatisc of the similarity of the 
mmement to the' opening of an automo¬ 
bile hood.) 

This rehingtng of the septal leaflet lias 


been termed in 0'.troi>hin;nr lnnhUizntion 
(freon the Greek "nen” meaning "nev." 
and "strojihings" meaning “turning”). 

When to this mobilization of the leaf¬ 
let is added complete separation of tin- 
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Fig. 8.—Diagram to show extension of commis¬ 
sural opening slightly beyond normal end of 
commissures (indicated by arrows), in order to 
obtain mobility in calcified septal leaflet. It is 
expected that this extension into nearly normal 
tissue at base of septal leaflet will also serve to 
letard recurrence of stenosis. 

fused subvalvular structures, the septal 
leaflet, although securely tethered against 
regurgitation, becomes capable of falling 
away completely from the mural shelf 
during the opening of the valve. (See Fig. 
4, B and D). 

Recently, because of concomitant aortic 
stenosis (which we prefer to treat by an 
open technic), we have had the opportu¬ 
nity to relieve recurrent mitral stenosis 
under direct vision. Lillehei 14 also has 
mentioned this condition as an indication 
for “open heart” surgical procedures. At 
present, however, it is our opinion that the 
risk of a closed operation is less and that, 
in our hands, a superior mobilization of 
the valve as illustrated can be carried out 
by the closed method. 

Much of the early criticism of the op¬ 
eration by Soloff 13 and others now is un¬ 
derstandable in view of the fact that our 
early operation was capable of enlarging 
the valvular aperture enough to relieve 
symptoms but not enough to remove the 
obstruction or the signs of it, such as the 
murmur, and enlargement of the heart 
(Table 6). We now know that even a 
small amount of opening of the valvular 
orifice will relieve severe symptoms, but 
also that an equally small amount of refu¬ 
sion will result in their reappearance. 


The usual size of the valve observed at 
operation is 1 sq. cm. or less.® The aver¬ 
age orificial size provided by the old left¬ 
sided approach, as determined by cathe¬ 
terization, was less than 2.5 sq. cm. By 
our new operation (neostrophingic mobili¬ 
zation) we can obtain a valve area of the 
order of 4 to 6 sq. cm. in 80 per cent of 
the cases, which produces objective as well 
as subjective evidence of relief of the ob¬ 
struction. In 50 per cent of the cases the 
diastolic murmur has been abolished. 

SUMMARY 

Mitral stenosis has recurred in 44 of 
our original 1,607 patients undergoing mi¬ 
tral commissurotomy by the older left¬ 
sided approach. It is apparent that our 
early operations enlarged the mitral orifice 
enough to give relief of symptoms, but not 
usually enough for objective evidence of 
relief of the obstruction as evidenced by 
a change in the size of the heart or disap¬ 
pearance of the diastolic murmur. Grad¬ 
ual reclosure of these scarred valves may 
take place over a period of years (averag¬ 
ing over four years in this series) with¬ 
out a recurrent episode of rheumatic 
fever. 

It is now possible routinely to perform 
an operation for mitral stenosis that effec¬ 
tively returns the valve to a normal func¬ 
tional capacity. This new procedure is as 
little like the old commissurotomy technics 
(see Fig. 4, A and B) as a contemporary 
automobile is like a Model T Ford. The 
new operation (neostrophingic mobiliza¬ 
tion of the septal leaflet), which usually 
can be performed only by the right tho¬ 
racic approach, entails opening of both 
commisures to their full curving extent 
and well into normal flexible valve tissue, 
so that the new septal leaflet is freely 
hinged at its base. In addition, it is es¬ 
sential to establish complete bipolar sepa¬ 
ration of the cross fused subvalvular chor- 
dopapillary structures. 
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It is expected that this more modern 
technic will reduce the incidence of re¬ 
current mitral stenosis to a very low level 
in the future, although it is probable that 
more than 20 per cent of the patients who 
have been surgically treated in the past, or 
who now are being operated upon from 
the left side by the less experienced sur¬ 
geon, will return at some time in the fu¬ 
ture with recurrent mitral stenosis. 

RESUME 

Une stenose mitrale recidivante s’est 
produite dans 44 cas ou les auteurs avaient 
pratique une commissurotomie mitrale par 
la voie d’approehe gauche classique. II 
s’est revele que les operations anterieures 
n’avaient agrandi Porifice mitral que juste 
assez pour soulager les symptomes, et en 
general pas assez pourapporter une preuve 
objective de soulagement de l’obstruction, 
comme Pont montre la modification de la 
dimension du coeur ou la disparition du 
murmure diastolique. La fermeture gra- 
duelle de ces valvules cicatricielles peut 
s’operer en plusieurs annees (en moyenne 
plus de 4 ans dans la serie de cas ici pre¬ 
sentee), sans recidive de fievre rhumatis- 
male. 

11 est maintenant possible d’operer une 
stenose mitrale avec retour a la normale 
de la fonction valvulaire. Cette nouvelle 
technique est tres dififerente des anciennes 
(fig. AA et B). Elle ne peut en general 
etre pratiquee que par la voie d’approche 
thoracique droite, et comporte la reouver- 
turc complete des deux commissures 
(memo un peu au-dela des valvules calci- 
fiees), et la separation bipolaire complete 
des structures chordopapillaires sous-val- 
vulnives. 

11 est vraisemblable que cette technique 
moderne rcduira a un taux tres has le 
ponrcontage do stenoses recidivantes. mais 
il e-t probable quo plus do 20 r ', dos pa¬ 
tient'- ayant ete open's selon les ancicnno.- 


methodes, ou qui sont operes actuellement 
par la voie d’approche gauche par des 
chirurgiens n’ayant pas une experience 
suffisante, presenteront a nouveau des reci- 
dives. 

RESUMEN 

Dice el autor que entre los enfermos 
a los que hace tiempo practico una comi- 
surotomia por el antiguo metodo de acceso 
por via izquierda, 44 han recaido y pade- 
cen de nuevo estenosis miti*al. 

Esta ahoi’a claro que en las primeras 
operaciones se ensanchaba la valvula lo 
suficiente para que cediesen todos los sin- 
tomas, pero no en cambio para que remi- 
tiesen los datos objeticos, entre llos el 
soplo diastolico y la dilatacion cardiaca. 

Las valvulas vuelven a estenosarse, poco 
a poco, en periodos que duran aiios (mas 
de 4 aiios como media en los casos presen- 
tados) y sin que aparezcan nuevos episo- 
dios de fiebre reumatica. 

En la actualidad puede operarse la este¬ 
nosis mitral por metodos que aseguran 
que la valvula recobre su capacidad fun- 
cional normal. El procedimiento nuevo se 
paraece a las tecnicas antiguas menos que 
un automovil moderno al Ford modelo T. 
La nueva operacion (movilizacion neostro- 
fingica de la valva septal) se hace general- 
mente por la via de acceso derecha del 
torax, v consiste en cortar las comisuras 
en toda su extension (e incluso mas alia 
si las valvulas estan rigidas v calcificadas) 
v en separar totalemente las estructuras 
cordopapilares entrecruzadas bajo las val¬ 
vulas en ambos lados. Se espera que este 
nuevo procedimiento haga que en el future 
se reduzcan el minimo las ricidivas, mien- 
tras que quizes mas de un 20'.' de lo- 
operados antiguamente r> en la actualidad 
por cirujanes j)oco informadns quo con- 
timian con la via do acco-o izijuierda. re- 
caor.in tardo o tt mprano on una ntiova 
o-teno-i< valvular. 
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RIASSUNTO 

In 44 casi operati di eommissurotomia 
per stenosi mitralica si e avuta una reei- 
diva della stenosi. E’ probabile che gli 
interventi eseguiti con la tecnica tradizio- 
nale determinino un allargamento dell’ori- 
ficio mitralico sufficiente a migliorare i 
disturbi ma non tale da far cessare com- 
pletamente l’ostacolo e far scomparire 
l’ipertrofia cardiaca e il soffio. Puo, quindi, 
prodursi un graduale riavvicinamento delle 
valvole cicatriziali, in uno spazio di tempo 
che puo durare qualche anno (4 anni in 
media nella serie dell’autore) anche senza 
ripresa della malattia reumatica. 

Oggi e possibile operare la stenosi mitra¬ 
lica in maniera da restituire la valvola alle 
sue condizioni anatomiche e funzionali 
normali. Questo nuovo metodo, che sta a 
quello tradizionale come una vettura 
moderna a un modello di anteguerra, si 
puo eseguire solo per via transtoraeica 
destra e comprende la riapertura di en- 
trambe le commessure per tutta la loro 
estensione e anche oltre, quando si tratta 
di valvole calcificate e rigide, e la com- 
pleta separazione delle strutture cordopa- 
pillari sottovalvolari. 

Si ritiene che questa nuova tecnica potra 
ridurre la frequenza delle recidive a una 
quota minima, mentre e probabile che oltre 
il 20% dei malati trattati chirurgicamente 
in passato o anche ora con le vecchie tec- 
niche vadano incontro, prima o dopo, ad 
una ricomparsa della stenosi mitralica. 

ZUSAMMENFASSUNG 

Das Wiederauftreten einer Mitralste- 
nose wurde bei 44 Prozent der von den 
Verfassern mit mitraler Kommissurotomie 
(unter Benutzung des alten Zugangsweges 
von links) behandelten Patienten beobach- 
tet. Es hat sich herausgestellt, dass die 
fruher angewandten Operationsverfahren 
zu einer Erweiterung der Mitraloifnung 
fuhrten, die gerade zur Behebung der 


Symptome ausreichte, ohne jedoch zu 
einer etwa durch Veranderung der Herz- 
grosse oder durch das Verschwinden des 
diastolischen Gerausches objektiv nach- 
weisbaren Beseitigung der Obstruktion zu 
fiihren. Die narbigen Klappen konnen 
sich im Laufe einer Reihe von Jahren (in 
der vorliegenden Serie durchschnittlich 
vier Jahre) ohne das Auftreten eines 
neuen rheumatischen S c h u b e s wieder 
schliessen. 

Es ist jetzt moglich, zur Behandlung der 
Mitralstenose eine Operation auszufiihren, 
die eine normale Funktionstiichtigkeit der 
Klappe wiederherstellt. Dieses neue Ver- 
fahren iihnelt der alten Kommissurotomie- 
technik so wenig wie ein modernes Auto- 
mobil einem Modell von vor 50 Jahren. Die 
neue Operation (Mobilisierung des Sep- 
tumblattchens), die sich gewohnlich nur 
durch den Zugang von der rechten Brust- 
seite ausfiihren liisst, besteht in einer 
Wiedereroffnung beider Kommissuren 
iiber die gesamte Lange ihrer Kurvaturen 
(bei Verkalkung oder Versteifung der 
Klappen sogar etwas dariiber hinaus) und 
in einer volligen bipolaren Trennung der 
gekreuzten papillaren Gebilde unterhalb 
der Klappe. 

Es ist zu erwarten, dass diese moderne 
Technik die Hiiufigkeit riickfalliger Steno- 
sen erheblich herabsetzen wird. Wahr- 
scheinlich werden aber mehr als 20 Pro¬ 
zent der in der Vergangenheit chirurgisch 
behandelten Kranken oder derjenigen, die 
jetzt von weniger erfahrenen Chirurgen 
mit linksseitigem Zugang operiert wer¬ 
den, friiher oder spater mit einer neuen 
Mitralstenose zuriickkehren. 
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Now, while certain physicians were performing blood transfusions, and a large 
number wore practising blood-letting, a small—shall we say, select—group were 
earning out an entirely different kind of work. They were investigating the blood 
itself. A Dutch physician. Jan Swammerdam, better known as a naturalist, since 
he seemed more interested in snails and clam* than in patients, one day in 165C 
examined some blood under a microscope and found to his surprise that it was 
not a homogenous fluid, but a clear fluid in which floated innumerable small red 
globules—the red blood-corpuscle*. A feu years later Marcello Malpighi, a phy¬ 
sician in Italy, saw the red corpuscles in the minute -vessels of the lung* and dis¬ 
covered the capillaries. Malpighi, whose name ha* been mentioned in the previous 
chapter, i* often regarded a* the greatest micro-copi-t of all time*. Yet he could 
see with hi* eye- a* well a* with the microscope, and it i- a matter of some historical 
interest that be founded, in 1 (V,f>. the sob-mo of taking finger-prints— a sojome 
whose later development has m-ant so much in the detection of crime. 
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Ovarium Disjunctum 

Report of a Case 
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W HILE mesenteric cysts are rather 
rare, ovarian cysts in the mesocolon 
are even more uncommon. Ovarian 
tumors seldom occur outside the area of 
the normal location of, and completely 
separated from, the ovaries. The further 

♦Assistant visiting gynecologist, Sydenham Hospital. 
Submitted for publication May 5, 1958. 


The author reports an unusual 
case, in which an ovarian cyst, exist¬ 
ing beside two normal ovaries at the 
usual anatomic site, was removed 
from the mesocolon. The patient was 
a woman aged 46, whose only preg¬ 
nancy had terminated in spontane¬ 
ous delivery at full term seventeen 
years earlier and who had previ¬ 
ously undergone operation for re¬ 
moval of a submucous pedunculated 
fibroid. The ovarian cyst present on 
admission to the author's service 
was the size of a human head and 
at operation burst spontaneously, 
spilling lurbid, milky fluid. If was 
removed, and the patient made a 
good recovery. In the author's opin¬ 
ion, this cyst was an ovarium dis¬ 
junctum, or "third ovary" and the 
case merits reporting not only be¬ 
cause of its rarity but because of 
the many difficulties encountered 
both in diagnosis and in treatment. 


away from the ovaries, the rarer they are. 
These cysts, called ovarium disjunctum 
(Schottlaender) or “third ovary,” have 
been described by Schmid 1 and Bondy 2 in 
the German literature. Dowd, 3 in a sur¬ 
vey of the American literature up to 1900, 
noted that of all the mesenteric cysts re¬ 
ported only 1 proved to be of ovarian 
origin. Cantor and Kleinert, 4 in 1952, 
reviewed the cases in Grace Hospital, 
Detroit, and found only 1 proved ovarian 
cyst in the mesentery of the transverse 
colon; the patient in this instance had 
undergone a left ovarian cystectomy four 
years earlier. Jirlca and Samuels, 5 in 1955, 
reported a large ovarian papillary cyst- 
adenoma removed from the mesentery of 
the sigmoid in a patient who had under¬ 
gone a left salpingo-oophorectomy twenty- 
four years earlier. They assumed that the 
mass originated from some rest of the 
previously removed left ovary. In my 
opinion it was an ovarium disjunctum. The 
case to be here reported is the third, de¬ 
scribed in the literature, of an ovarium 
disjunctum located in the transverse colon. 
It merits reporting because of its rarity 
and the intricacy of diagnosis and surgi¬ 
cal management. 

Consistent with the development of the 
ovaries from the wolffian body, a large 
and embryologically important structure 
occupying the posterior and dorsal portion 
of the primitive peritoneal cavity, these 
tumors occur in the retroperitoneal region 
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on both sides of the abdomen within the 
mesentery of the colon. They follow the 
pathway, called “Keimbahn,” of the ger¬ 
minal epithelium down to the site of final 
arrest of the ovaries in the pelvis. It is 
possible that the germinal epithelium of 
the ovary leaves small pieces of developing 
tissue at any site along this route. 

REPORT OF CASE 

E. K., a 46-year-old white woman, was ad¬ 
mitted to Sydenham Hospital, New York City, 
on March 21, 1957, with the complaint of pro¬ 
gressive abdominal enlargement for the past 
two months. No associated menstrual abnor¬ 
malities and no abdominal pain were present. 
The patient’s only pregnancy had ended with 
a spontaneous delivery at term seventeen years 
earlier. The menarche had occurred at the age 
of 11. The interval between menstruations was 
twenty-four days and their duration five days. 
The menstrual discharge was rather profuse, 
with clots. The most recent period had occurred 
on March 10, and had been as usual. 

The patient’s mother had died of an abdom¬ 
inal malignant neoplasm; the familial history 
was otherwise noncontributory. In February 
1953 the patient had been hospitalized for re¬ 
moval of a pedunculated submucous fibroid. At 
that time she had occasional backache and a 
watery, mucous, bloody vaginal discharge of 
two months’ duration. Pelvic examination re¬ 
vealed a parous introitus; a relaxed perineum; 
a submucous fibroid 5 by 2 cm., with a thin 
pedicle lending into the uterine cavity; an 
open cervix; no enlargement of the uterus, 
and no adnexal masses palpable. At operation 
the cervix was observed to be completely open; 
the mass was pedunculated and its pedicle ac¬ 
cessible. A few small fibroid nodules were 
present, not indicating extensive surgical 
maneuvers. The submucous fibroid was re¬ 
moved vaginally and a curettage done. Post¬ 
operative recovery was smooth. The pathologic 
diagnosis was “fibrolcinmyomatous nodule and 
endometrial hyperplasia." In December 1953, 
on routine check-up. a pea-sized mucous polyp 
was removed from the cervix. The uterus was 
antotlexed and of normal size. A cystic left 
ovary was palpable. The patient was seen at 
six-month intervals until April 1955. During 
this time she was asymptomatic and the p<-lv;c 
picture remained unchanged. She was se.-r. 
again two days before the present admi-dor. 


to the hospital. Examination revealed an ova¬ 
rian cyst extending almost to the costal arch. 
The uterus was not well defined as to contour 
and size. Immediate hospitalization was ad¬ 
vised. 

On admission the heart, lungs, pulse, res¬ 
piration and temperature were normal. The 
blood pressure in millimeters of mercury was 
130 systolic and 80 diastolic. The abdomen was 
ovoid, enlarged by a smooth, globular, cystic, 
slightly compressible, nontender movable mass 
probably arising from the pelvis and extend¬ 
ing to the xvphoid. Pelvic examination re¬ 
vealed a parous introitus and a relaxed peri¬ 
neum; the cervix was firm, enlarged and clean, 
with an old laceration on the right; the uterus 
was anteflexed and enlarged by several fi¬ 
broids ; a large, cystic, smooth, movable tumor 
was palpable, reaching to the costal arch and 
apparently not connected with the uterus. It 
could not be determined whether this mass 
originated from the left or from the right 
adnexa. 

Urinalysis, blood count, sedimentation rate, 
blood chemical tests and a roentgenogram of 
the chest revealed no abnormality. A flat plate 
of the abdomen showed conspicuous absence of 
intestinal gas shadows in the midabdomen. 
This area was filled by a large, somewhat 
rounded density which extended out of the 
pelvis up to the level of the first lumbar ver¬ 
tebra. The gas-filled intestines were displaced 
to the left. No calcifications or opaque fetal 
parts were demonstrable. Reexamination sev¬ 
eral days later also showed the gas-filled 
transverse colon displaced downward and the 
left kidney upward. An intravenous pyelogram 
showed prompt excretion of the dye, with 
good concentration and a normal outline of 
the collecting systems. The left kidney shadow 
was displaced upward. The ureters were nor¬ 
mal. The bladder showed evidence of extrinsic 
pressure. A barium enema revealed that the 
transverse colon was displaced downward, 
with evidence of extrinsic pressure on its lu¬ 
men. There was no intrinsic pathologic- 
change. 

The pre-operative diagnosis was ovarian 
cyst. On the sixth day after admission to the 
hospital, with the patient under cyclopropane, 
oxygen-sodium pentothal ane-tho-in. a J<• f* 
paramedian ir.ci-ion was mad--, which had to 
be extended to about S cm. above th,. unrdliru-. 
There was r.o fr.-.- dub’ •«: the abdominal u.-.- 
ity. A large, cy.-tic rr.a-- the -of l.'.rrar. 
head wa-- It- surface v.v- sm-.- ; 
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pole and anteriorly it was adherent to the 
transverse colon. The mass was covered by 
the mesocolon, which was greatly distended, 
simulating cobweb-like adhesions. The cyst 
wall contained many blood vessels of varying 
caliber. No metastatic lesions were detected. 
The tumor could be brought up into the in¬ 
cision despite the adhesions. There was no 
connection between the mass and either 
ovary. The uterus was moderately enlarged, 
containing several intramural fibroids. The 
left ovary was cystic; the right appeared 
normal. Because of the extreme vascularity 
of the adhesions, they were dissected most 
carefully in order to avoid injury to the colon 
and its arterial blood supply. A firm, fascia¬ 
like vascular adhesion on the left upper pole 
of the mass could not be identified anatomi¬ 
cally and was cut between clamps and suture- 
ligated. Shortly before all the adhesions were 
freed the cyst burst spontaneously, spilling 
a turbid, milky fluid over the field. The hole 
was quickly clamped off and the cyst re¬ 
moved. Exploration of the gallbladder and 
the right lobe of the liver revealed no metas¬ 
tatic lesions. Gelfoam was used for control 
of oozing from the mesocolic vessels and be¬ 
low the right margin of the liver. The free 
edge of the transverse colon was sutured to 
the upper margin and posterior aspect of the 
greater omentum at its duplication near the 
greater gastric curvature. Peritonealization 
was done and the abdominal wall closed in 
layers. A transfusion of 500 cc. of whole 
blood was given. The patient left the oper¬ 
ating room in satisfactory condition. 

Pathologic Re-port .—This report described 
a “voluminous cyst, pink in color, fluctuant 
in consistency, still measuring 13 cm. in di¬ 
ameter. On section, a greyish and mucinous 
fluid exudes. The inner wall shows several 
smaller cystic dilatations measuring 3 to 1.2 
cm. in diameter. On section, these cysts con¬ 
tain the same material previously described. 
The inner wall also shows some yellowish 
areas.” Microscopically, there was a “col¬ 
lagenous connective tissue capsule made up 
of several layers. The bundles are thick and 
show hyaline degeneration. The lymphatic 
spaces are distended. At one side this capsule 
shows a lining of a large cystic cavity. The 
lining is composed of tall columnar epithe¬ 
lial cells which disclose increased secretory 
activity. At many areas the lining discloses 
hyperplasia of its epithelial cells. Deep in 
the fibrotic layers are a few glandular acini 
composed of the same kind of epithelial cells. 


Another section shows, in addition, heavy in¬ 
filtration of chronic inflammatory cells, but 
mostly of lymphocytes. The blood vessels in 
this area are also dilated, and some of them 
contain red blood cells.” The diagnosis was 
“pseudomucinous ovarian cyst with marked 
inflammatory changes in the capsule.” A con¬ 
sultation was held with Dr. Motuloff of 
Woman’s Hospital. It was his impression that 
this was a benign, well differentiated, nonin¬ 
filtrating pseudomucinous cystadenofibroma 
of the ovary with marked inflammation of 
the capsule. 

Recovery was uneventful except for some 
anorexia, nausea and slight fever. Wangen¬ 
steen suction was maintained for twenty- 
four hours. There was no abdominal disten¬ 
tion. The patient was up and about after the 
fourth postoperative day. Primary wound 
healing took place, and the patient was dis¬ 
charged in good condition on the tenth day. 
Total hysterectomy with bilateral salpingo- 
oophovectomy in six months was advised. 

One week after discharge the patient was 
readmitted, complaining of vomiting after 
meals, loss of appetite, a mass in the epigas¬ 
tric region, a sensation of pressure in the up¬ 
per part of the abdomen and irregular mild 
pain in the upper quadrants. A surgical con¬ 
sultant observed moderate abdominal disten¬ 
tion, especially in the supraumbilical region. 
A fluctuating, somewhat tender mass was pal¬ 
pable in the epigastrium and both upper 
quadrants. Other regions were soft. The liver 
and spleen were not palpable. The bowel 
sounds were aud'ble. The left paramedian 
incision was healed. 

Intravenous fluids were administered, with 
Amigen and Berroca C. Urinalysis revealed 
no abnormality. The value for hemoglobin 
was 10.3 Gm.; there were 20,600 white blood 
cells per cubic millimeter, with 90 per cent 
polymorphnuclears. The sedimentation rate 
was 40 mm. in one hour. A roentgenogram of 
the abdomen revealed a huge mass in the epi¬ 
gastrium, extending somewhat more to the 
left than to the right and displacing the 
transverse colon and small bowel downward 
and laterally. A gastrointestinal series 
showed marked delay of barium passage in 
the midportion of the stomach, most of the 
barium collecting in the fundus and cardiac 
region. When the barium was coaxed below 
this area one noted a marked compression 
of the stomach by an extrinsic process situ¬ 
ated posteriorly between the stomach and 
the gas-outlined transverse colon. There was 


26 



VOL. 31, NO. 1 


SACHS: OVARIUM DISJUNCTUM 


no evidence of intrinsic disease of the stom¬ 
ach or colon. The impression, therefore, was 
that of a large mass situated posteriorly be¬ 
tween the stomach and the colon, projecting 
considerably into the peritoneal cavity. Its 
edges, seen in the left side of the abdomen, 
appeared relatively smooth, as do those of a 
cystic tumor. 

Three days after admission a transverse 
epigastric incision was made with the patient 
under general anesthesia. When the abdom¬ 
inal cavity was opened a large amount of clear 
fluid was observed. When the lesser sac was 
entered from below an enormous amount of 
hemorrhagic-purulent fluid was obtained. It 
was evacuated and drains inserted. The nor¬ 
mal pancreas was covered by fibrinous inflam¬ 
matory exudate. The foramen of Winslow was 
obstructed by fibrinous masses. The abdom¬ 
inal wall was closed in layers. Micrococci 
were cultured from the lesser sac fluid. Post- 
operatively there was prolonged, profuse 
drainage which gradually diminished. On 
discharge from the hospital twenty-five days 
after the operation, the wound was almost 
healed. 

The patient made a good recovery and re¬ 
mained asymptomatic. Several small fistulas 
with intermittent discharge, however, devel¬ 
oped in the right pole of the transverse ab¬ 
dominal wound. On Jan. 13. 1058, with the 
patient under general anesthesia, total hys¬ 
terectomy and bilateral salpingo-oophorec- 
tomy were done because of a fibroid uterus 
and to prevent malignant degeneration of the 
ovaries. The uterus, of a size corresponding 
to that of a six to eight weeks’ gestation, con¬ 
tained three myomas in the fundus. A cystic 
mass, 2 to 3 cm. in diameter, was in the meso¬ 
salpinx of the left tube at the ostium. The 
abdomen was closed in layers. The right side 
of the transverse abdominal scar was then 
excised, with all the sinuses. Four wire knots 
were removed. The fascia was intact. The 
wound was closed in layers. The pathologic 
diagnosis was: “chronic cervicitis with Nabo¬ 
thian follicle; intramural fibromyomata 
uteri; polycystic ovary (follicle).” 

The postoperative course was normal. The 
patient was discharged nine days after the 
operation and was last seen on February 5, 
symptom-free. The abdominal incisions were 
firmly healed. There was no recurrence of 
the abdominal mass. Pelvic examination re¬ 
vealed the vaginal vault healed and veil sup¬ 
port* d. There were no pelvic m.'s'c-, no ten¬ 
derness and r.o induration. 


COMMENT 

This case, besides being rare, is instruc¬ 
tive. I assume that similar masses have 
been observed but have remained unpub¬ 
lished, mainly because they were smaller 
than the one here described. This report 
is to point out errors of diagnosis and sur¬ 
gical management which may be avoided 
by others facing similar problems. 

Although the genesis of these cysts is 
known, the factors responsible for their 
sudden and rapid growth to remarkable 
size remain unexplained. The patients of 
both Cantor and Kleinert and Jirka and 
Samuels had a history of previous pelvic 
operations, mainly for adnexal pathologic 
conditions. In the latter case there was 
also a fibromyomatous uterus, as in my 
own case, in which the initial operation 
consisted in vaginal removal of a sub¬ 
mucous fibroid prolapsed through the cer¬ 
vix; the ovaries were intact. The growth 
of the cyst, therefore, cannot be explained 
by previous ovarian surgical treatment. 

While these authors obtained satisfac¬ 
tory results by removing the cysts with¬ 
out drainage, this should not have been 
done in our case because of the inflam¬ 
matory nature of the capsule, a fact which 
was unknown at the time of operation. It 
prolonged postoperative morbidity and 
necessitated a second surgical intervention 
for drainage. During the primary excision 
drainage was not considered, because the 
cyst had been completely removed—just 
as cysts are extirpated from the broad 
ligament — although the dissection was 
difficult. Only the pathologist’s report re¬ 
vealed the inflammatory character of the 
capsule. The fluid contents, spilled when 
the tumor ruptured, resembled pseudo, 
mucinous material, and similar occur¬ 
rences within the lower part of the ab¬ 
domen are not an indication for drainage. 

The immediate po-to^-ram*- c**ur-<- 
seorm-d to justify mv d*vi-«on for primnrv 
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closure, but two weeks later the mass re¬ 
curred and at once caused symptoms of 
severe gastric irritation. The surgeon, 
called in for incision and drainage, thought 
of a pancreatic cyst and at first did not 
concur in the diagnosis of an ovarian cyst 
at this site. Autoptic control, however, 
ascertained the intactness of the pancreas, 
covered only on its surface by fibrinous 
inflammatory lesions. 

The preoperative diagnosis was also in • 
correct. The mass that filled the abdomen 
could not be separated from the uterus and 
ovaries. A fibromyomatous uterus was 
palpated, but the ovaries could not be dif¬ 
ferentiated from the cyst. Roentgeno- 
graphie examination indicated that the 
mass was located above the transverse 
colon. Its capsule appeared “festoony,” 
which is unusual for ovarian cysts but 
was explained after one had seen the 
widely separated and stretched fibers of 
the mesocolon covering the cyst. Neither 
I nor my colleagues had ever encountered 
a similar mass, and no one anticipated 
such a pathologic rarity. The correct 
diagnosis was missed by not paying suf¬ 
ficient attention to the roentgen signs. 

Seven months after recovery from oper¬ 
ation for the mesocolonic cyst, hysterec¬ 
tomy and bilateral salpingo-oophorectomy 
were performed. A fibroid uterus suggest¬ 
ing a 6 to S weeks’ gestation was not 
considered a vital indication for hysterec¬ 
tomy; nevertheless, in view of (1) the 
history of removal of such a large dis¬ 
jointed ovarian tumor, (2) a cystic ovary 
in the presence of myomas, (3) the pa¬ 
tient’s age (46 years), and (4) the fact 
that she had one child, it was decided that 
the pelvis should be emptied to prevent 
possible future malignant degeneration. 
This conclusion appeared well founded. 

SUMMARY 

1. An ovarian cyst, existing beside two 
normal ovaries at the usual anatomic site. 


was removed from the mesocolon. 

2. As is consistent with the develop¬ 
ment of the ovaries from the wolffian 
body, such tumors occur in the retroperi¬ 
toneal region within the mesentery of the 
colon. 

3. As the capsules of these ovarian tu¬ 
mors may be infected, no primary closure 
of the mesocolon should be attempted. 

4. The indication for removal of the 
ovaries at the normal site depends on the 
character of the mass removed, on the 
patient’s age and on the presence of ad¬ 
ditional pathologic conditions of the uterus 
and ovaries. 

ZUSAMMENFASSUNG 

Eine Eierstockszyste, die neben zwei 
normalen in regularer anatomischer Lage 
befindlichen Eierstocken bestand, wurde 
aus dem Mesokolon entfernt. 

Auf Grand der Entwickelung der Eier¬ 
stocke aus dem Wolffschen Korper ergibt 
sich die Moglichkeit, dass solche Ge- 
schwiilste im retroperitonealen Raum in- 
nerhalb des Mesokolons auftreten. 

Da die Kapseln dieser Eierstocksge- 
schwiilste infiziert sein konnen, sollte eine 
primare Schliessung des Mesokolons nicht 
versucht werden. 

Die Indikation zur Resektion der in nor- 
maler Lage befindlichen Eierstocke hangt 
von der Art der entfernten Geschwulst, 
vom Alter der Patientin und vom Beste- 
hen weiterer krankhafter Veranderungen 
der Gebarmutter und der Eierstocke ab. 

RIASSUNTO 

Venne asportata dal mesocolon una cisti 
ovarica che esisteva in presenza di due 
ovaie perfettamente normali e normal- 
mente localizzate. Poiche lo sviluppo dell’- 
ovaio avviene dal corpo di Wolff, questi 
tumori crescono nello spessore del meso¬ 
colon. 
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Una volta asportati, non si deve risutu- 
rare il mesocolon, poiche la capsula della 
cisti puo essere infetta. 

Quanto all’asportazione contemporanea 
delle ovaie, essa deve esre giudicata in 
base ai caratteri della cisti asportata, all’- 
eta della paziente e alia presenza di even- 
tuali altre lesioni a carico delPutero e delle 
ovaie. 

RESUME 

Rapport sur l’ablation d’un kyste ova- 
rien du mesocolon chez une femme presen- 
tant deux ovaires normaux. Conforme- 
ment au developpement des ovaires a 
partir du corps de Wolff, ces tumeurs se 
rencontrent dans la region posterieure de 
1’abdomen a 1’interieur du mesentere du 
colon. 

Les enveloppes de ces tumeurs ovarien- 
nes pouvant etre infeetees, il faut eviter 
toute tentative de fermeture primaire du 
mesocolon. 

L’indication de l’ablation des ovaires 
normalement situes depend du type de la 
tunieur, de Page de la malade et de la 
presence d’autres symptomes pathologi- 
ques du niveau de Puterus et des ovaires. 


RESUMEN 

Se presenta el caso de un quiste de 
ovario (que se extirpa) encontrado en el 
mesocolon, teniendo la paciente ademas 
dos ovarios normales. 

Puesto que 3os ovarios se forman a 
partir del conducto de Wolf, los tumores 
de esta naturaleza tienen que ser retro- 
peritoneales, incluidos en el meso del 
colorn. En estos casos no debe hacerse 
sutura primitiva del meso tras la extirpa- 
cion, va que la capsula del tumor puede 
estar infectada. 

En cuanto a la indication de exeresis de 
los ovarios de localization normal, depende 
de la naturaleza de la tumoracion extir- 
pada, de la exad del paciente y de la pre- 
sencia de otras anormalidades en el utero 
o en los ovarios. 
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The Uterus and the Products of 
Inflammation: Fundal Keloid? 

THOMAS B. NOBLE, M.D., F.I.C.S.t 

INDIANAPOLIS, INDIANA 


P ATIENTS come to the surgeon seek¬ 
ing relief from symptoms. His effort 
constitutes a vital portion of the 
practice of medicine. The fascination of 
medicine lies in the search for the causes 
of disease and disorder. 

There is a set of symptoms, as variable 
as humanity itself, that confronts the doc¬ 
tor constantly in endless individuality. The 
complaints cannot be brushed aside, in 
spite of the fact that gross abnormality 
may not be detectable. Laboratory tests, 
“D & C” procedures and other investiga¬ 
tions do not supply positive proof of the 
suspected or diagnosed pathologic condi¬ 
tion. 

The patients describe many combina¬ 
tions, in many degrees, of such things as 
abnormal uterine bleeding, pressure in the 
pelvis, bearing down, intermenstrual spot¬ 
ting or discharge, headache, backache, 
pain in the pelvis, urgency, malaise, con¬ 
stipation, dyspareunia, “something in the 
rectum,” and so on. Personality change 
is noted eventually. It may become per¬ 
manent and destructive to good living, if 
not treated successfully before too long a 
time has passed. Correction should be 
provided while the patient remains young, 
plastic and resilient. 

The “pelvic cripple” is not welcome 
either at home or in her doctor’s office. 

Many a patient consults the surgeon 
only after a long course of hormone shots, 
vitamins, multiple dilations and curette- 
ments, suspensions, appendectomy, ova¬ 


rian resection, oophorectomy, nerve sever¬ 
ances, tranquilizers, shock treatments, 


On the basis of a study in which 
the "standard" hematoxylin-eosin 
stain and Masson's trichrome stain 
were compared as to their respec¬ 
tive value in revealing the presence, 
nature and causes of uterine dis¬ 
ease, the author reports his conclu¬ 
sion that Masson's trichrome re¬ 
veals a startling number of highly 
significant diagnostic points not even 
suggested by a specimen stained 
with hematoxylin and eosin. To the 
fact that the latter stain is used rou¬ 
tinely and without question in many 
hospitals he attributes the frequent 
neglect of conditions requiring sur¬ 
gical intervention, which in turn, in 
many cases, accounts for the even¬ 
tual alteration of a potentially nor¬ 
mal woman to a "pelvic cripple." In 
support of this conclusion he presents 
color photomicrographs of two im¬ 
mediately adjacent portions of the 
same specimen, one stained with 
hematoxylin and eosin and the other 
with Masson's trichrome, as well as 
a tabulation of relevant statistical 
data in 25 cases. He lists his obser¬ 
vations specifically and in detail and 
presents a series of diagnostic and 
therapeutic recommendations based 
on the striking contrast of the patho¬ 
logic picture as revealed by these 
two stains. 


tDeceased. 

Submitted for publication Oct- 18, l9oo. 
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divorce and then more dilations and cu- 
rettements, in each of which there was a 
“reassuring biopsy.” 

There is need for restatement of a 
fundamental medical fact: “No treatment 
of disease will be successful unless it cor¬ 
rects the cause,” 

Examination of the complaining patient 
will disclose the condition of the uterus, 
which may or may not be enlarged. There 
may or may not be detectable swelling of 
that organ. The position may be low; on 
the other hand, it may be high and the 
organ retrofixed by adhesion. The liga¬ 
ments may be long and loose, but sacroiliac 
shortening may mask this. Tenderness 
to movement is surprisingly slight in view 
of the complaint. Generally, the results 
of vaginal examination may be called 
negative by one who is not alert to ob¬ 
scure changes in the myometrium. 

Diagnosis .rests upon the surgeon’s 
ability to project a true mental picture of 
myometrial changes. This is the result of 
what is called “experience.” As a corollary 
and con-oboration of this statement the 
accompanying illustrations record new 
fact and ancient failure. 

The wide range of human behavior and 
the wider range of responses bring into 
view certain differences among physicians. 
Some resist the concept of serious patho¬ 
logic change in the absence of gross abnor¬ 
malities; others may be too eager to find 
it. The margin between the physiologic and 
pathologic in uterine performance has not 
been drawn accurately. Today, it follows 
the patient’s personality, her complaint 
and her physician’s acumen. 

Abnormal collagen collection, deposit or 
infiltration is caused by a number of cir¬ 
cumstances. all variable and personal to 
the patient’s physiologic state. A "normal” 
menstrual cycle is an inflammatory experi¬ 
ence. “normally” transient. It may be the 
sole cause of a great deposit of collagen. 
Another patient may pass through numer¬ 


ous pregnancies and* many years with no 
resulting collagen. Between these two ex¬ 
tremes I have observed every variety of 
pathologic change under the microscope, 
and a completely variable range of conse¬ 
quent complaint. 

The common causes of collagen infiltra¬ 
tion through the myometrium are “subin¬ 
volution,” occupation (nursing, waiting on 
tables, etc.), endocrine disturbance, trau¬ 
matic and bacterial sources of pelvic in¬ 
flammation, tuberculosis, and a way of 
life that ignores healthful pursuits. 

Hospitals have almost universally relied 
upon the hematoxvlin-eosin stain for study 
of the myometrium. This will identify 
changes of the nuclei that may indicate 
carcinoma, but nothing else. Let us see 
what that stain will not do: 

It will give no clue to the age of the pa¬ 
tient. 

The number of her pregnancies, if any, 
will remain a complete mystery. 

The menstrual history, from amenorrhea 
to flooding, will not be even suggested. 

Increase in the size of the fundus will be 
reported “not abnormal.” 

Neither the presence nor the cause of 
aqueous retention in the myometrium will 
be noted. 

Pain, pressure and dyspareunia will be 
neither recognized nor explained. 

The cause of endometrial thickening will 
not be recognized. Hematoxvlin-eosin stain¬ 
ing makes the fruitless "D & C” seem a rea¬ 
sonable form of treatment for the “polypoid 
endometrium.” 

The cause of the failure of suspension will 
not be revealed. 

The fact that dilation and curettement 
aggravates the true pathologic condition will 
not be explained. 

In truth, the hematoxylin-eo.-in slide for 
diagnostic study of the myometrium is in¬ 
competent. inaccurate, inadequate ami ir¬ 
relevant. 

My work in the study of mvotmtrial 
rt 
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collagen originated from the simple fact 
that the only human response to all insults 
lies in the field of inflammation. Collagen 
is the product of inflammatory change. 
Cutaneous keloid is pure collagen, patho¬ 
logic, undesirable and difficult to control. 

There is no other work on the human 
myometrium involving the development of 
’collagen and its pathologic consequences. 
The first question to be answered is, “What 
is the probable significance of collagen 
when it is observed among the myometrial 
fibers?” 

Collagen is a connective tissue substance 
formed through a material secreted in ex¬ 
cess, by fibroblasts and reticulum cells, as 
' a response to inflammation and anoxia. 
The minute fibrils of collagen reach out for 
surprising distances along normal struc¬ 
tures, seemingly having no beginning and 
no end. As time and influences continue, 
heavy bundles of collagen are formed and 
normal structure disappears. 

I have compared the microscopic picture 
with the patient’s complaint and found a 
direct parallel between the trichrome pic¬ 
ture of the myometrium and the degree of 
the patient’s disturbance. A well-known 
method of staining differentially for colla¬ 
gen has been the use of the trichrome stain 
of Masson. This was applied to sections 
from uterine fundi; sections that were ad¬ 
jacent in the microtome to those stained 
with hematoxylin and eosin for “routine 
diagnosis” in the hospital, the standard, 
accepted procedure of today. 

It must be stated clearly that the col¬ 
laboration of the physicians at the head 
of the laboratories, Drs. Mershon, Schmoy- 
er and Thornton-Haymond, has been the 
most generous and helpful in prosecuting 
this investigation to its completion. I am 
a surgeon with an idea; they are the sci¬ 
entists in medicine who did the work and 
supply the facts. (The photographs came 
out of my basement.) 

The goal before good physicians is the 


relief of pathologic states. The work of 
pathologists is an integral part of the job 
at hand, with the exception of a few who 
disagree with any change for the better, 
like the surgeon who never changes! 

Unfortunately, tissue committees have 
taken the laboratory’s word as an infal¬ 
lible finality. In recent years some doctors 
have been willing to denounce others on 
the basis of “nothing abnormal” reports 
from tissue sections stained in hematox¬ 
ylin and eosin. Red Book, March 1958, 
mentions 600 women who have been saved 
hysterectomy by virtue of the medical fer¬ 
rets in accredited hospitals—whose judg¬ 
ments have been prompted by hematoxy¬ 
lin eosin stains! So, this paper becomes all 
the more important to the pelvic cripple. 

In Indiana we have the small county 
hospital, free of the restrictions attributed 
to accreditation. Here the state law is well 
defined. Adequate protection is afforded 
the public, the hospital and the physician. 
Public health is guarded by the right to 
appeal to court protection of all factors 
involved in the care and treatment of the 
sick. 

The patients from whom our studies are 
made have undergone operations properly, 
successfully and legally performed. These 
pelvic cripples have been brought back to 
good health and to re-entry into good fam¬ 
ily life, before the passage of time in dis¬ 
ease and character change made that im¬ 
possible. 

Our work is continuing in the fields that 
should be obvious. 

The Hematoxylin-Eosin Stain (Fig. 1). 
—This photomicrograph is assumed to 
show normal myometrium. In Indianapo¬ 
lis, pathologists and tissue committees, 
basing all decisions upon this type of 
slide, deny surgical relief through hyster¬ 
ectomy to the disturbed patient. Auditors 
understand none of the situation and 
promise loss of accreditation if “unjusti¬ 
fied hysterectomy” is done. 
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Data on 

25 Cases 



Case 

Age of 
Patient 

Para 

Size o/ Cm. 

Lt/e Lab MP* 

Discharge 

Symptoms Collagen , 

Recovery** 

i 

24 

3 

17 

10 

! I 

Clear 

Pain; prolapse, weight; 
dvspareunia 

75 

Complete 

2 

22 


7 

5-}- 

— 

4-4- 

Visible ovarian cysts 

50 

Complete 

3 

28 

2 

754 

4 ^ 

1 ! 

4_ 

Procidentia; cystocele 

20-50 

Complete 

4 

22 

0 

8 

5+ 

— 

Clear 

GC PID in youth; bilateral 
salpingectomy 

25 

Complete 

5 

37 

2 

1154 

8 

_1 _!_L 

t 1 ■ 

Constant 

Trichomonas; pain; backache; 
prolapse 

75 

Complete 

6 

39 

2 

8 

0 + 

1 

Minor 

Procidentia; cystocele; 
subinvolution 

10 

Complete 

7 

35 

0 

9 

6 

0 

Watery 

Bilateral oophorectomy in 
youth; pain; dvspareunia 

50 

Unstable 

8 

37 

4 

12 

8 

++ 

Cloudy 

Fibrotic, low-lying, edematous 
uterus 

40 

Complete 

9 

30 

3 

8 

G 

-L 

Constant 

Lacerations, procidentia, 
complaints 

20 

Complete 

10 

38 

G 

12 

8 ^ 


4--i- 

Pain, everted cervix; “nerves”; 
loss of weight 

25 

Complete 

11 

37 

3 

12 y 2 

8 

4- 

4" 

Backache, headache; loss of 
work time 

50 

Complete 

12 

3G 

4 

15 

9 

+++ 

++ 

Procidentia, cystocele, 
precarcinomatous cervix 


Complete 

15-50 

13 

34 

0 

8 

G 

++ 

++ 

PID at 20 ; trichomonas; 
periodic pain 

50 

Complete 

14 

40 

2 

9 

G!4 

+++ 

4 - 4 - 4 - 

Endometriosis; mental 
exaggeration; pain 

GO 

Gain of 20 
pounds; 
bad men¬ 
tal state 

15 

42 

3 

8 

G 

+++ 

4 - 

Continuous pelvic pain; 
complaints 

15 

Complete 

in 

41 

o 

0 cervix 

+ 

4 - 

Large precarcinomatous cervix, 
hard fibrotic uterus 

80 

Complete 

17 

45 

o 

10 

6 J 5 

4-4- 

4 - 4 - 

Many operations; no relief 

30 

Complete 

18 

45 

«> 

10 

G 

4- 4 - 4- 

4 . 44 . 

Dvspareunia; backache; pain;- 
tenderness 

90 

Complete 

111 

05 

8 

8 

7 

0 

0 

Complete procidentia; cystocele 

,*» 

Complete 

20 

31 

0 

S 

7 

4-4- 

4 4 

Pain; dvspareunia; pelvic 
pre= c ure 

20 

Complete 

21 

27 

*> 

8 

G'5 

4- 

0 

Complete prolapse and 
dvspareunia 

35-10 

f'ompb te 

*>•> 

55 

0 

c; 

5-t 

0 

4 . 4 - 

Healed the. hv-t< rectomy - r 
total plication 

30 

f onipb !< 

23 

51 


1 * „ 

.1 

- 

rC lfrov. n 

2 ce'areaov; small fibroid- 

SO 

r. m;,:. 

2 5 

i ?5 

o7 

! 1 

r» 

i 

(Cervix fill. 

:■ : 

1 <1 introitu-) 

Pain; pro lire; barkachi ; 
dj -.part ur.ia 

Tran*fusion :, fd< .J; 1 r — f 
•ii-jutt ! 


(V Tp>5. 
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The whole undesirable situation hangs 
upon the willingness of some men to use 
irrelevant laboratory procedures to dam¬ 
age their colleagues and so degrade better 
medicine and surgery. And in the present 
scheme of oi'ganization, no mechanism is 
available to a good surgeon for appeal 
against improper dictation. 

Masson’s Trichrome Siam for Collagen 
in the Myometrium (Fig. 2).—The two 
illustrations accompanying this article are 
from successive microtome sections of the 
same uterus. Collagen stains blue or green, 
according to the dye used and the method 
of color reproduction. With the hematox¬ 
ylin and eosin stain, all connective tissue 
stains alike. There can be no differentia¬ 
tion. 

With Masson’s trichrome, the green col¬ 
lagen is seen filling all tissue spaces and 
surrounding blood vessels. Under high 
power it can be seen to be invading the 
vessel wall and the muscle fiber inside the 
muscle bundle of the myometrium. 

The patient in the case illustrated was 
21 years old. Hysterectomy was delayed 
until after fourteen transfusions and five 
“D & C’s.” Three years had passed since 
the birth of her first child; divorce had 
broken up the family; the child had been 
placed in a “home,” and the mother had 
been thrown out of her room for default 
of payment. She was dripping pink fluid 
and had only 1,200,000 red cells per cubic 
millimeter of blood. I hope this is possible 
only in Indianapolis. 

Compare the trichrome picture with the 
hematoxylin-eosin “standard.” The sur¬ 
rounding of blood vessels and the plugging 
of tissue spaces explain the major symp¬ 
toms of continuing blood loss, heaviness, 
backache, pressure pain, aggravated dys- 
pareunia, interval discharge, and the fact 
that the uterus was filled with edema that 
came out as soon as the surface was cut. 
None of these are indicated with hema¬ 


toxylin and eosin; all are clearly visible 
under trichrome. 

I have "run through” many such pa¬ 
tients since 1953, when a sort of denial of 
good science came our way. One hundred 
were studied after companion microscope 
slides had been made, to facilitate statis¬ 
tical analysis. It was noted that the endo- 
metrial thickening runs parallel to the 
amount of collagen present along vascular 
channels. The work of Joseph Leighton, 
Ira Kline and Henry C. Orr opens up the 
possibility that the lessened oxygen ten¬ 
sion from collagen infiltration may have 
a bearing on human disorder. If endome¬ 
trial cells in the test tube turn mitotic 
when oxygen is lessened, it may be discov¬ 
ered that collagen in the human myometri¬ 
um, if allowed to remain there too long, 
exerts an influence toward endometrial 
malignant disease. 

In this series, and in the accompanying 
table, the label “Nothing abnormal in this 
fundus” was attached to every case by the 
routine standard hospital laboratory using 
the hematoxylin-eosin stain on the slide 
adjacent to the one I studied under Mas¬ 
son’s trichrome. 

The illustrations provide a fair and 
average comparison between the appear¬ 
ance of the hematoxylin-eosin slides and 
that at the twin trichrome slides. This 
throws into sharp focus the need for bet¬ 
ter-directed laboratory analysis if claims 
to diagnosis are to be supported. Again, 
the routine accepted standard of hema¬ 
toxylin-eosin preparation for myometrial 
diagnosis is irrelevant, inadequate, inac¬ 
curate and incompetent. 

These trichrome studies offer a new 
picture of a long-troubling disorder. One 
can explain the fibrotic uterus, the sub¬ 
involuted uterus, the fibrous uterus, and 
the diffusely fibroid uterus; one can also 
explain “chronic pelvic inflammatory dis¬ 
ease” and other conditions even more 
vaguely named, by the various degrees to 
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which collagen has infiltrated the myo¬ 
metrium. 

The table of 25 case histories here pre¬ 
sented is a brief and condensed list from 
the group labeled “nothing abnormal” 
from the hematoxylin-eosin slide, but in 
which complaints properly described a 
“pelvic cripple,” operated and proved valid 
by trichrome. 

This identification of collagen infiltra¬ 
tion into the myometrium and the ob¬ 
vious turn of physiologic into physiopath- 
ologic conditions is the accurate, adequate, 
competent and relevant laboratory proof 
of the disease that makes a woman a 
“pelvic cripple.” The need for corrective 
therapy is shown both by the patient’s 
complaint and by the microscopic picture. 

The treatment is hysterectomy. 

A Series of Observations, Constantin 
Repeated, Justifies the Establishment of 
Rules: 

1. The presence of collagen will increase 
the size of the uterus or will replace the 
normal myometrium, perhaps without 
change of shape. 

2. After removal, measurements of the col¬ 
lagenous uterus will decrease 40 per 
cent. 

:>. Collagen causes passive congestion and 
edema of the uterus. 

4. Endometrial thickening follows, and is 
significant. 

5. Abnormal bleeding parallels the pres¬ 
ence of collagen along vascular channels 
and tissue spaces. 

r>. The relation of endometrial anoxia to 
malignant change needs concern in the 
timetable of therapy. 

7. The increased weight of the collagenous 
uterus and the softening of its supports 
lead to its dc-cent in the pelvis. 

S. The presence of collagen is not reduced 
by hormone therapy, suspension or di¬ 
lation and enrettement. 

The lines of blue and gn.cn in the illus¬ 
tration repre-ent the photographed 
cause of the symptoms observed in the 
"pelvic cripple." This is the first proof 


of the pathologic nature of the disor¬ 
ders and of the need for surgical inter¬ 
vention. 

10. Age has no relation to the cause or 
progress of this disease. 

11. This disorder due to collagen is self- 
perpetuating. As little as 10 per cent 
collagen in the myometrium has caused 
distress. I have not encountered these 
symptoms in a patient free of collagen. 
I have observed collagen-free uteri at 
all ages during the course of other work. 

12. Hysterectomy alone is curative. The 
time is elective. 

SUMMARY 

A series of observations, made repeat¬ 
edly, becomes a series of rules. 

1. The average shrinkage of the col¬ 
lagenous uterus is 40 per cent immediately 
upon removal and before it reaches the 
laboratory. This estimate comes from 
uteri measured by rule in vivo and com¬ 
pared with the laboratory measurement 
later. 

2. The amount of collagen estimated bv 
observance of the trichrome stained slide 
is in direct ratio to the increase in size 
of the uterus before excision. 

3. In life, deposit of collagen in the 
uterus is manifested by gross edema of 
the specimen and its passive congestion. 

4. Endometrial thickening is present 
and is significant. 

5. The relation of connective tissue 
anoxia to malignant change must be kept 
in mind in the time schedule of surgical 
intervention. 

fi. Excessive bleeding accompanies 
blocking of tissue spaces by collagen fibrils. 

7. The added weight of the pathologic 
uterus infiltrate d by collagen softens the 
supporting ligaments. Suspension does 
not help in the hast. 

3. Xo repo-jtinning of the ut*TU- or 
other medication will change the enu-e of 

thi- pathologic conditio;;. 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JANUARY, 195! 


9. The cause of pain, tenderness, pres¬ 
sure, fullness, weight on the rectum, dys- 
pareunia, excess bleeding, intermenstrual 
spotting and the moisture that defeats 
treatment of trichomonas are seen in the 
lines of blue and green. They are the 
fibrils of abnormal and disease-producing 
collagen. 

10. Age has no relevancy to the cause 
or the progress of this condition. 

11. The pathologic process is self-per¬ 
petuating and progressive. 

12. Hysterectomy alone is curative. 
The time is elective. 

As is typical of all human pathologic 
states there has been difficulty in finding 
exact parallel between the pathologic pic¬ 
ture and the complaint. As little as 10 
per cent collagen has caused unceasing 
complaint in some patients. How quickly 
it increases is yet to be determined. This 
seems to be a field for new and added ob¬ 
servation that should attract minds inter¬ 
ested in research. 

For their unstinted assistance in the many steps 
of the work done in this series, I wish to express 
deepest gratitude to Carl Ferguson and C. G. 
Gilbart, TJ.S. Naval Avionics Spectrograpliic Lab¬ 
oratory; J. B. Mershon, M.D., Mershon Medical 
Laboratory; M. Ray Schmoyer, M.D., Community 
Hospital Laboratory, and J. L. Haymond, M.D., 
Thornton-Haymond Medical Laboratory. 

ZUSAMMENFASSUNG 

Aus einer Reihe von wiederholten Be- 
obachtungen wird eine Reihe von Gesetzen. 

Die durchschnittliche Schrumpfung der 
kollagenen Gebarmutter im Zeitraum zwi- 
schen der Resektion und ihrer Ankunft 
im Laboratorium bertagt 40%. Diese 
Schatzung stammt von Messungen, die an 
der lebenden Patientin vorgenommen und 
mit spateren Messungen im Laboratorium 
verglichen wurden. 

Die durch Beobachtung der dreifarbig 
gefarbten Schnitte abgeschatzte Kollagen- 
menge steht in direkten Verhaltnis zur 
Zunahme der Grosse der Gebarmutter vor 
der Resektion. 


Eine Yerdickung der Gebarmutter- 
schleimhaut besteht und ist bezeichnend 

Die durch Beobachtung der dreifarbig 
Bindegewebes zu bosartigen Veranderun- 
gen muss bei der Festsetzung des Zeit- 
punktes des chirurgischen Eingriffs be- 
riicksichtigt werden. 

Weder die Riickverlagerung der Gebar¬ 
mutter noch andere medizinische Mass- 
nahmen haben einen Einfluss auf die 
Ursache dieser krankhaften Veranderung. 

Nur die Gebarmutterresektion fiihrt 
zur Heilung. Der Zeitpunkt der Opera¬ 
tion muss nach den Umstiinden des Ein- 
zelfalls gewahlt werden. 

Wie bei alien Erkrankungen des Men- 
schen ist es auch hier schwer, eine genaue 
Parallele zwischen dem pathologischen 
Bild und den Beschwerden zu ziehen. Bei 
manchen Patientinnen fiihren so geringe 
Mengen wie 10% Kollagen zu endlosen 
Beschwerden. Wie schnell das Kollagen 
ansteigt, ist noch unbestimmt. Fur die, 
die an Forschungsarbeit interessiert sind, 
scheint hier ein Feld fur neue Beobachtun- 
gen vorzuliegen. 

RfiSUMfi 

Des series d’observations renouvelees 
donnent lieu a des series de regies. 

Le retrecissement moyen de l’uterus 
collagene est de 40% immediatement 
apres 1’extirpation et avant d’arriver au 
laboratoire. Cette estimation resulte de 
mensurations systematiques en serie in 
vivo, comparees ensuite a celles faites au 
laboratoire. 

La quantite de collagene estimee d’apres 
l’etude de lames colorees trichromes est 
en proportion directe avec 1’augmentation 
de volume de l’uterus avant l’excision. 

II y a un epaississement significatif de 
1’endometre. 

II faut tenir compte du rapport possible 
d’une anoxie du tissu conjonctif avec 
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une modification maligne au moment de 
fixer le plan operatoire. 

Ni la reposition de 1’uterus ni aucune 
autre therapeutique ne modifieront la 
cause de cet etat pathologique. 

Seule l’hysterectomie amene la guerison. 

II a ete difficile de trouver un parallele 
exact entre le tableau pathologique et les 
plaintes du malades, ce qui est d’ailleurs 
caraeteristique de tous les etats patholo- 
giques. Une dose pourtant tres faible de 
10U de collagene a suffi pour provoquer 
des troubles constants chez quelques mala¬ 
des. La rapidite de son augmentation 
reste encore a determiner, et c’est la un 
champ de recherches digne d’interet. 

RESUM EX 

Una series de observaciones, si repeti- 
das, conducen a una serie de reglas. 

Por termino medio el utero colageno 
experimenta una retraccion de un 40 
inmediatamente despues de la extirpation 
y antes de llegar al laboratorio. A esta 
conclusion se llega en consecuencia de 
niediciones hechas in vivo y en el labora¬ 
torio. 

In vivo el deposito de colageno en el 
litero se manifiesta por edema v conges¬ 
tion pasiva. 

En estos casos es de signification el 
engrosamiento del endometrio. 

Al tiempo de la intervention debe te- 
nerse en cuenta la relacibn entre la re¬ 
lation entre la anoxia del conjuntivo v la 
degeneration maligna. 

Ninguna operacibn de refuerzo de los 
sigamentcs u otro tratamiento es capez de 
eambiar la naturaleza de la enfermedad. 

Solo la hi'-terectomia ctira la enfer- 


medad siendo electivo el tiempo de llevarla 
a cabo. 

Como es tipo en todos los estados pato- 
logicos humanos es dificil encontrar un 
paralelismo entre el cuadro patologieo y la 
sintomatologia. Tan solo un 10 de cola¬ 
geno es capaz de producir molestias in- 
cesantes en algunas enfermas. Es dificil 
determinar cuan rapidamente progresa el 
padecimiento. 

Resulta pues tratarse de un campo dis- 
puesto para nuevas observaciones que debe 
atraer a las mentes dispuestas a la inves¬ 
tigation. 

RIASSUNTO 

11 volume dell’utero si riduce in media 
del 40U dopo la sua asportazione. Questi 
valori sono stati calcolati misurando 
l’utero in vivo e poi paragonando le misure 
con quelle ottenute successivamente in 
laboratorio. 

La quantita di collageno presente nell’- 
utero, e valutata sui preparati colorati con 
i metodi tricromici. e direttamente pro- 
porzionale all’aumento di dimensioni dell’- 
utero prima della sua asportazione. 

L’ispessimento dell’endometrio e signi- 
ficativo. 

Bisogna tener presenti i rapporti fra 
l’anossia del tessuto connettivo e le tras- 
formazioni maligne. 

Nessun metodo di pessi ne alcun medi- 
camento pub giovare in questa condizione. 

Solo 1'islerectomia riesce efficace. 

Come in tutte le altre malattie. e dif¬ 
ficile trovare una relazione fra i disturbi 
e i! quadro patologieo. In certi casi i 
disturbi provengono da quantita di colla¬ 
geno del 10'.. Non e po«ibiIe stabilire 
la sua veheita di cn-cita. Si tratta di 
un campo ancora aperto alio studio. 



The Taranto Operation in 
Correction of Genital Prolapse 

JUAN A. VIAGGIO, M.D., F.I.C.S. 

BUENOS AIRES, ARGENTINA 


The author analyzes the results of 
treatment in 41 cases of genital pro¬ 
lapse operated on by the Taranto 
technic, known as "integral treat¬ 
ment of the fascia and formation of 
a flap for the bladder.” The main 
steps of this operation are briefly 
described with emphasis on several 
points essential to its success. 

The conclusions drawn are that 
the procedure offers certain advan¬ 
tages as to anatomic restoration 
throughout the vaginal conduit, with 
a remarkably good intrapelvic ele¬ 
vation of its organs, and that the 
functional result is also good, incon¬ 
tinence being successfully corrected 
in a high percentage of cases. 


A CCORDING to Piero Cattaneo’s con¬ 
clusions published in “Minerva 
■ Ginecologica” under the title “II 
Metodo di Taranto per la cure operative 
del Prolasso Genitale” (The Taranto 
Method for the Operative Cure of Genital 
Prolapse), the valuable observations of 
Raoul Palmer, as he himself has described 
them in “Assises Francaises the Gyne- 
cologie,” and also those of other colleagues 
who have done research on the aforemen¬ 
tioned procedure, I intend here to explain 
my own expei-ience and the details of its 
technic, emphasizing some points in its 

Submitted for publication Aug. 17, 1957. 


better performance. Cattaneo stated: “The 
operative technic proposed by Taranto 
deserves to be widely known and consid¬ 
ered, because, although many methods 
have been fully described, none of them 
inspects so well the topography of the zone 
and the function of the organs and offei-s 
such a solid and pei-fect i*econstruction of 
all the affected elements in the development 
of genital prolapse. Palmei’, in his work 
entitled “Le ti’aitement des prolapsus 
genitaux” (The Treatment of Genital Pro¬ 
lapse) expi-essed entii-e agreement both 
with the basic points and with the very 
details which Taranto calls “Integral 
Treatment of the Fascias with the Forma¬ 
tion of a Flap for the Bladdei’.” Tai’anto 
expressed the opinion that the pelvis 
should be repaired in all its parts, basing 
his theoi'y on the idea that the pelvic con¬ 
junctive tissue is the essential element in 
the scaffolding of the pelvic structures. 

Up to the time of writing, statistics from 
Pirovano Hospital are as follows: Dui-- 
ing seven years, 41 patients with prolapse 
have been operated on, their ages ranging 
from 20 to 69. 

In 23 cases the px-olapse was of Grades 
1 and 2; in 18 cases, Gi’ade 3. Incontinence 
was noted in 8 cases. 

Amputation of the uterine cervix has 
been done in 17 .cases, in 50 per cent of 
which a histopathologic examination had 
been done earlier. 

The patients were regularly followed up, 
and the results were highly satisfactory 
except when a relapse occui’red after a 
completed pregnancy or when the incon- 
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The postoperative complication? have of the v«~:cal Hap and con-eqti-n 

included only 1 case of suppurating h< ma- per.-istence of a cy.-too !-. Neither 



Fig. 3 (see text). 


complications nor deaths have been re¬ 
ported up to time of writing. 

This procedure, based on the pathogenic 
principles aforedescribed, places predomi¬ 
nant value on the integrity of the endo- 


pelvic fascia in all its parts (ligaments, 
septum and prolongations) and on integ¬ 
rity and solidity throughout both vaginal 
columns. It represents an effort to rein¬ 
state these elements completely. The dif- 
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ferent steps of the operation may be out¬ 
lined as follows : 

Anterior Colpography and its Comple¬ 
ments. —1. Incision of the anterior vaginal 
mucosa in the form of an inverted Y, with 
its shortest branches curved around the 
uterine cervix, starting 0.5 cm. from the 
meatus (Fig. 1A). 

2. Dissection of the mucosa (a true re¬ 
vival for which the spatula is used) : 
tacking of the labia with Gregoir forceps 
(Fig. IB). 

3. Formation of the flap of vesicovagi¬ 
nal septum, which is subdivided as follows: 

a. The cervical extremity of the septum 
is sectioned to the level of its insertion in 
the uterine neck. 

b. The cervicovesical pillars are sec¬ 
tioned (Fig. 1C). 

c. A lengthwise section is done of a side 
of the septum, previously separated from 
the bladder only in the zone of the lateral 
flap (Fig. ID). 

e. The flaps are marked with Allis for¬ 
ceps. The central one, after marking, is 
attached to the cervix by its free end 
(Fig. 41. 

4. The vesicouterine space and neigh¬ 
boring elements are repaired. This in¬ 
volves amputation of the cervix uteri when 
necessary; correction of the retroversion; 
shortening of the Mackenrodt ligaments, 
and, finally, fixing on that space of the 
flap worked out from the vesicouterine 
septum. All this must be done in the fol¬ 
lowing order of procedure: 

a. Dissection with scissors, principally 
in the aforementioned space, until the 
peritoneal plica can be seen (Fig. 2.4). 

b. Narrowing the space of its network 
(a real darning or corrugation, with cross- 
stitches in fours and eights) (Fig. 2/>). 

c. Correction of the retroversion with a 
stitch holding the anterior aspect of the 
uterus (adjacent to the plica) on one side 
and the posterior face of the bladder on 
the other. 


d. Shortening of the Mackenrodt liga¬ 
ments, which are then fixed with one or 
two stitches to the cervix (Fig. 3 A). 

e. Fixation of the flap by its free end 
(Fig. 3 A), with the long extremities of 
the threads that corrugate the vesicouter¬ 
ine space ( b) and those for correction of 
the recently mentioned elements at points 
c and d. 

5. Joining of the lateral flaps of the sep¬ 
tum to the cervix, among themselves and 
by their cervical ends, without neglecting 
the cervicofascial pillars (Fig. 3D). 

6. Synthesis of the anterior vaginal mu¬ 
cosa, with previous elimination of the sur¬ 
plus, which is done economically by em¬ 
ploying Donatti stitches (Fig. 4 A, I 
and III). 

7. Reconstruction of the uterine neck. 
cervix, with the neighboring extremity of 
the mucosa (this step may precede step 6) 
by means of Stundorff stitches (Fig. 
4A, II). 

I now pass to posterior colpoperioneor- 
rhaphy, retaining the sequence of enumer¬ 
ation. 

8. Section with bistoury and transfixion 
of the mucosa in the fovrchcttc (Fig. 
4B, I) . 

9. Separation with the bistoury first 
(Fig. 4B, II), and continuation with the 
spatula, of the back wall of the vagina to 
the uterosacral ligaments (Fig. 4B, III). 

10. Shortening of the uterosacral liga¬ 
ments and their fixation to the posterior 
face of the ct mix, which can be reached 
from this point (Fig. 5. I). 

11. Rejiaration of the uterovaginal si j>- 
tuni with stitches in cross form in its dam¬ 
aged network (Fig. 5. II). 

12. .1 Iyorraphy of thr b valor nvocb- 
(Fig. 5. III). 

13. IP roast ruction of tin pi rint urn. 
without losing sight of the fascia! lamina 
(Fig. G. I). 

14. Fixation of th loin r or ;.>ri>on! 
i nd of tin n ■ fo the j,, rim t alr.-adv 
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Fig. 4 (see text). 


restored to its limit with the skin (Fig. 
6,77). 

15. Placing of the Pezzer tube (Fig. 

6, 777). 


With this summary of the technic, one 
should remember some important details: 

1. The flap to be made should have all 
the height of the vesicovaginal septum, but 
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Fip. 5 (see text). 


its width depends on the degree of the 
prolapse, i.e., the bigger, the wider; so 
that the union of the lateral fascial flap, 
when plicated, will not be too loose. At 
the same time, if the prolapse is small, 
the flap should be narrowed, because other¬ 
wise its lack of tissue would prevent the 
synthesis of the laterals. 

2. Cutting near the meatus (less than 
1 cm. away) enables one to go through a 
solid basement area and involves a dimin¬ 
ished surgical risk to the urethra. 

It is neces-ary to fix the free ex- 
1ft mitv (cervical) quite high in the vesico¬ 
uterine space, near the peritoneal plica, 
which will elevate the bladder and restore 


it to its proper place, so that the newly 
formed band may remove and lengthen the 
urethra in its distal section. 

4. If any laceration should be noted in 
the septum, it should be repaired before 
fixation. 

5. Finally, in order to obtain an efii- 
cient fascial septum of maximal thickness 
and with bloodless undermining, the sepa¬ 
ration of the mucosa should be done a- 
finely as possible, so that the re-ult will 
be an onion-skin effect. For this on<- should 
be well prepared, beeau-e the in-t rwr.cn t 
can easily .-lip toward a d<-»-jvr lay. r, 
which oblig. s one to rectify condition-: for - 
stantly. If any hemorrhage i- lo*.< •>. it 
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restored to its limit with the skin (Fig. 

6 ,//). 

15. Placing of the Pezzer tube (Fig. 
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With this summary of the technic, one 
should remember some important details: 

1. The flap to be made should have all 
the height of the vesicovaginal septum, but 
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its width depends on the degree of the 
prolapse, i.e., the bigger, the wider; so 
that the union of the lateral fascial flap, 
when plicated, will not be too loose. At 
the same time, if the prolapse is small, 
the llap should be narrowed, because other¬ 
wise its lack of tissue would prevent the 
synthesis of the laterals. 

2. Cutting near the meatus (le«s than 
1 cm. away) enables one to go through a 
'-olid basement area and involves a dimin¬ 
ished surgical risk to the urethra. 

It is nece-'.-uv to fix the free e.\- 
tremitv (ci rvical) quite high in the ve-ico- 
uterine »juce. near the peritom.il plica, 
which will elevate the bladder and n-tore 


it to its proper place, so that the newly 
formed band may remove and lengthen the 
urethra in its distal section. 

4. If any laceration should be noted in 
the septum, it should be repaired before 
fixation. 

5. Finally, in order to obtain an effi¬ 

cient fascial septum of maximal thickness 
and with bloodies- undermining, the sepa¬ 
ration of the mucosa should done as 
finely a« possible, so that Cm- n -tilt will 
be an onion-skin effect. For this on<- should 
be well prepared, because the in-trum* !.f 
can easily slip toward a de< p* r 1:.;. • r, 
which obligi s one to ri. tifv co; ditjo; - . 

stantly. If ;.n> h* rr.orrh.ige i- 
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fascia en el prolapso genital y formacion de un 
colgajo para la vejiga, Actas de VII Congreso 
Internacional de Cirugia 3:645, 1950. Nueva faz 
arquitectonica de la patogenia del prolapso geni¬ 
tal, Anales del Ateneo de Clinica Quirurgica 8:1, 
Montevideo. Traitement integral des fascias dans 


la cure quirurgicale des prolapsus genitaux, Rev. 
Francaise de gynec. 49:196, 1956- 

Viaggio, J. A.: Resultados en el tratamiento 
del prolapso genital con la tecnica que restaura 
integralmente la fascia, X Congreso Internacional 
de Cirurgia, Mexico, Febrero 1957. 


Germany has often claimed that it was she who discovered Shakespeare and intro¬ 
duced him to the English. She may claim with greater right that she discovered 
Lister and introduced him to the London surgeons. In the interesting train of 
e\ents which then followed. Richard von Volkmann, the great German surgeon, was 
a dominating figure. Volkmann was more than a surgeon, he was an artist and a 
poet, and every schoolboy who studies German has read some of the delightful 
poems of “Richard Leander."’ Volkmann had just returned from the Franco-Prussian 
War to his hospital in Halle, filled to overflowing with wounded soldiers, most of 
them terribly infected. Infections and erysipelas carried of! most of the patients 
after operation. Volkmann decided to give Lister’s treatment a trial. The result 
was magical, and Volkmann’s conversion was sudden and permanent. lie could 
write not only poetry, hut clear, pungent prose. He liked a good fight and im¬ 
mediately leaped into the fray. His influence was immense, so in a short time ever) 
German surgeon of note was a champion of Lister’s methods. Professor Nussbaum. 
the distinguished surgeon of Munich, declared in a public lecture that any surgeon 
ignoring antiseptics should be called to account if he lost a patient from infection; 
and Volkmann attacked all doubters and critics vigorously and. if the truth be 
stated, rather brutally at times. 

—Major 


46 



Neurologic Surgery 


Diseases of the Cervical Portion of the Spine 

IRVIX DEUTSCH, M.D., C.M., D.A.B. 

MIAMI BEACH, FLORIDA 


T HE multiplicity and complexity of 
the problems and, at times, the bi¬ 
zarre symptoms' associated with dis¬ 
eases of the cervical portion of the spine 
demand a synthesis and application of the 
available knowledge in many fields of med¬ 
icine, encompassing human life from its 
embryonic state to old age. 

The clinical radiologist occupies a 
unique practical position, since he is con¬ 
sulted with and informed by his colleagues 
and his specialty permits him to study, 
explore and detect pathologic conditions in 
the living. The roentgenogram is a nega¬ 
tive in which shadings reflect the differen¬ 
tial absorption and transmission of roent¬ 
gen ray energy through tissues. The better 
a film is technically, the more value it pos¬ 
sesses. The roentgenogram can be used 
to detect functional as well as structural 
alterations. 

Anatomically, the cervical region ex¬ 
tends from the jaw, the mastoids and the 
back of the head to the two clavicles, with 
the notch between them and the scapulae 
below. It contains numerous structures, 
and, because of its interesting develop¬ 
ment, structures quite distant to it remain 
related to it in diverse fashions; e.g.. the 
diaphragm, with its nerve supply prin¬ 
cipally from the fourth cervical segment, 
that has receded into the chest with the pe¬ 
ricardium and the trapezius muscle, the 

S 1 .. |..„t f , , , • -J r. 1 •' 


Full utilization of diagnostic roent¬ 
gen data can be secured only on the 
basis of fundamental embryologic, 
physiologic, neurologic, anatomic 
and pathologic knowledge of the re¬ 
gion involved. The author presents 
an anatomic review of known facts 
concerning the cervical portion of 
the spine, with the necessary neuro- 
anatomic details, including the dis¬ 
tribution of the cervical, sympathetic 
and cranial autonomic nerves. The 
Sherrington formula is cited to ex¬ 
plain certain nerve patterns. The 
probable pathogenesis of post-trau¬ 
matic headache is considered, and 
the importance of complete and 
properly performed roentgen studies 
of the cervical portion of the spine 
is particularly stressed, with an ex¬ 
planation of the technic. 


innervation of which may be partially ac¬ 
counted for by its embryonic development. 
The trapezius is a muscle of the ventro¬ 
lateral group that migrate- dor-allv and 
becomes attached to the vertebral column. 
The sternohyoid and geniohyoid are n;u-- 
cles of this group that have not migrat'd. 
Errors of development ar<- r* ••r.-ib!-' for 
congenital d*-f«>rmiti*-. which are 1! 
multiple and m.iy in\el\-■ •... 
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In children, the neck is relatively short; 
its full length is reached only in adult life 
by full and complete development of the 
vertebrae. 

The motions of the neck that are exe¬ 
cuted at the spine through coordinated 
neuromuscular activity can be summarized 
as follows: 

a. Nodding, forward and backward; 
this movement takes place at the 
occipitoatlantal joints. 

b. Rotation, which takes place at the 
atlas-axis articulation and through¬ 
out the cervical portion of the spine. 

c. Lateral flexion or bending, which oc¬ 
curs in the midsegments of the cer¬ 
vical portion of the spine. 

d. Flexion and extension, which take 
place mostly in the lower segments 
of the cervical portion of the spine. 
(Hyperextension injuries frequently 
involve the bones and joints at the 
fourth and fifth cervical levels, while 
hyperflexion injuries favor the fifth 
and sixth.) 

Full, complete and properly made roent¬ 
gen studies of the cervical portion of the 
spine can determine the presence or ab¬ 
sence of (a) fractures, (b) dislocations or 
subluxations, (c) anomalies, (d) infection, 
(e) degeneration, (f) necrosis, (g) tumor 
formation, (h) alterations in position and 
curvature, (i) the status of the paired and 
unpaired joints, (j) the status of the inter¬ 
vertebral foramens, (k) soft tissue in¬ 
volvement and (1) bone mineralization 
and texture. 

The vertebral column 2 is a sinuous and 
flexible column formed by a series of bones 
called vertebrae. The smallest of the true 
vertebrae are the cervical, which nor¬ 
mally total 7, and the principal difference 
between them and the other vertebrae is 
that their transverse processes contain 
apertures or foramens which, in the upper 
six parts, give passage to the vertebral 


arteries and veins and a plexus of sym¬ 
pathetic nerves. 

A typical cervical vertebra consists of 
two essential parts, an anterior segment, 
or body, and a posterior segment, or arch. 

There is a marked difference in the com¬ 
position of the bone that forms the body 
and that which forms the arch. The for¬ 
mer is cancellous bone, the latter compact 
bone. 

The posterior segment 2 is made up of a 
pair of pedicles and a pair of laminae that 
form an arch about the vertebral canal 
and support seven processes, viz., four 
articular (two superior and two inferior), 
two transverse and one spinous. The cer¬ 
vical vertebrae include two atypical pieces, 
the atlas, or first cervical, and the axis, 
or second cervical, mentioned by Piersol, 
the anatomist, as peculiar. 

The joints concerned in the articulation 
of each cervical vertebra consist of the 
paired apophyseal, both superior and in¬ 
ferior, formed by the articular processes, 
whose planes are practically horizontal; 
the uncovertebral joints between the pos¬ 
terolateral aspects of the adjacent bodies, 
and the intervertebral fibrocartilaginous 
joints that occupy the intervertebral or 
body spaces. 

In the cervical portion of the spine, 
slight movement, combined with great 
strength, is present at the fibrocartila¬ 
ginous joints, while in the freely movable 
joints, such as the apophyseal, the sur¬ 
faces are completely separated: the bones 
forming these articulations are expanded 
(for greater convenience of mutual connec¬ 
tion), covered by cartilage and enveloped 
by capsules of fibrous tissue. The cells 
lining the interior of the fibrous capsule 
around the joints form an imperfect mem¬ 
brane, the synovia, which secretes a lubri¬ 
cating fluid. In addition, the joints are 
strengthened by strong fibrous bands 
called ligaments, which extend between 
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B. —Connective Nerve. 

C. —Efferent Nerve. 

Ant. R.—Anterior Nerve Root. 
Sp. N.—Spinal Nerve. 

Dotted Line—Afferent fibre 


Lat. Horn—Lateral Horn 
C. F.—Connector Fibre for 
Sympathetic System. 

S. G.—Sympathetic Ganglion 
E. F.—Excitor Fibres of Sympathetic 
System. 


directly or indirectly produced by trauma. 

A sprain is a subcutaneous traumatic 
injury of the soft parts connected with a 
joint, accompanied by swelling. A strain 
is a sprain without swelling. Edema, effu¬ 
sion or hemorx’hage alters the tissue den¬ 
sity, which is clearly apparent in the roent¬ 
genogram. Sprains of the cervical portion 
of the spine are common, because of the 
mobility of the vertebral column in this 
region. 

All biologic reactions proceed in one of 
two ways: they are either reversible or 
irreversible. In the first instance the 
tissue returns to its original state, or, in 
legal language, to the status quo ante, 
while otherwise the tissue involved is 
altered irrevocably from what it was be¬ 
fore the insult. There are, however, dif¬ 
ferent degrees of healing in the irrever¬ 
sible state. 

The commonest causes of traumatic dis¬ 
locations of the cervical vertebrae are 
motor accidents, crash landings, direct 
blows to the top of the head or forehead, 
as in diving, in a fall from a horse, or 
a severe fall on the buttocks—down a 


staircase or through stairs or an escalator. 
When predisposing causes are present that 
produce laxity of the ligaments, minimal 
trauma may produce dislocation of the 
cervical portion of the spine. Such acci¬ 
dents may occur in the presence of ordi¬ 
nary respiratory infections, alcoholism, 
pregnancy and the prodromal stages of the 
exanthemas, such as measles and chick- 
enpox. 

Trauma may produce changes that are 
roentgenographically latent for varying 
periods. Follow-up roentgen studies are 
always indicated, because pressure absorp¬ 
tion and erosion of the injured interver¬ 
tebral structures may take place after¬ 
ward. 3 

Trauma may affect several areas at one 
time. The lower part of the back may be 
injured, and head injuries may concur¬ 
rently involve the cervical portion of the 
spine. 

At birth the spinal cord extends to 
about the third lumbar vertebra. With 
adulthood the spinal cord and emergent 
nerves reach a length that does not alter. 
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The emergent nerves are bound to the 
intervertebral foramens. Not infrequently, 
owing to a pathologic process and/or 
a physiologic one, such as aging, there is 
shortening of the vertebral column; a 
wrinkling of the nerve is produced, leading 
to a chronic condition of irritation that 
may be progressive, with compression and 
fibrosis. The cervical nerves fit the fora¬ 
mens rather snugly from front to back 
but have somewhat more room in a verti¬ 
cal diameter. In most subluxations, the 


articular process of the vertebra above 
slides forward and falls down upon the 
pedicle of the vertebra below, resting in 
the intervertebral foramen and thus pro¬ 
ducing nerve compression and pain. 

The roentgen diagnosis of cervical dis¬ 
placements of the spine requires the ut¬ 
most attention to detail and demands so 
much time, effort and expense that many 
plans for screening have been worked out 
to decide which cases should be subjected 
to full scrutiny. One such method has 
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been described by Deutsch. Other methods 
have been worked out by George and 
Leonard and by Blaine, Jacobson and 
Grandy (New York; Mt. Sinai Hospital 
Group). 

Symptoms of chronic complaints refer¬ 
able to the neck may be due to alteration 
of the usual physiologic curves but in 
all instances the area that should be 
studied most carefully is that behind the 
body, about the apophyseal joints and 
the interveitebral foramens, where osteo¬ 
phyte formation may occur. (Lower 
penetration, i.e., fewer kilovolts, may be 
used to great advantage for full demon¬ 
stration of these osteophytes (see table. 
Notes on Roentgenographic Technics ).) In 
the lumbar portion of the spine, such for¬ 
mations have been referred to as “sciatic 
hooks.” In the cervical portion, the inter¬ 
vertebral disc spaces increase in size from 
above downward, while the intervertebral 
foramens diminish from above downward. 
(This progressive diminution in size of 
the intervertebral foramens also occurs in 
the lumbar region.) 

The consequences of injuries to the neck 
are pain (this includes headache), muscle 
spasm and limitation of motion. While 


the first cannot be demonstrated roent- 
genographically, the latter two can. (These 
two are evidences of functional disturb¬ 
ance, and their causes should be sought.) 
In addition, not infrequently, ocular and 
vestibular disturbances appear. 

In order to clarify the relation of signs 
to symptoms, a short neuro-anatomic 
synopsis is here given: 

There are eight cervical nerves, and 
these divide into two rami, anterior and 
posterior. Essentially, the first four nerves 
are distributed to and supply the neck, 
part of the head, part of the face and the 
posterior portions of the shoulders, while 
the lower four cervical nerves, through 
the brachial plexus, supply the hands, 
the forearms, the arms, the lateral chest 
wall and, to a less extent, the anterior 
chest wall and the shoulders. 

The sensory impulses 4 in the peripheral 
nerves are carried partly in the so-called 
motor nerves and partly in the cutaneous 
sensory nerves. The tei-m “motor nerves” 
is a misnomer, as Sherrington showed that 
40 per cent of the fibers are afferent and 
originate in the sensory ganglion of the 
spinal cord. Motor nerves might better 
be called “muscle nerves.” These nerves 
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carry the impulses of deep sensibility, 
which enable the following sensations to 
be appreciated: (a) pressure; (b) aware¬ 
ness of the position of the part, and (c) 
movements passively imposed upon a part. 
Excess pressure produces aching pain. 

Tiie cutaneous sensory nerves carry 
impulses of superficial sensibility from 
their end organs in the skin. These sensa¬ 
tions include pain, touch, temperature and 
tactile localization and discrimination. 

There are both crossed and uncrossed 
sensory pathways in the spinal cord. Sen¬ 
sations of pain, temperature and part of 
touch cross immediately over and ascend 
in the contralateral spinothalamic tracts, 
while the fibers that convey deep muscular 
and tendon sensibility, vibration and some 
touch ascend to the ipsilateral side. 'Ulti¬ 
mately. all sensory impulses decussate and 
terminate in the contralateral thal.-umi-. 
The "central integrator.” however, is not 
always able to discriminate between the 
side of the body involved and the uuiu- 
volved side, or to determine the extent of 
imolvenieiit. Towne. quoted in Lovin'- 
/’tiirficu tui! c'ltit’i;*, stated: “Niu- 


rologic examination indicates accurately 
the extent of interruption of the motor and 
sensory impulse.” Nevertheless, such inter¬ 
pretations are extremely difficult, and 
roentgen examination is of great value. 1 

The posterior nerve roots contain fibers 
that produce relaxation of the blood ves¬ 
sels of the skin and skeletal muscles, while 
the sympathetic fibers to the blood ves¬ 
sels are predominantly vasoconstrictors. 

The pioneer work of Bell and Magendic* 
separated the “sensory” and the “motor” 
nerves. It remained for Sherrington to 
demonstrate that, with regard to the fibers 
of touch, temperature and pain, then- 
pathways crossed to the contralateral side 
in close relation to the central canal of the 
cord in either the anterior or tin- posterior 
commissure, in the cervical portion of 
the cord this crossing is increa-ingly 
oblique, involving four or live segment-, 
and Sherrington's formula explain- v. 
a unilateral pathologic condition, for 
example, at the sixth or set. nth cortical 
level, manife-t- it-eif p* j, 
pain not only at that e 11 ! but - 

site -id** at tip- f.r-*. -econd and ti.ird o r- 
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been described by Deutsch. Other methods 
have been worked out by George and 
Leonard and by Blaine, Jacobson and 
Grandy (New York; Mt. Sinai Hospital 
Group). 

Symptoms of chronic complaints refer¬ 
able to the neck may be due to alteration 
of the usual physiologic curves but in 
all instances the area that should be 
studied most carefully is that behind the 
body, about the apophyseal joints and 
the intervertebral foramens, where osteo¬ 
phyte formation may occur. (Lower 
penetration, i.e., fewer kilovolts, may be 
used to great advantage for full demon¬ 
stration of these osteophytes (see table, 
Notes on Roentgenographic Technics ).) In 
the lumbar portion of the spine, such for¬ 
mations have been referred to as “sciatic 
hooks.” In the cervical portion, the inter¬ 
vertebral disc spaces increase in size from 
above downward, while the intervertebral 
foramens diminish from above downward. 
(This progressive diminution in size of 
the intervertebral foramens also occurs in 
the lumbar region.) 

The consequences of injuries to the neck 
are pain (this includes headache), muscle 
spasm and limitation of motion. While 


the first cannot be demonstrated roent- 
genographically, the latter two can. (These 
two are evidences of functional disturb¬ 
ance, and their causes should be sought.) 
In addition, not infrequently, ocular and 
vestibular disturbances appear. 

In order to clarify the relation of signs 
to symptoms, a short neuro-anatomic 
synopsis is here given : 

There are eight cervical nerves, and 
these divide into two rami, anterior and 
posterior. Essentially, the first four nerves 
are distributed to and supply the neck, 
part of the head, part of the face and the 
posterior portions of the shoulders, while 
the lower four cervical nerves, through 
the brachial plexus, supply the hands, 
the forearms, the arms, the lateral chest 
wall and, to a less extent, the anterior 
chest wall and the shoulders. 

The sensory impulses 4 in the peripheral 
nerves are carried partly in the so-called 
motor nerves and partly in the cutaneous 
sensory nerves. The term “motor nerves” 
is a misnomer, as Sherrington showed that 
40 per cent of the fibers are afferent and 
originate in the sensory ganglion of the 
spinal cord. Motor nerves might better 
be called “muscle nerves.” These nerves 
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supply the regional viscera and blood ves¬ 
sels. Sympathetic system connections of 
considerable clinical interest are those 
which go (1) to the eye, along the internal 
carotid artery; (2) to the ear, along the 
caroticotympanic artery; (3) to the nose, 
via the sphenopalatine foramen; (4) to 
the face, along the external carotid A. 
artery; (5) to the brain, along the ver¬ 
tebral, basilar and internal carotid arter¬ 
ies, and (6) to the skin of the head, face 
and neck with bi’anches of the cervical 
nerves and plexus. 

Interesting features of the cranial auto¬ 
nomic system include the following points: 

1. The nuclei of origin of the fifth and 
eleventh nerves, the trigeminal and spinal 
accessory, are partly spinal and closely 
related to the upper cervical nerves. 

2. About the cavernous sinus, cranial 
nerves (the first to the sixth, inclusive) 
intermingle with fibers from the sympa¬ 
thetics. 

3. The hypoglossal nerve (the twelfth) 
intermingles with the first and second cer¬ 
vical nerves, the sympathetic system, the 
lingual branch of the seventh nerve and 
the ninth and tenth cranial nerves. 

Dilation or contraction of the sensitive 
vascular channels stimulates the nerve 
endings, producing pain and headache.' 
Injuries to the ligaments and capsules can 
produce stimulation of the postganglionic 
fibers of the cervical sympathetic system, 
with referred pain confusing the clinical 
picture. (Involvement of this system 
oilers an opportunity for additional 
therapeutic procedures for the relief of 
pain.) 

Symptoms of diseases of the cervical 
portion of the spine are due not merely 
to the nature of the pathologic process 
but to the involvement of different parts 
of the vertebra. The following points are 
to be noted: 1. The camvllnti- bon<> rtf the 
body fracture-, much more rtauilv and 
frequently than do. - tie' compact i- me of 


the posterior segment. 2. Disease of the 
apophyseal joints is a common cause of 
symptoms, since (a) their mobility and 
plane of articulation predisposes them to 
luxation; (b) the relations of the vertebral 
vessels and the sympathetic nerves about 
them is readily altered. 3. Limitation of 
motion is more pronounced with apophy¬ 
seal joint disease than with disc degenera¬ 
tive disease. 4. Not only is the spinal 
cord enlarged in the cervical region, the 
nerve roots are enlarged also. These are 
so thick that they almost completely fill the 
intervertebral foramens. “Sciatic hook” 
formation is therefore bound to be sig¬ 
nificant. 

In the thoracic portion of the spine, 
where motion at the apophyseal joints is 
limited and the nerve roots thin, few, if 
any, symptoms can be attributed to similar 
roentgenographic signs. The full clinical 
picture requires the assessment of func¬ 
tion as well as of structure. 

The origins of some types of black-out 
spells, migraine, and post-traumatic head¬ 
ache, as well as pain and disability in the 
shoulder and the upper extremity, ocular 
and vestibular disturbances, may be roent- 
genographicallv demonstrable in the cer¬ 
vical portion of the spine. Chronicity of 
complaints may be due to incomplete re¬ 
pair, adhesions, chronic inflammation and 
subluxations or nerve involvement. 
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vical levels. 

The sympathetic ganglia ai’e formed 
from neuroblasts that migrate from the 
dorsal ganglia and the ventrolateral lam¬ 
inae of the neural tube. Their segmental 
origin is obscured because of the migra¬ 
tion of additional neuroblasts. Originally 
these neuroblasts formed collections that 
were dorsolateral to the primitive aortic 
ducts, and these pushed fibers among the 
vessels. This migration occurs not only 
in the trunk but along the courses of the 
cranial nerves. 

The salient anatomic featuies of the 


Notes on Roentgcnograpliic Technic 


The following factors aie used with full wave 
rectified equipment: 

For patient with neck less than 9 cm. wide. 

The lateral and oblique studies ai e done with¬ 
out a grid. 

6 feet t-f distance 
3/20 second 
200 milliampeies 
64 Kv. 

Foi patient with neck more than 9 cm. in diam- 

^ The lateial and oblique studies are done with 
a giid. 

6 feet t-f distance 
4/10 to 5/10 second 
200 nnlliamperes 

(56 Kv. is used foi oblique studies when sci¬ 
atic hook formation is suspected.) 

The anteiopostei lor and anteroposterior open- 
mouth studies aie made as follows: 

The patient is supine on the table, and the 
Bucky diaphiagm is utilized 
36 inches t-f distance 
1 second 
50 milliampeies 

In the oblique studies, the patient faces the 
casettes and twists his head so that his chin 
approaches the shoulder. With this maneuvei, 
when the chin is right, the left-sided joints 
and foiamens aie better shown, and vice 


versa. 

For the lateial studies: 

In neutral, the patient stands in the anatomic 
position and is asked to push his shoulders 

jji extension, he bends Ins head and neck 


backwaid. , , . , , , , ^ 

In flexion, he bends his head and neck for¬ 
ward. , , , . 

The patient is not to be aided m canyrng out 
the=e movements, as the studies are con¬ 
cerned with dynamics as well as statics ’* 


sympathetic nervous system in the neck 
and head are as follows: The cervical por¬ 
tion of the sympathetic trunk consists of 
three ganglions connected by intervening 
cords; the cephalic portion is the prolonga¬ 
tion of the superior cervical ganglion. 

Each division of the trigeminal nerve is 
associated with a sympathetic ganglion; 
the ophthalmic with the ciliary, the maxil¬ 
lary with the sphenopalatine and the man¬ 
dibular with the otic and the submaxillary. 
In a sense, these sympathetic ganglia may 
be regarded as homologous with the poste¬ 
rior root ganglia of the spinal cord. Most 
of the fibers of the trigeminal nerve pass 
through the sympathetic ganglia without 
ending. (Of interest is the intimate con¬ 
nection, both anatomically and function¬ 
ally, of this nerve with branches of the 
upper cervical nerves and, in particular, 
with the greater auricular nerve of the 
second cervical level, which is a posterior 
branch and not part of the cervical plexus. 
This is another example of a common 
embryonic origin.) 

These sympathetic ganglia are more in¬ 
timately related to other members of the 
cranial autonomic system, e.g., the oculo¬ 
motor. Because of these connections, 
ocular disturbances may occur. Vertigo 
may be explained by the connections of 
the otic ganglion or, more probably, the 
tonic neck reflexes via the vestibulospinal 
tract. Corollary to this is the observation 
that anesthesia of the sphenopalatine and 
the stellate ganglia is successful in the 
treatment of pain in the neck and shoulder. 

The cervical sympathetic receives no 
white rami communicantes from the cer¬ 
vical spinal nerves. Its spinal fibers are 
derived from the white rami of the upper 
thoracic ganglia of the sympathetic trunk, 
through which they ascend into the neck. 
The spinal component consists of pre¬ 
ganglionic and visceral fibers. The cer¬ 
vical trunk does contain some postgan¬ 
glionic fibers. These sympathetic nerves 
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supply the regional viscera and blood ves¬ 
sels. Sympathetic system connections of 
considerable clinical interest are those 
which go (1) to the eye, along the internal 
carotid artery; (2) to the ear, along the 
caroticotympanic artery; (3) to the nose, 
via the sphenopalatine foramen; (4) to 
the face, along the external carotid A. 
artery; (5) to the brain, along the ver¬ 
tebral, basilar and internal carotid arter¬ 
ies, and (6) to the skin of the head, face 
and neck with branches of the cervical 
nerves and plexus. 

Interesting features of the cranial auto¬ 
nomic system include the following points: 

1. The nuclei of origin of the fifth and 
eleventh nerves, the trigeminal and spinal 
accessory, are partly spinal and closely 
related to the upper cervical nerves. 

2. About the cavernous sinus, cranial 
nerves (the first to the sixth, inclusive) 
intermingle with fibers from the svmpa- 
thetics. 

3. The hypoglossal nerve (the twelfth) 
intermingles with the first and second cer¬ 
vical nerves, the sympathetic system, the 
lingual branch of the seventh nerve and 
the ninth and tenth cranial nerves. 

Dilation or contraction of the sensitive 
vascular channels stimulates the nerve 
endings, producing pain and headache.' 
Injuries to the ligaments and capsules can 
produce stimulation of the postganglionic 
fibers of the cervical sympathetic system, 
with referred pain confusing the clinical 
picture. (Involvement of this system 
offers an opportunity for additional 
therapeutic procedures for the relief of 
l'ain.) 

Symptoms of diseases of the cervical 
portion of the spine are due not merely 
to the nature of the pathologic proce-- 
but to the invohement of different parts 
of the \ertthra. The following points aie 
to be nott d: 1. The c.incellou- bone of the 
b'nh fracture- much more readily and 
frequently than do* - the compact bone of 


the posterior segment. 2. Disease of the 
apophyseal joints is a common cause of 
symptoms, since (a) their mobility' and 
plane of articulation predisposes them to 
luxation; (b) the relations of the vertebral 
vessels and the sympathetic nerves about 
them is readily altered. 3. Limitation of 
motion is more pronounced with apophy¬ 
seal joint disease than with disc degenera¬ 
tive disease. 4. Not only is the spinal 
cord enlarged in the cervical region, the 
nerve roots are enlarged also. These are 
so thick that they almost completely fill the 
intervertebral foramens. “Sciatic hook” 
formation is therefore bound to be sig¬ 
nificant. 

In the thoracic portion of the spine, 
where motion at the apophyseal joints is 
limited and the nerve roots thin, few, if 
any, symptoms can be attributed to similar 
roentgenographic signs. The full clinical 
picture requires the assessment of func¬ 
tion as well as of structure. 

The origins of some types of black-out 
spells, migraine, and post-traumatic head¬ 
ache, as well as pain and disability in the 
shoulder and the upper extremity, ocular 
and vestibular disturbances, may be roent- 
genographicallv demonstrable in the cer¬ 
vical portion of the spine. Chronicity of 
complaints may be due to incomplete re¬ 
pair, adhesions, chronic inflammation and 
subluxations or nerve involvement. 
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embriologia, anatomia, fi si ologia, anatomia 
topografica y patologia, puesto que la 
mayor valoracion de los datos del radio- 
diagnostico se apoya en conocer los funda- 
mentos de estas materias. 

2. Se estudian las bases necesarias de 
neuroanatomia, junto con la distribucion 
de los plexos cervicales, la cadena sim- 
patica y el parasimpatico craneal. 

3. Se cita tambien la Formula de Sher¬ 
rington, que explica algunas formas ner- 
viosas. 

4. Se estudia tambien la posibilidad de 
la patogenesis que explique las cefalgias 
postraumaticas. 

5. Y finalmente se subraya y se explica 
la importancia de un estudio radiologico 
completo y adecuado de la columna cer¬ 
vical, con sus tecnicas correspondientes. 

ZUSAMMENFASSUNG 

Die Rontgenbefunde der Halswii'bel- 
saule konnen nur dann voile diagnostische 
Auswertung tinden, wenn man grund- 
legend mit der Embryologie, Physiologie, 
Neurologie, Anatomie und Pathologie 
dieses Korperabschnittes vertraut ist. Aus 
diesem Grunde gibt der Verfasser in seiner 
Arbeit 

1. einen tJberblick iiber die Anatomie 
usw. der Halswirbelsaule, 

2. die notwendigen neuroanatomischen 
Grundlagen einschliesslich der Verteilung 
der Halsnerven, der sympathischen Nerven 
und der autonomen Hirnnerven, 

3. die Sherringtonsche Formel zur Er- 
klarung gewisser Nervenverztveigungen, 

4. eine tvahrscheinliche Erklarung dei 
Pathogenese posttraumatischer Kopf- 
schmerzen und 

5. einen Hinweis auf die Wichtigkeit 
einer vollstandigen und sorgfaltig ausge- 
fiihrten Rontgenuntersuchung der Hals- 


Avirbelsaule einschliesslich Angaben iiber 
die Technik. 

RESUME 

Les diagnostics radiologiques exigent de 
solides connaissances embroyologiques, 
physiologiques et neurologiques, ainsi 
qu’anatomiques et pathologiques regiona- 
les. L’auteur presente: 

1. une etude sur la eolonne cervicale; 

2. une analyse de quelques notions de 
neuro-anatomie, avec rappel de la distri¬ 
bution des nerfs cervicaux, sympathiques 
et craniens autonomes; 

3. une description de la formule de Sher¬ 
rington, expliquant certains schemas ner- 
veux; 

4. une etude sur la pathogenese des 
mauxode tete post-traumatiques. 

5. L’auteur termine en insistant sur 
l’importance d’examens radiologiques com- 
plets de la eolonne cervicale, et donne a 
ce sujet quelques indications techniques. 

RIASSUNTO 

L’interpretazione corretta dei dati radio- 
logici richiede una conoscenza completa 
dell’embriologia, della fisiologia, della 
neuropatologia, dell’anatomia e dell’ana- 
tomia patologica. 

L’autore, pertanto, fornisce (1) una 
descrizione anatomica della colonna ver- 
tebrale; (2) gli elementi fondamentali 
dell’anatomia neurologica, fra cui la distri- 
buzione dei nervi autonomi cervicali e 
cranici; (3) la formula di Sherrington per 
interpretare alcune distribuzioni nervose; 
(4) la presumibile patogenesi della ce falea 
post-traumatica; (5) la tecnica per ese- 
guire una completa e corretta indagine 
radiologica della colonna vertebrale. 
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Orthopedic Surgery 


Flat Foot 

W. H. GERVIS, F.R.C.S., F.I.C.S. 
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T HE first stage of the deformity of pes 
piano valgus, or flat foot, does not 
result from the collapse of an arch. 
On the contrary, the foot leans over to 
become an archlike structure, which it was 
not before. 

These observations were made with a 
special stool having a glass top and a mir- 
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The observations presented by the 
author were made by means of a 
special stool, with a glass top and 
a mirror beneath. By means of this 
stool it is possible to observe that 
the deformity results from a medial 
rotation of the talus, for when the 
patient corrects that medial rotation 
the valgus deformity of the ankles 
is corrected, and at the same time 
the footprint becomes normal, with 
the lateral border bearing weight. 
On allowing the patient to let the 
medial rotation recur, it can be ob¬ 
served that the rotation of the talus 
carries the body weight to the medial 
side and the foot leans over to the 
medial side, with the result that the 
lateral border ceases to be weight¬ 
bearing. 

Thus the current idea that flat foot 
is due to the collapse of an arch is 
incorrect. 


ror beneath, by means of which it is pos¬ 
sible to see the foot and the footprint at 
the same time. 

Figure 1^4 illustrates a typical case of 
flat foot. It can be seen that the calcaneum 
is leaning over to the medial side. 

Note the footprint visible in the mir¬ 
ror and observe that the lateral border 
of the foot is not weight-bearing; only 
the heel and the metatarsal heads bear 
weight. Such a footprint is usually illus¬ 
trated in the textbooks as that of pes 
cavus, and it may occur with that condi¬ 
tion. I have now confirmed my impression 
that it has occurred in the first stage of 
pes piano valgus in well over a thousand 
cases. 

Figure IS is the anterior view of the 
same patient. Note the similar footprint 
and the valgus appearance of the ankles. 

The knees must always be included in 
routine examination of the feet. In this 
case, as in a large proportion, the patellae 
are pointing medially. Thus the legs and, 
therefore, the talus are rotated medially. 
In my opinion the rotation of the talus is 
the cause of the deformity, for when it is 
corrected the deformity disappears. 

Figure 1C shows the same child stand¬ 
ing, with medial rotation of the legs cor¬ 
rected. The patellae now point forward in 
the direction of the feet; the ankles no 
longer have the valgus appearance, and 
the footprint is normal, with the lateral 
border bearing weight. 
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Figure ID is a posterior view. The pa¬ 
tient is standing, with the medial rotation 
corrected, showing the same features, with 
the calcaneum no longer leaning over. 

Figure 2, A and B, is a radiograph of 
the same patient standing (A) in the cor¬ 
rected position as in Figure 1C, and (B) 
in the uncorrected position as in Figure 
IB, showing medial rotation of the talus. 

Figure 2C represents an example of fiat 
foot resulting from out-toeing. The pa¬ 
tellae are pointing forward, but the feet 
point outward. Thus the talus is rotated 
medially, in relation to the foot. 

The patient’s ankles exhibit the usual 
valgus appearance. The typical first-stage 
footprint is evident. The lateral border 
does not bear weight. On correction of 
the out-toeing and therefore the rotation 
of talus, the deformity is corrected and 
the footprint becomes normal (Fig. 2D). 

Figure 3 A is the posterior view of the 
same patient standing, corrected, showing 
the same features. 


Figure 3 B is the posterior view of the 
same patient, out-toeing again, thus show¬ 
ing the severe deformity that had been 
corrected. 

This position of the foot is not stable, 
for the foot is leaning over to the medial 
side, and more weight is thrown on the 
first metatarsal. As a result the ligaments 
may slowly stretch, allowing the first 
metatarsal to become dorsifiexed, and thus 
in time the lateral border of the foot will 
once again bear weight. 

Fig. 3C shows such a case, with the legs 
rotated medially and an obvious piano val¬ 
gus deformity. The footprint, however, 
resembles the normal, with the lateral 
border bearing weight. 

I call such a footprint, in cases of this 
deformity. Stage 2. If the deformity re¬ 
mains untreated, further dorsiflexion of 
the first metatarsal may occur, resulting in 
weight-bearing by a broader area of the 
sole, until finally Stage 4 is reached, with 
the classic footprint of the fiat-footed. 
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There are some who cast the blame on 
hypermobility of the first metatarsal as 
the cause of the deformity. These obser¬ 
vations of the foot from beneath, however, 
surely suggest that the primary deformity 
is rotation of the talus, which throws in¬ 
creased weight on the first metatarsal. 
Hypermobility and dorsiflexion are second¬ 
ary to this. 

Weak muscles are also blamed for this 
deformity. If one considers the action of 
muscles in standing, however, there is no 
evidence to support such a theory. 

In normal standing Nature does not 
waste muscle tone, but utilizes balance. 
One stands with the knees just hyperex- 
tended and the quadriceps relaxed. This 
fact is known to every schoolboy, for a 
sharp tap behind the knee of an unsuspect¬ 
ing person will cause him to fall. 

The same principle applies to the foot. 
The lateral border of the foot is bearing 
weight, so the fifth metatarsal is resting 
on the floor, with the cuboid resting on its 
base. The articular surface on the cuboid 
for the lateral cuneiform is not on the 
medial surface, as some books state, but 
more nearly on the superior surface. Thus 
the cuneiforms are resting on the cuboid. 
Taking the foot as a whole, one bone is 
resting upon another, and it will balance 
thus, rather like a rough wall, until the 
balance is upset by rotation of the talus. 

In the cases illustrated, rotation of the 
talus was due to an error of posture, for 
correction of the posture also corrected the 
deformity. One of the factors causing this 
error of posture can be surmised if one 
studies the development of posture. A 
baby learning to walk and stand will con¬ 
stantly rise on its toes. This action is so 
often repeated that, in addition to the 
childish love of movement, there is surely 
also an attempt on the part of the child to 
learn the proper way to balance. This 
activity is soon prevented by stiff shoes 
in which the child is unable to rise on his 


toes, so he gives up the unequal struggle 
and just plods. 

If one watches schoolchildren who have 
this deformity, one can see that they just 
plod, and as a result stand badly, some 
twisting their legs in, some turning their 
feet out. 

In addition to these postural causes of 
medial rotation of the talus, there is an 
anatomic one, namely, medial torsion of 
the tibia. In this condition there is a twist 
in the shafts of the tibias, so that the feet 
are set pointing in and the child is pigeon- 
toed. If such a child stands with his feet 
parallel, the talus is rotated medially by 
the twist of the tibia; this results in pes 
piano valgus, which is often severe. 

Diagnosis is made easier by means of 
the stool. 

The toddler shown in Figure 3 D has an 
obvious severe piano valgus deformity of 
the right foot, and the footprint is in 
Stage 4, the whole sole being Aveight-bear- 
ing. There is no medial rotation of leg or 
out-toeing, however, for the patella points 
in the direction of the foot. The left foot 
is being held in the in-toeing position, 
which points the foot in the direction of 
the talus. It can be seen that the de¬ 
formity has been corrected, and the foot¬ 
print is normal. 

Treatment is not difficult with children 
of this age. Night splints of the Dennis 
BroAvne hobble type are worn for three to 
six months. The feet must be turned out; 
the bar must not be too long and must be 
bent to invert the foot, so that the lateral 
rotation is exerted on the ankle rather 
than the foot. By day the child must have 
opportunity to play barefoot in order to 
develop foot action and balance. 

Treatment of Flat Foot .—Treatment can 
be effective only if it controls the me dial 
rotation of the talus. 

No form of arch support, wedged heel 
or built-up shoe can correct the medial 
rotation of legs. All forms of support in- 
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Fig. 2. 


crease the weight of the shoe and make it 
stifTer, thus encouraging a plodding gait 
and out-toeing. As these are both impor¬ 
tant factors in the causation of this con¬ 
dition, support can be summed up as not 
only useless but harmful. Parents are 
therefore advised that shoes should be 
light and flexible. 

Treatment in the majority of cases is 
by exercises, but this term needs qualifica¬ 
tion, for these exercises differ in principle 
and practice from the routine exercises 
for flat foot. The aim is not to build up 
weak muscles by repeated movements, for 
the muscles are not weak. 

The object of the exercises is to teach 
the child to correct the deformity and to 
stand in a position of proper balance al¬ 
ways. Many of the routine exorcises fail 
to correct the deformity. 

The chih'mn are al-o taught to walk 
properly, that i-, rising on the toes of the 


carrying leg as the aftercoming leg moves 
forward. The feet must be parallel, of 
course. This type of gait is beneficial, be¬ 
cause the natural pull of the muscles in 
rising on the toes will tend to correct the 
rotation of the legs and also the deformity. 
A child who is walking, with the font in 
active use, is therefore more likely to be 
in the corrected position when he stands. 

The routine at a class is as follows: 
Every child is taught to stand, with the 
feet not turned out and the medial rota¬ 
tion of the legs corrected, i.e.. with the 
patellae pointing forward in tin* directum 
of the feet. The toes must be relaxed and 
the metatarsal heads on the ground. The 
general po-ture mud al-o -up'-rvi-d. 
Pome children will need a little m: nual 
a-<i-tance at fir.-t m help them corn- t the 
medial rotation. 

It mu-t b— impn--- d < • :n t: at *5 : 

i- the way in which th-y ar«- t" : d : 
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There are some who cast the blame on 
hypermobility of the first metatarsal as 
the cause of the deformity. These obser¬ 
vations of the foot from beneath, however, 
surely suggest that the primary deformity 
is rotation of the talus, which throws in¬ 
creased weight on the first metatarsal. 
Hypermobility and dorsiflexion are second¬ 
ary to this. 

Weak muscles are also blamed for this 
deformity. If one considers the action of 
muscles in standing, however, there is no 
evidence to support such a theory. 

In normal standing Nature does not 
waste muscle tone, but utilizes balance. 
One stands with the knees just hyperex- 
tended and the quadriceps relaxed. This 
fact is known to every schoolboy, for a 
sharp tap behind the knee of an unsuspect¬ 
ing person will cause him to fall. 

The same principle applies to the foot. 
The lateral border of the foot is bearing 
weight, so the fifth metatarsal is resting 
on the floor, with the cuboid resting on its 
base. The articular surface on the cuboid 
for the lateral cuneiform is not on the 
medial surface, as some books state, but 
more nearly on the superior surface. Thus 
the cuneiforms are resting on the cuboid. 
Taking the foot as a whole, one bone is 
resting upon another, and it will balance 
thus, rather like a rough wall, until the 
balance is upset by rotation of the talus. 

In the cases illustrated, rotation of the 
talus was due to an error of posture, for 
correction of the posture also corrected the 
deformity. One of the factors causing this 
error of posture can be surmised if one 
studies the development of posture. A 
baby learning to walk and stand will con¬ 
stantly rise on its toes. This action is so 
often repeated that, in addition to the 
childish love of movement, there is surely 
also an attempt on the part of the child to 
learn the proper way to balance. This 
activity is soon prevented by stiff shoes 
in which the child is unable to rise on his 


toes, so he gives up the unequal struggle 
and just plods. 

If one watches schoolchildren who have 
this deformity, one can see that they just 
plod, and as a result stand badly, some 
twisting their legs in, some turning their 
feet out. 

In addition to these postural causes of 
medial rotation of the talus, there is an 
anatomic one, namely, medial torsion of 
the tibia. In this condition there is a twist 
in the shafts of the tibias, so that the feet 
are set pointing in and the child is pigeon- 
toed. If such a child stands with his feet 
parallel, the talus is rotated medially by 
the twist of the tibia; this results in pes 
piano valgus, which is often severe. 

Diagnosis is made easier by means of 
the stool. 

The toddler shown in Figure 3D has an 
obvious severe piano valgus deformity of 
the right foot, and the footprint is in 
Stage 4, the whole sole being weight-bear¬ 
ing. There is no medial rotation of leg or 
out-toeing, however, for the patella points 
in the direction of the foot. The left foot 
is being held in the in-toeing position, 
which points the foot in the direction of 
the talus. It can be seen that the de¬ 
formity has been corrected, and the foot¬ 
print is normal. 

Treatment is not difficult with children 
of this age. Night splints of the Dennis 
Browne hobble type are worn for three to 
six months. The feet must be turned out; 
the bar must not be too long and must be 
bent to invert the foot, so that the lateral 
rotation is exerted on the ankle rather 
than the foot. By day the child must have 
opportunity to play barefoot in order to 
develop foot action and balance. 

Treatment of Flat Foot .—Treatment can 
be effective only if it controls the medial 
rotation of the talus. 

No form of arch support, wedged heel 
or built-up shoe can correct the medial 
rotation of legs. All forms of support in- 
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crease the weight of the shoe and make it 
stiffer, thus encouraging a plodding gait 
and out-toeing. As these are both impor¬ 
tant factors in the causation of this con¬ 
dition, support can be summed up as not 
only useless but harmful. Parents are 
therefore advised that shoes should be 
light and flexible. 

Treatment in the majority of cases is 
by exercises, but this term needs qualifica¬ 
tion, for these exercises differ in principle 
and practice from the routine exercises 
for flat foot. The aim is not to build up 
weak muscles by repeated movements, for 
the muscles are not weak. 

The object of the exercises is to teach 
the child to correct the deformity and to 
stand in a position of proper balance al¬ 
ways. Many of the routine exercises fail 
to correct the deformity. 

The children are also taught to walk 
properly, that is. rising on the toes of the 


carrying leg as the aftercoming leg moves 
forward. The feet must be parallel, of 
course. This type of gait is beneficial, be¬ 
cause the natural pull of the muscles in 
rising on the toes will tend to correct the 
rotation of the legs and also the deformity. 
A child who is walking, with the foot in 
active use, is therefore more likely to be 
in the corrected position when he stands. 

The routine at a class is as follows: 
Every child is taught to stand, with the 
feet not turned out and the medial rota¬ 
tion of the legs corrected, i.e., with the 
patellae pointing forward in the direction 
of the feet. The toes must be relaxed and 
the metatarsal heads on the ground. The 
general posture must a Iso be supervised. 
Some children will need a little manual 
assistance at first to help them correct the 
medial rotation. 

It must be impressed on them that this 
is the way in which they are to stand ah 
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Coexistence of Pulmonary Carcinoma and 
Active Tuberculosis of the Lung 
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C OEXISTENT pulmonary carcinoma 
and active pulmonary tuberculosis 
have been the source of clinical and 
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The author reviews the literature 
on the coexistence of bronchogenic 
carcinoma and active pulmonary tu¬ 
berculosis. 

Cases are presented in which both 
active tuberculosis and bronchogen¬ 
ic carcinoma were present, and in 
which the differential diagnosis was 
difficult. 

Tuberculosis of the lungs can be 
treated and cured by drug therapy 
even in the presence of brancho- 
genic carcinoma. 

A case of mesothelioma of the up¬ 
per part of the right pleural cavity 
and the Pancoast syndrome is re¬ 
ported. 

Two cases of tuberculosis are pre¬ 
sented in which the roentgen pic¬ 
ture simulated carcinoma and the 
condition present proved to be only 
tuberculosis. 

A case of sarcoma of the left up¬ 
per lobe in a 24 -year-old man and 
a case of lipoid pneumonia, simu¬ 
lated carcinoma and tuberculosis 
are reported. 


pathologic interest for many years. Bayle 
reported the first case in 1810. Particu¬ 
lar attention has been paid to bronchogenic 
carcinoma involving major bronchi, in 
which the diagnosis is likely to be obvious 
both clinically and by roentgen ray, but 
not to those peripheral lesions which, by 
roentgen study, cannot be differentiated 
from tuberculosis. 

About one hundred years ago Rokitanski 
expressed the opinion that carcinoma of 
the lung and pulmonary tuberculosis are 
antagonistic, a theory that has been dis¬ 
proved completely. The occurrence of a 
neoplastic lesion at the site of old tuber¬ 
culosis, bronchiectasis or a bleb is not a 
sufficient reason to consider the lesion pre- 
malignant. It has also been said, but not 
acceptably, that metaplastic changes of 
mucosal cells from the columnar to the 
squamous type in an old or healed tuber¬ 
culous cavity predispose to the develop¬ 
ment of squamous cell carcinoma. In sup¬ 
port of this theory is the more common 
occurrence of squamous cell carcinoma and 
tuberculosis in the upper lobe, the dif¬ 
ferential diagnosis of which is quite dif¬ 
ficult. The presence of calcium in isolated 
lesions does not always mean tuberculosis. 
Malignancy occurs in lesions containing 
calcium. 

Of 5,600 patients admitted for diagnosis 
and treatment to this sanatorium during 
the past twenty-one years, 105 cases of 
carcinoma were detected, in 15 of which 


64 




Nurse just tears this new 
foil suture packet open 
to give you stronger, 
more pliable surgical gut. 

It's sterilized by electron beam. 


ETH I CON 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JANUARY, 1959 


their sputum after being “positive” for a 
long time, converted to “negative,” yet 
autopsy, later, revealed only malignant 
lesions. 

There are many similarities between 
tuberculosis and carcinoma of the lung. 
Both develop insidiously; both produce 
shadows on the thoracic roentgenogram 
that may be detected during a survey in 
advance of symptoms; and, finally, both, 
in their silent phase, show great similar¬ 
ity in roentgenographic shadows (Over¬ 
holt). The incidence of pulmonary car¬ 
cinoma is increasing; that of tuberculosis 
is decreasing. 

Finally, with the common statement that 
roentgen relapse in patients treated with 
antituberculosis drugs is a common occur¬ 
rence, we should not forget that in some of 
these cases the lesion may be early carci¬ 
noma rather than relapsing tuberculosis. 

REPORT OF CASES 

Case 1. —W. W., a 38-year-old white man, 
was admitted to the hospital on May 13, 1940. 
He had been a heavy smoker for many years. 
For three months he had had grippe-like 
symptoms, malaise, loss of appetite and a pro¬ 
ductive cough. The sputum was “positive” 
and the temperature about 101 F. The spu¬ 
tum remained positive by smear throughout 
the hospital stay. The diagnosis on admis¬ 
sion was tuberculosis of the lungs, with a 
strong suggestion of carcinoma. In Figure 
1 A, taken on June 18, there is dense, rather 
uniform clouding, suggesting consolidation. 

This patient underwent 5 bronchoscopic pro¬ 
cedures, and the last one was reported as re¬ 
vealing carcinoma. Operation was done on 
November 20 (right pneumonectomy)._ The 
lesion proved to be bronchogenic carcinoma 
of the upper lobe, with tuberculosis and sup¬ 
puration. 

The natient died two years after pneumo¬ 
nectomy. 

Case 2.—D.L., a 51-year-old white man ad¬ 
mitted to the hospital on Feb. 14, 1949, had 
a history of two months’ pain in the lower part 
of the back and spine, radiating to the left 
side. There was a history of intermittent pleu¬ 
risy" on the left side during the past five years. 


but not recently. The patient said that there 
were no night sweats, nocturia, dysuria, he¬ 
maturia or pyruia at time of admission. The 
sputum contained tubercle bacilli. 

A chest film taken on Jan. 31 had revealed 
minimal tuberculosis at both apices, without 
definite evidence of cavity; pleurisy with ef¬ 
fusion, on the left, cause undetermined, pos¬ 
sibly tuberculosis or neoplasm. There was a 
density in the region of the lower portion of 
the left root. Thoi’acenesis was done, and 
examination of the pleural fluid disclosed carci¬ 
nomatous cells. 

A chest film taken on April 13 (Fig. IB) 
revealed that fluid had apparently reaccumu¬ 
lated. A bronchoscopic study revealed no patho¬ 
logic condition in the bronchi on either side, 
including the bronchus of the lower lobe of the 
left lung. The patient died on Jan. 4, 1950, and 
autopsy revealed bronchogenic carcinoma of 
the lower lobe of the left lung, extending to the 
upper lobe. 

Case 3.—S. K., a 70-year-old white man, was 
admitted to the hospital on July 15, 1952, with 
a prolonged history of tuberculosis and posi¬ 
tive sputum. This patient had also been a 
heavy smoker for many years. He was in very 
poor shape. 

' Fig. 1(7, taken on June 25, revealed an area 
of pronounced homogeneous density between 
the anterior segment of the third and fifth 
ribs, with a relatively sharp lower border and 
a less well defined, but rounded, upper border. 
On the left side there were signs of honey¬ 
combing and accentuated markings. The diag¬ 
nosis was tuberculosis of the lungs, far ad¬ 
vanced, and possibly malignant disease of the 
lung. 

The patient had a rapid downhill course and 
died on July 22, about a week after admission. 
The homogeneous density seemed to have been 
due to bronchial obstruction because of which 
malignant change was suspected. This was con¬ 
firmed by the autopsy observation of carci¬ 
noma in the right lung. 

Case 4.—F.B., a 67-year-old white man ad¬ 
mitted to the hospital on July 22, 1952, had 
been a heavy smoker for many years. There 
was a history of cough for many years. The 
patient had lost weight but denied having had 
hemoptysis, pleural pain, etc. Dyspnea had 
been present for 3 months. The sputum was 
positive for tubercle bacilli throughout hospi¬ 
talization. Dullness anteriorly and posteriorly 
throughout the entire right chest. 

A chest film taken on October 22 (Fig. ID) 
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The patient’s general condition was very 
poor. The pathologic report on a submitted 
specimen stated that malignant tumor, infil¬ 
trating the muscle tissue, was present. The 
autopsy report (July 11) read “bronchial car¬ 
cinoma of the left upper lobe, with abscess 
formation distally and extension to the pleura 
and chest wall, and erosion of ribs.” 

Case 6.—J. 0., a 59-vear-old white man ad¬ 
mitted to the hospital on Aug. 9, 1954, had 
been a heavy smoker for at least forty years. 
There was a history of cough, small amount 
of sputum, thoracic pain, fatique, shortness of 
breath and loss of weight, of short duration. 

This patient had been admitted to another 
hospital with a diagnosis of tuberculosis of the 
lungs and then transferred to us. A chest film 
taken on admission (Fig. 2 B) revealed the 
root shadow on the right side to be prominent, 
especially below, toward the lower lobe. The 
left side showed honeycombing in the extreme 
apex. The roentgen diagnosis was tubercu¬ 
losis of the lungs, moderately advanced, active, 
with a strong suggestion of carcinoma in the 
right lower lobe. 

Autopsy revealed bronchogenic carcinoma of 
the right lung, with local metastases. 

Case 7.— C. P., a Go-year-old white man, was 
admitted to the hospital on Sept. 28, 195G. He 
had been a heavy smoker for many years. 
There had been loss of weight, poor appetite, 
scanty sputum, shortness of breath and fever 
for two months. The temperature on admission 
was 101 and 101 F. There were enlarged nodes 
in the left and right supraclavicular areas. The 
diagnosis before admission was tuberculosis 
of the lungs, far advanced. The sputum was 
positive for tubercle bacilli but negative for 
carcinomatous cells. Under antituberculosis 
drug therapy the number of bacilli decreased, 
and there were few negative reports later. 

Fig. 2 (', taken on September 29, showed a 
large amount of dense infiltration in the upper 
third of the right lung. Above the first. inter- 


A chest film taken on April 2, 1957, in com¬ 
parison with previous film, showed clearing 
and construction, especially in the right upper 
third of the right lung, with considerable re¬ 
duction in the size of the residual cavity above 
the first interspace. 

The patient died on May 20, 1957. The au¬ 
topsy report was as follows: “Tuberculosis 
right upper lobe, apical segment, and right 
lower lobe. Open cavity in the right lower lobs 
and healed cavity in the left upper lobe. Car¬ 
cinomas of the right stem bronchus extended 
into the right upper lobe bronchus, with tumor 
lumps in the right upper lobe.” 

Case 8.—W. S., a 6S-year-old white man, was 
admitted to the hospital on May 14, 1957, with 
a history of frequent cough, hemoptyses, a 
temperature of 101.4 F., and loss of weight, of 
recent duration. He was being given antituber¬ 
culosis drugs. The sputum was positive for tu¬ 
bercle bacilli. Bronchoscopic study revealed tu¬ 
mor of the right main bronchus. The patho¬ 
logic diagnosis was oat cell carcinoma. 

Chest films taken on May 17, 1958, showed 
tuberculosis far advanced of the upper, middle 
and lower lobes of the right lung, with a cav¬ 
ity in the right upper lobe. 

On July 16 (Tig. 2D) there was exceed¬ 
ingly marked homogeneous density throughout 
the right hemithorax, with a pronounced me¬ 
diastinal shift. Apparently the right main 
bronchus was completely blocked by carcinoma. 

A chest film taken September 17 showed a 
marked decrease in homogeneous density 
throughout the right lung. Apparently the 
blockage was removed after a biop«y specimen 
had been taken bronchoscopically. 

A chest film taken on November 19 showed 
further clearing of pleurisy and of the dense 
mottling in the right base. 

Changing atelectasis is a roentgen manife-- 
tation which is a sign of carcinoma. It was 
quite evident in this patient. 

Cafe 9.—F. it., a 52-vear-old whit*- man, was 


space there was an irregular radiolucent area 
measuring at least 2.5 by 4 cm. and probably 
representing a cavity. A second radiolucent 
atea was piesent in the second interspace. 
I la re was malted density overh ing the upp'-r 
potion of {be root and in the middle half !>• - 
low the loot. 1 hi re w;.s a large : mount of mot¬ 
tling. Tin diagi.o- is was p:;]ir."!i:.ry tub, real - 
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had been a heavy smoker for 29 rear-. Tlu re 
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with pronounced shrinking and virtual disap¬ 
pearance from view of areas suggesting cavi¬ 
ties. There was persistent, rather noticeable 
density over the right apical area. This shadow 
showed up very gradually. At first it was not 
easy to determine whether it was a new change 
in cavities or a new shadow. 

A chest film taken on Aug. 6, 1957, showed 
that the original tuberculosis was thoroughly 
cleared up, but the persistent shadow in the 
right upper lobe looked like a uniformly hazy 
area of density. A film taken on September 26, 
an anteroposterior view of the upper right ribs 
(Fig. SB) showed definite evidence of erosion, 
particularly along the inferior margin of the 
posterior segment of the second rib on the 
right. Change was readily apparent in the 
density of the right upper lobe, which by this 
time was definitely suggestive of malignant 
tumor. 

Bronchoscopic study gave negative results, 
and thoracotomy, performed on October 10, re¬ 
vealed Pancoast tumor, histologically a meso¬ 
thelioma, located in the uppermost portion of 
the parietal pleura, involving the visceral pleu¬ 
ra as well as the parenchyma of the lung, but 
only about 2 or 3 mm. thickness of the lung 
tissue. The tumor had extended over the verte¬ 
bral borders and seemed inoperable. The pa¬ 
tient, late in hospitalization, had severe pain 
along the right ulnar nerve, which was defi¬ 
nitely due to extension of the tumor. This pain 
was relieved 90 per cent by operative crush of 
the right ulnar nerve. At the time of writing 
the patient is still alive and in the hospital. 
Although thoracic roentgenograms were taken 
bimonthly, the disappearance of tuberculous 
shadows and the appearance of the neoplastic 
lesion were intermingled and confused. Sputum 
examinations and exploratory thoracotomy, 
however, revealed that the tuberculous lesions 
were completely healed. 

Casi: 10.—G. 1)., a 16-year-old white man 
admitted to the ho-pital on Fept. 22. 1955, was 
known to have been a heavy smoker for many 
years. There was a hi-torv of “.-harp and tear¬ 
ing" pain in upper right portion of the che-t. 
with night-weats of two month-' duration. Tin 
-putum wa- occasionally blood—tronked. The 
patient wa- afebrile on admis-ion. The sputum 
"as -ttongly positive for tubercle bacilli. Fig. 
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with pronounced shrinking and virtual disap- 

Bronchoscopic study revealed no abnormal¬ 
ity; no tumor cells were detected in the bron¬ 
chial secretion. On October 6, lobectomy of 
the upper lobe of the right lung and thoraco¬ 
plasty were performed. 

Even at the time of operation it was difficult 
to differentiate between tuberculosis and cax - - 
einoma. The pathologist reported that the spec¬ 
imen contained only far advanced tubercu¬ 
losis, with a cavity in the apical segment. No 
carcinoma was detected. 

This case is presented also to show the simi¬ 
larity of roentgen manifestations of the two 
diseases and the difficulty of differentiation. 
The patient was given antitubeixulosis drugs 
on admission. Resection was done three weeks 
after admission. A long course of antitubercu¬ 
losis drug therapy was administered after op¬ 
eration, and the patient made an uneventful 
recovery. He was transferred back to the Vet¬ 
erans Administration Hospital from which he 
had come and remained there for about a year. 
In 1956 a bronchial secretion study was done 
there, which revealed bronchogenic carcinoma. 
In addition a roentgen film was suggestive of 
a new lesion in the middle lobe of the right 
lung. They operated on the patient again, re¬ 
moving the right middle lobe and excising the 
hilar nodes, and the specimen failed to show 
any signs of neoplastic lesion. According to 
the report received from the Veterans Admin¬ 
istration Hospital, the patient made a fairly 
good recovery and was discharged about six 
months later. 

Cask 11.—G. K., a 53-vear-old white man, 
was admitted to the hospital on March 5. 1951. 
He had been a heavy smoker for the past 36 
years and had a history of cough, expectora¬ 
tion. niphtsweats and persistent fatigue for 
six months, with wheezing of about one year's 
duration. The sputum was positive for tuber¬ 
cle bacilli. Fig. SI), a film taken on February 
II, showed an area of den-ity in the right lung, 
poorly defined above the posterior -epment of 
the «ixth riii. Within the den-itv then* ap¬ 
peared to be -everal .-mall radiohuent area.'. 
The roentgen diagno-i- was tub-rrulo-i- of ;}je 
lungs.far advanced, v.ith p-.— ible ne..pia-rn. 

The path nt "as gh, r , antitub-nul.-i- dr ;g 
therapy and a broncho- ..pi- .paly v.a due. 
v.hi'h -h'.v.. i! '.re.,. . r . n f r , n: •*» br< 

! ho- of the right upg r I ’’>■ 
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Fig. 4 (see text). 




This definite clearing of the roentgen mani¬ 
festation confirmed the diagnosis of tubercu¬ 
losis. On August 16 a lobectomy was per¬ 
formed, with extraperiosteal pneumothorax, 
apicolysis and plombage. The only pathologic 
condition revealed was tuberculosis. 

This case is presented to show the roentgen 
similarity between acute tuberculosis and car¬ 
cinoma of the lung. 


Case 12.—J. G., a 24-year-old white man, 
was admitted to the hospital on Oct. 3, 1938, 
with a history of cold, as well as blood-stained 
sputum present for a short time. Physical ex¬ 
amination gave negative results. A roentgeno¬ 
gram (Fig. 4A) revealed a circumscribed 
shadow close to the hilum of the left lung. 

Thoracotomy revealed a tumor in the upper 
part of the lower lobe. Histologically this 
proved to be sarcoma of the lung. 

The patient died on July 20, 1940, m an¬ 
other hospital. The diagnosis was: Apparent 
metastasis to the right lung and the larynx. 


CASE 13.—L. M., a 39 -year-old white man 
admitted to the hospital on July 1, 1954. He 
was a heavy smoker (one and one-half packs 
daily for the past twenty years). Two months 
prior to admission he had sharp pain m the 


right upper portion of the chest. This staj'ed 
localized for several days, eventually involv¬ 
ing the whole body in a general malaise. 

There were chills, fever, and nightsweats. 
The symptoms subsided. The patient worked 
for two weeks after which the symptoms re¬ 
appeared. He was extremely weak and had a 
“cigarette” cough, with blood-streaked white 
secretion. The sputum was reported negative 
outside this hospital. Owing to the history of 
the patient, the symptoms and the blood- 
streaked sputum, he was sent to this sanatori¬ 
um. Examination of the sputum here gave neg¬ 
ative results for tubercle bacilli on several oc¬ 
casions. In the right lung (Fig. 4 B, taken on 
June 7), extending in a rather wedge-shaped 
area from the region of the upper portion of 
the root to a point laterally below the clavicle, 
there were exceedingly dense changes, with 
little underlying detail. There was slight prom¬ 
inence of markings just below this, and the 
impression was gained that the upper portion 
of the root was more dense than normal. The 
diagnosis was pneumonitis, cause undeter¬ 
mined (differentiation between atypical pneu¬ 
monia, tuberculosis and neoplasm.) 

Bronchoscopic study on July 2, revealed 
bloody secretions coming from the upper lobe 
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of the right lung. The retrograde lens showed 
a granular area in the posterior division of 
this lobe. The lesion was too high for biopsy. 

On the assumption of neoplastic disease, 
thoracotomy was performed on July 8, reveal¬ 
ing definite adhesions to the parietal pleura. 

It was possible only to remove a piece of tissue 
for biopsy, which showed lipoid pneumonia. 

A second thoracotomy and lobectomy of the 
right upper lobe were done on July 21. The 
pathologic diagnosis of this specimen was ab¬ 
scess of the upper lobe of the right lung, with 
lipoid pneumonitis. 

This case is presented because of the rarity 
of this condition, especially in an upper lobe, 
and the difficulty one may encounter in differ¬ 
entiation by roentgen ray and even by thora¬ 
cotomy. 

RESUMEN 

El autor revisa la literatura sobre co- 
existencia de carcinoma broncdgenico con 
tuberculosis pulmonar activa. 

Se presentan algunos casos de esta co- 
exislencia en los que el diagnostico clife- 
rencial resulto dificil. 

La tuberculosis pulmonar puede ser tra- 
tada y curada por la terapeutica medica¬ 
mentosa aun en presencia de un carcinoma 
broncogenico. 

Se cita tambien un caso de mesotelioma 
de la parte alta de la cavidad pleural 
derecha con un sindrome de Pencoast. Se 
citan dos casos de tuberculosis en los 
cuhIcs la radiografia simulaba un carci¬ 
noma pero que resultaron ser solamente 
tuberculosis. 

Por ultimo se hacc mencion de un sar¬ 
coma del lobiiln superior izquierdo en un 
hombre de 21 aiios y de un caso de neu- 
monia lipoirlen simulando carcinoma v 
tuberculosis. 

KI ISSt'NTO 

L’Autoiv ha fatto una ras«ngnn doi ca.-i 
d<-critti nclla I.cttcratura di carcinoma 
bronchialc n*-M»riato a tubercolo-j poJnm- 
narc attiva. Fra i cam do-critti ve i:e 
i-ono alcuni in cui la diagno-i ditT» r< nr.ia!c 


e stata molto difficile. La cura della tuber- 
colosi puo essere continuata con i farmaei 
addati anche in presenza del tumore. 

Viene descritto un mesotelioma della 
cupola pleurica con sindrome di Pancoast; 
in altri due easi, oltre alia tubercolosi, vi 
erano segni radiologici di tumore coesis- 
tente; tuttavia anche questi segni si 
dimostrarono poi dovuti alia tubercolosi. 

Yiene riferito infine un caso di sarcoma 
del lobo superiore sinistro in un uomo di 
24 anni, e una polmonite da lipoidi che 
simulava cancro e tuberculosi. 

ZUSAHMEN’FASSU.VG 

Der Yerfasser gibt einen Uberblick iiber 
die Litex-atur fiber das gleichzeitige Beste- 
hen eines Bi'onchialki-ebses und aktiver 
Lungentuberkulose. 

Es wird fiber Falle bei'ichtet, in denen 
beide Krankheiten bestanden und die Dif- 
ferentialdiagnose schwierig war. 

Die Lungentuberkulose kann aucli beim 
gleichzeitigen Bestehen eines Bronchial- 
karzinoms mit Arzneimitteln behandelt. 
und zur Heilung gebracbt werden. 

Es wird fiber einen Fall von Mesothe- 
liom des oberen Abschnittes der rechten 
Pleurahohle mit Pancoastschem S.mdrom 
berichtet. 

Zwei Fiille von Tuberkulose werden be- 
schrieben, bei denen die Bontgenunter- 
suchung ein gleichzeitig bestehendes Kar- 
zinom vermuten Hess, tatsiichlich jedocb 
nur Tuberkulose vorlag. 

Ferner wird fiber ein Sarknm de< linken 
Oberlappens bei einem 21j;ihrigen Manm- 
und fiber einen Fall von Lipoidpncumonir 
berichVt. die eim-r Kombination von Kar- 
zinom und Tulx-rkulo-o- ahii'-lVn. 

L'auVur ]>rJ—nte urn- n-\ u»- d" la ’i• *,- 
raturv Mir la eo-rvi-.Vr.o- d’l earcir.orr..- 
bnmrhogrr.r rt ia - 

nain- acti’.r. 
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Des cas sont decrits dans lesquels se 
trouvent reunies ces deux affections, et ou 
le diagnostic a ete malaise a poser. 

La tuberculose pulmonaire peut etre 
traitee et guerie medicalement, meme en 
presence d'un carcinome bronchogene. 

Un cas de mesothelioma de la partie su- 
perieure de la eavite pleurale droite et de 
syndrome de Pencoast est presente, ainsi 
que deux cas de tuberculose dans lesquels 
1’image radiologique simulait un carci¬ 
nome. 

Description d’un cas de sarcome du lobe 
superieur gauche chez un homme de 24 
ans, et d’un cas de pneumonie lipoide simu¬ 
lant un carcinome et une tuberculose. 

SUMARIO 

0 autor rev@ a literatura sobre a coexis- 
tencia de carcinoma broncogenico e tuber¬ 
culose pulmonar ativa. 


Casos sao apresentados em que ambos, 
carcinoma broncogenico e tuberculose 
ativa ocorreram concomitantemente tor- 
nando o diagnostico diferencial bastante 
dificil. 

Tuberculose pulmonar pode ser tratada 
e curada com os metodos terapeuticos 
modernos mesmo na presenqa de carci¬ 
noma broncogenico. 

0 caso de um mesotelioma da parte 
superior da cavidade pleural direita e 
sindrome de Pancoast e apresentado. 

Dois casos de tuberculose sao apresen¬ 
tados nos quais o quadro radiologico simu- 
lava carcinoma e que posteriormente tive- 
ram sua etiologia tuberculosa confirmada. 

Um caso de sarcoma de lobo superior 
esquerdo em um homem de 24 anos de 
idade e um caso de pneumonia lipoide, 
simulando carcinoma e tuberculose sao 
apresentados. 


Hippocrates had a very keen, observant mind and an extraordinary amount of 
curiosity. He asked his patients all sorts of questions about their families, their 
habits, and their symptoms and made notes on the progress of their illnesses. He 
was the father of medical histories or records of patients and, unlike many of his 
immediate (or even later) followers in the art of healing, he recorded failures as 
well as successes. Many of Hippocrates’ medical records contain descriptions of 
disease so accurate and so exact that we have no difficulty in making a diagnosis 
from his account. Hippocrates knew that patients who had fluid and air in their 
chests gave a splashing sound when they were shaken vigorously; he noted that 
patients with diseases of the chest often had clubbed fingers resembling drumsticks. 

—Major 



Surgery of the Thyroid and Parathyroids 


Carcinoma of the Thyroid 

An Analysis of Sixty-Seven Cases 

CLAUDE R. SWAIN, M.D., F.I.C.S. 

LOS ANGELES, CALIFORNIA 


C ARCINOMA of the thyroid gland is 
a deadly disease and must be treated 
as such by the surgeon. It is evident 
from the many conservative approaches 
advocated by some surgeons in the past 
that this fact is neither widely accepted 
nor thoroughly appreciated. This report 
is based upon clinical material in this field 
with which I have been confronted over a 
period of fifteen years. The entire pur¬ 
pose of the study is to draw attention to 
the fact that carcinoma of the thyroid is 
a dangerous, unpredictable and often mis¬ 
leading disease. 

In the fifteen-year interval from 1942 
to 1957, 67 microscopically proved carci¬ 
nomas of the thyroid were operatively 
treated at the Roos-Loos Medical Group. 
During this time approximately 1,500 
operations were performed on the thyroid 
gland, the incidence of carcinoma being 
about 4 per cent. 

A study of the patients revealed that 
age at onset of carcinoma of the thyroid 
varies widely. The youngest patient was 
5 years old and the oldest 70. The average 
age was 42 years. Eleven patients were 
under 20 years of age (Table 1). Fifty- 
one patients, or 76 per cent, were female. 
It i- my conviction that any di.-ease that 
so frequently strikes young persons and 
persons in early middle life deserves 
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Carcinoma of the thyroid must be 
regarded in the same manner as is 
carcinoma of any other part of the 
human body. 

The minimal operation for carci¬ 
noma of the thyroid is total thyroid¬ 
ectomy. 

More aggressive surgical treat¬ 
ment is necessary if the spread of 
this disease is to be checked. This 
entails block dissection of the side 
affected and bilateral neck dissec¬ 
tion if "positive" glands are present. 

Radioactive iodine therapy is a 
useful adjunct in the management 
of this disease, especially when dis¬ 
tant metastases are present or ap¬ 
pear later. 

Follow-up of this disease is a long¬ 
term proposition, and one hesitates 
ever to use the term "cure" in refer¬ 
ring to carcinoma of the thyroid. 


serious attention and that any treatment 
should be directed toward cure, regardle-s 
of any deformity that may be the re-ult 
of such treatment. It must be constantly 
kept in mind that those afflicted by thi- 
disease are. in the majority of in-lam* -. 
in the prime of life. 

Of thr-.-e 67 ca15 j>*-r c* r.t pr* -- :.*.* d 
clinical finding- of tru<- h> j- r*,:,;- r>-:'!:* 
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theories, toxicity is certainly no guaran¬ 
tee that a thyroid neoplasm is benign. 

Thyroid tumors vary widely in their 
pathologic features; this series is no ex¬ 
ception (table 2). In 34 cases, or more 
than 50 per cent, there were papillary for¬ 
mations in either an adenocarcinoma or a 
follicular carcinoma. In 24 cases there 
was adenocarcinoma or follicular car¬ 
cinoma without microscopic evidence of 
papillary formations. Hurthle cell carci¬ 
noma was observed in 5 cases, an incidence 
of 7.5 per cent. This is higher than pre¬ 
vious reports have indicated. Vascular 
invasion was reported on microscopic 
study in 15 per cent of the cases studied. 
During the past ten years the literature 
has contained numerous reports stating 
that papillary carcinoma of the thyroid 
behaves in a more benign manner than 
does carcinoma of the thyroid in which 
papillary formations are not present. 
Purely on the basis of my experience from 
the cases presented here, this is not the 
case. It has been my experience that 
papillary carcinoma of the thyroid will 
metastasize to distant sites, invade locally 
and disable or kill the patient just as effec¬ 
tively as does any other carcinoma. As 
for vascular invasion frequently described 
in the literature as a “hopeless” sign, 
indicating a case in which distant metasta¬ 
sis via venous channels is almost certain, 
I disagree. Of the 11 cases in this study 
in which vascular invasion had occurred 
prior to operation, there was only 1 in 
which distant metastases have developed. 

It is unfortunate that there are no symp¬ 
toms of carcinoma of the thyroid. Ma- 


TABLE 1.— Age and Sex 


Total no. of cases—67 
Average age—42 years 
11 patients under 20 

Youngest ags, 5 Olfc* ,£». 79 

Female patients—51 \7ovo) 

11 patients, or about 15%, showed true 

hyperthyroidism preoperatively_ 


Table 2. —Pathologic Picture 

Type No. of cases 

Papillary 

Adenocarcinoma 27\ 

Follicular carcinoma 7J 


50.7 

Adenocarcinoma 

(without papillary formations) 15 22.4 

Follicular carcinoma 

(without papillary formations) 10 14.9 

Hurthle cell carcinoma 5 7.5 

Sclerosing carcinoma 2 3.0 

Squamous cell carcinoma 1 1.5 

Total 67 100 


Vascular invasion present in 11 cases, or 15%. 


Iignanc 3 r may be present in a diffuse 
hypertrophy of the giand associated with 
hyperthyroidism. Carcinoma can be pres¬ 
ent in a multinodular goiter in a single 
nodule or may even present itself first as 
a metastatic lesion in the lateral neck. In 
twenty-six cases in this series, the initial 
finding was a solitary nodule. It is cer¬ 
tainly recognized that a solitary nodule 
of the thyroid gland, especially in those 
under twenty years of age, is suspicious 
of carcinoma. However, when we consider 
that forty-one cases in this series did not 
present a single nodule but presented 
either as a multinodular goiter involving 
one or both lobes or as a diffuse infiltration 
of the entire gland, one is led to believe 
that all enlargements of the thyroid gland 
must be considered as carcinoma until 
proven otherwise. The true nature of 
thyroid neoplasms can only be determined 
by surgical removal and microscopic 
examination. 

It should be emphasized that clinical 
examination of the thyroid gland by pal¬ 
pation is at best unreliable. In over 26 
per cent of the cases studied, nodules in 
the contralateral lobe not found by the 
examiner were discovered at the time of 
surgery. This unreliability extends to 
palpation in the lateral neck. In nearly 
25 per cent of our cases, grossly involved 
lymph nodes were found at surgery which 
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had gone undetected by the examining 
fingers. This fact alone should make one 
pause and reflect when one informs the pa¬ 
tient that there is no evidence of spread 
of the disease. 

The types of operation performed are 
shown in Table 4. With each passing year 
I have become more convinced that ag¬ 
gressive surgical treatment is necessary. 
In the light of present knowledge, lobec¬ 
tomy only is an inadequate operation for 
cancer of the thyroid. Those cases in which 
lobectomy was performed were either done 
in our earlier years or were cases in which 
the patient refused further surgery. 
Eighty-two per cent of my patients were 
subjected to total thyroidectomy with or 
without radical neck dissection. Total 
thyroidectomy is the minimal operation 
for carcinoma of the thyroid. In this 
study, 25 per cent of patients so operated 
showed carcinoma in the contralateral 
lobe. It is noteworthy that in seven cases, 
the operating surgeon performed a lobec¬ 
tomy and reported that the contralateral 
lobe was entirely normal to palpation. 
After a positive diagnosis of carcinoma 
had been established by histologic exam¬ 
ination the patient was subjected to total 
thyroidectomy. In each instance a focus 
of carcinoma was found in the lobe pre¬ 
viously deemed normal by the surgeon. 
Total thyroidectomy should, in our opin¬ 
ion. include the removal of the sternothy¬ 
roid and sternothvoid muscles, extending 
laterally to the jugular vein and carotid 
artery and interiorly to the retrosternal 
space. This wide dissection is necessary 
since lymph nodes often lie in the areolar 
tissue above the superior and inferior 
thyroid arteries and in the retrosternal 
space. 

Since experience has taught u< that car¬ 
cinoma of the thyroid cannot he dealt with 
any differently than carcinoma of the 
br. a-t or of the colon, we do not cn-ider 
total thyroidectomy a curative procedure. 


Table 3. —Location of Tumor 


Location 

of cates 

* 

One lobe 

34 

50.7 

Both lobes 

16 

23.9 

Isthmus chieflv 

11 

16.4 

Diffuse infiltration of gland 

6 

9.0 

Total 

67 

100 

26 cases of the tumor presented clinically 

as a 

solitary nodule. 




Table 4. — Types of Operation Performed 

Operation So. 

of cases 


Lobectomv onlv 

10 

14.9 

Isthmus and portion of each lobe 

2 

3.0 

Total thvroidectomv only 

13 

19.4 

Total thvroidectomv and block 



dissection, one side onlv 

29 

43.3 

Total thvroidectomv and block 



dissection, both sides 

13 

19.4 

Total 

67 

100 


TABLE 5 .—Postoperative Follow-Up 

Time interval since operation So. 

of cases 


Under 5 rears 

25 

37.3 

Over 5 vears 

24 

35.8 

Over 10 years 

10 

14.9 

Deceased 

8 

12.0 

Total 

67 

100 


Prophylactic block dissection of the neck 
on the side in which the tumor was situ¬ 
ated was carried out in over 40 per cent 
of these cases. In 50 per cent of these, 
regional lymph nodes metastasis was 
found. In many instances no lymph nodes 
were palpable in the neck preoperatively. 
When lymph node metastasis was found, 
a second stage block dissection was car¬ 
ried out on the opposite side after an 
interval of two to three weeks. Un!e.-> 
obvious evidence of metastasis was noted 
during the dissection, the jugular vein 
and in some instances the sternomastoid 
muscles were preserved in order to 
the deformity and mortality. In over 2b 
per cent of such cases, contralateral neck 
metastases were found. No op< native mor¬ 
tality occurred from radical re ck di-^-r- 
lion. 

n.adii'.actiw iodine (I -' : > therapy >.:.•■ 
bun disappointing ir. tie- p:.«t. pr!rr..an!> 

1" came of t »:«- l<.v; • . ,-c ge <.f a; 
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theories, toxicity is certainly no guaran¬ 
tee that a thyroid neoplasm is benign. 

Thyroid tumors vary widely in their 
pathologic features; this series is no ex¬ 
ception (table 2). In 34 cases, or more 
than 50 per cent, there were papillary for¬ 
mations in either an adenocarcinoma or a 
follicular carcinoma. In 24 cases there 
was adenocarcinoma or follicular car¬ 
cinoma without microscopic evidence of 
papillary formations. Hurthle cell carci¬ 
noma was observed in 5 cases, an incidence 
of 7.5 per cent. This is higher than pre¬ 
vious reports have indicated. Vascular 
invasion was reported on microscopic 
study in 15 per cent of the cases studied. 
During the past ten years the literature 
has contained numerous reports stating 
that papillary carcinoma of the thyroid 
behaves in a more benign manner than 
does carcinoma of the thyroid in which 
papillary formations are not present. 
Purely on the basis of my experience from 
the cases presented here, this is not the 
case. It has been my experience that 
papillary carcinoma of the thyroid will 
metastasize to distant sites, invade locally 
and disable or kill the patient just as effec¬ 
tively as does any other carcinoma. As 
for vascular invasion frequently described 
in the literature as a “hopeless” sign, 
indicating a case in which distant metasta¬ 
sis via venous channels is almost certain, 
I disagree. Of the 11 cases in this study 
in which vascular invasion had occurred 
prior to operation, there was only 1 in 
which distant metastases have developed. 

It is unfortunate that there are no symp¬ 
toms of carcinoma of the thyroid. Ma- 


Table 1. — Age and Sex 

Total no. of cases—67 
Average age—42 years 
11 patients under 20 

Youngest age, 5 Oldest age, 79 

Female patients—51 (76%) 

11 patients, or about 15%, showed true 

hyperthyroidism preoperatively_ 


Table 2. —Pathologic Picture 

Tyve So. of cases Z 

Papillary 

Adenocarcinoma 27\ 

Follicular carcinoma 7/ 

50.7 


Adenocarcinoma 

(without papillary formations) 15 22.4 

Follicular carcinoma 

(without papillary formations) 10 14.9 

Hurthle cell carcinoma 5 7.5 

Sclerosing carcinoma 2 3.0 

Squamous cell carcinoma 1 1.5 


Total 67 100 


Vascular invasion present in 11 cases, or 15%. 


lignancy may be present in a diffuse 
hypertrophy of the gland associated with 
hyperthyroidism. Carcinoma can be pres¬ 
ent in a multinodular goiter in a single 
nodule or may even present itself first as 
a metastatic lesion in the lateral neck. In 
twenty-six cases in this series, the initial 
finding was a solitary nodule. It is cer¬ 
tainly recognized that a solitary nodule 
of the thyroid gland, especially in those 
under twenty years of age, is suspicious 
of carcinoma. However, when we consider 
that forty-one cases in this series did not 
present a single nodule but presented 
either as a multinodular goiter involving 
one or both lobes or as a diffuse infiltration 
of the entire gland, one is led to believe 
that all enlargements of the thyroid gland 
must be considered as carcinoma until 
proven otherwise. The true nature of 
thyroid neoplasms can only be determined 
by surgical removal and microscopic 
examination. 

It should be emphasized that clinical 
examination of the thyroid gland by pal¬ 
pation is at best unreliable. In over 26 
per cent of the cases studied, nodules in 
the contralateral lobe not found by the 
examiner were discovered at the time of 
surgery. This unreliability extends to 
palpation in the lateral neck. In nearly 
25 per cent of our cases, grossly involved 
lymph nodes were found at surgery which 
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had gone undetected by the examining 
fingers. This fact alone should make one 
pause and reflect when one informs the pa¬ 
tient that there is no evidence of spread 
of the disease. 

The types of operation performed are 
shown in Table 4. With each passing year 
I have become more convinced that ag¬ 
gressive surgical treatment is necessary. 
In the light of present knowledge, lobec¬ 
tomy only is an inadequate operation for 
cancer of the thyroid. Those cases in which 
lobectomy was performed were either done 
in our earlier years or were cases in which 
the patient refused further surgery. 
Eightv-two per cent of my patients were 
subjected to total thyroidectomy with or 
without radical neck dissection. Total 
thyroidectomy is the minimal operation 
for carcinoma of the thyroid. In this 
study, 25 per cent of patients so operated 
showed carcinoma in the contralateral 
lobe. It is noteworthy that in seven cases, 
the operating surgeon performed a lobec¬ 
tomy and reported that the contralateral 
lobe was entirely normal to palpation. 
After a positive diagnosis of carcinoma 
had been established by histologic exam¬ 
ination the patient was subjected to total 
thyroidectomy. In each instance a focus 
of carcinoma was found in the lobe pre¬ 
viously deemed normal by the surgeon. 
Total thyroidectomy should, in our opin¬ 
ion, include (he removal of the sternothv- 
roid and sternothyoid muscles, extending 
laterally to the jugular vein and carotid 
artery and interiorly to the retrosternal 
space. This wide dissection is necessarv 
since lymph nodes often lie in the areolar 
ti'-s-ue above the superior and inferior 
thyroid arteries and in the retrosternal 
space. 

Since experience lias taught u^ that car¬ 
cinoma of the thyroid cannot be dealt with 
any ditTerently than carcinoma of the 
l ’ 1 ea-o or of the colon. \w <io not toji-itjer 
tota.l thyroidectomy a curative procedure. 


Table 3.- 

—Location of 

Tumor 


Location 


Xo. of cates 

fr 

One lobe 


34 

50.7 

Both lobes 


16 

23.9 

Isthmus chiefly 


11 

16.4 

Diffuse infiltration 

of gland 

6 

9.0 


Total 

67 

100 


26 cases of the tumor presented clinically as a 
solitary nodule. 


Table 4. —Types of Operation Performed 

Operation Xc 

K of casrg 

V 

Lobectomv onlv 

10 

14.9 

Isthmus and portion of each Jobe 

2 

3.0 

Total thyroidectomy onlv 

13 

19.4 

Total thyroidectomy and block 



dissection, one side onlv 

29 

43.3 

Total thvroidectomv and block 



dissection, both sides 

13 

19.4 

Total 

G7 

100 


Table 5.- 

—Postoperative Follow-Up 


Time interval finer 

operation 

So. oj cr.fr* 

Tc 

Under 5 years 


25 

37.3 

Over 5 years 


24 

35.8 

Over 10 years 


10 

14.9 

Deceased 


8 

12.0 


Total 

67 

100 


Prophylactic block dissection of the neck 
on the side in which the tumor was situ¬ 
ated was carried out in over 40 per cent 
of these cases. In 50 per cent of these, 
regional lymph nodes metastasis was 
found. In many instances no lymph nodes 
were palpable in the neck preoperatively. 
When lymph node metastasis was found, 
a second stage block dissection was car¬ 
ried out on the opposite side after an 
interval of two to three weeks. Unless 
obvious evidence of metastasis was noted 
during the dissection, the jugular vein 
and in some instances the sternomastoid 
muscles were preserved in order to les-ep 
the deformity and mortality. In over 20 
lK-r cent of such case.-, contralateral neck 
niei.i.-.a-fcs v.ere found. No operative mor¬ 
tality occurred from radical neck direc¬ 
tion. 


!..'.di'>:.c 1 r,c j jj 
b’ <:: cii'-apj.ojming 
bi-cau 1 -** of the log. 


• <l :t ) therapy has 

in the past, primarily 
P-rc<-ntage of uptake 



Deutsche Abteilung 


Das Postcholecystektomie^Syndrom 

(The Postcholecystectomy Syndrome) 

E. KAISER, M.D. 

ZURICH, SCHWEIZ 


N ACH gewissen Operationen treten ge- 
legentlich Nachkrankheiten auf, die 
eine direkte Folge des Eingriffes sind 
und die mit dem operativ angegangenen 
Leiden keinen Zusammenhang haben. Der 
Prototyp einer solchen postoperativen 
Krankheit ist das Dumping-Syndrom nach 
grossen Magenresektionen. Weitei'e Bei- 
spiele sind die latente oder manifeste 
Ateminsuffizienz nach Lungenresektionen 
und die Oesophagitis nach Resektionen an 
Cardia und Speiserohi-e mit nachfolgender 
Oesophagogastrostomie. 

Man spricht heute auch von einem Post- 
cholecystektomie-Syndrom und versteht 
darunter Beschwerden nach der Entfer- 
nung der Gallenblase, ohne dass damit zu- 
nachst iiber deren Aetiologie etwas aus- 
gesagt wird. Fur den Chirurgen ist aber 
eine aetiologische Aufspaltung dieses Syn¬ 
droms eminent wichtig, vermittelt doch 
nur sie ihm einen tieferen Einblick in das 
Wesen der Storung und damit auch die 
Moglichkeit zu ihrer Vermeidung. Nach 
der Literatur soil das Syndrom in 5-40% 
aller Operierten vorhanden sein, so dass es 
zweifellos wichtig ist, sich mit ihm zu be- 
fassen. 

Theoretisch kommen d r e i Ursachen- 
gruppen in Frage: 

1. Yorbestandene Erkrankungen im Zu¬ 
sammenhang mit dem operierten Leiden, 
die durch die Operation nicht geheilt wer- 
den konnten. 


Aus der Chirureischen Abteilune (Chcfarat: Dr. E. Kai¬ 
ser) des Stadtspitals \Vaid. Zurich. 

Submitted for publication May 1, 1958. 


As a result of the reexamination of 
220 patients who had undergone op¬ 
erations on the gallbladder not less 
than a year and a half earlier, the 
author presents a thoroughgoing 
analysis of the results. He empha¬ 
sizes the importance of radiomano- 
metric study during the operation, 
which, together with cholangio- 
graphic investigation, makes it a 
rare occurrence for stones to be left 
behind in either the cystic duct or 
the common bile duct. Overlooked 
stones and pathologic conditions in 
the bile ducts therefore command 
less concentrated attention from the 
surgeon than do hepatic changes 
that existed prior to operation, espe¬ 
cially cholangitis, interstitial hepa¬ 
titis and the various types of cirrho¬ 
sis. Since these diseases are most 
frequently due to long-standing dis¬ 
ease of the gallbladder, they should 
prove preventable, in many cases, 
by surgical intervention before com¬ 
plications occur. Absolute contrain¬ 
dications, such as extreme age, arte¬ 
riosclerotic dementia and extraordi¬ 
nary obesity, are still valid except 
when the severity of the symptoms 
make operation unavoidable. 


2. Vorbestandene Oder nachher aufge- 
tretene Krankheiten ohne Zusammenhang 
mit dem operierten Leiden. 
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3. Direkte Operationsfolgen (Postchole- 
cystektomie-Syndrom im engeren Sinne). 

Wir haben versucht, uns ein Bild zu 
machen iiber die Haufigkeit und die Aetio- 
logie der Beschwerden nach Cholecystek- 
lomie anhand von Naehuntersuchungen bei 
220 Patienten, deren Gallenblasenopera- 
tion mindestens V/i Jahre zuriicklag. 1 

Die zur Beurteilung des Einzelfalles her- 
angezogenen Unterlagen sind folgende: 

a) Die Spitalkrankengeschichte inkl. 
Operationsbericht. Der Ietztere gibt 
in jedem Fade, zusatzlich zu der Be- 
schi'eibung des Zustandes der Gallen- 
blase und der Teehnik des Eingriffes, 
Auskunft iiber die Bakteriologie der 
A- und B-Galle, die Manometrie des 
Choledochus und die Cholangiographie 
durch eine via Cysticus in den Chole¬ 
dochus vorgeschobene geknopfte 
Nadel, die Hislologie der Leber an¬ 
hand ciner ausgiebigen Probeexzision, 
sowie iiber den Befund an Hiatus 
(Hernia diaphragmalica), Magen, 
Duodenum und Pancreas. 

b) Ein Fragebogen, der an alle Patienten 
versandt wurde mil Fragen nacli All- 
gemeinzustand, Koliken, Scbmerzen, 
Fieber, Gelb>ucht, anderen Erkran- 
kungen, Diat und Nahru»g=mittel- 
ompfindlichheil anhand einer detail- 
lierten AuLtoIIung. 

c) Eigene Naehuntersuchungen. nenn 
ein Fall nicht ab=olut klar v.ar. Etna 
30 Patienten warden klinFch noch- 
mals durclumter-ucht. weitere 13 am¬ 
bulant. 

lhi der Au-ueriung der Ite-ultate 
"eiglin sieli ‘•nfurt zv ei Scbwit ripkcitui: 

1. Viele Patient) n gain n Ft t*( mpfmd- 
l'uhlait (ohne Schnu r/< n!) aL tin/ige 
Pa^rhutide an Die FetiempfindlichJ-* it 
1 ann nun alnr iml.t ohie v ( it< rt - : 1- 

cb.ir..M< ii-M-. h im < m L '•» i-C p. >,v . g~- 
!i d'li ..tigt-thuldig* wtiibn. < ! a v :r b<. 
di r VsiSt i -nr' one \ i>u ion ... ,i,,, ’,i, 

i. -• • . . . i. 


KAISER: D4S POSTCHOLECYSTEKTOMIE SYNDROM 

schen in 27% Fettempfindlichkeit ange- 
troffen haben und in 6% von diesen auch 
noch Empfindlichkeit auf Siissigkeiten vor- 
handen war. Es ist immerhin moglich, 
dass ein Teil unserer Patienten sich aus 
dieser Gruppe der 27% Fettempfindlichen 
rekrutierte. Dem entspricht ja auch. dass 
sehr viele unserer Patienten angaben, 
schon vor der Operation, ja sogar seit ihrer 
Kindheit fettempfindlich zu sein und dass 
in ihrer Familie Fettempfindlichkeit erb- 
lich sei. Immerhin miis=en Fermentinsuf- 
fizienz, dyspeptische und allergische Er- 
scheinungen, Dyskinesie als psychogener 
oder bedingter Reflex nach abgelaufener 
Gallemvegserkrankung in Frage gezogen 
werden. 

2. Die Bciirtcilvvg der hMologischcn 
Prdparatc. 

Hier machte die Beurteilung der Fettin- 
filtration, re=p. fettigen Degeneration 
Schwierigkeiten. Wir wis«en, dass Fett 
als Transportfett in alien Richtungen von 
der Resorption zum Verbrauch oder in« 
Depot oder vom Depot zum Verbrauch 
immer die Leber zu pa^sieren hat, so da== 
eine gewi==e Fettinfiltration in den L°ber- 
zellen zum Normalen gehort. Wir konnen 
a Do eine Fetteinlagerung in den Leber/el- 
len nur dann*al< pathologi=li bezeichnen. 
wenn auch noch andere Zeiclien ciner De¬ 
generation \orhanden sind. 

Wir n hii lt(» ioh]<ndc ; 

1. Von den 220 nachunter-tiditt n P.di- 
enten (100 Frauen und 30 Mann< rn) full- 
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Schmerzen, 4 Blahungen, 1 Fieber, 1 
Icterus. 

Fast alle diese Patienten sind auch fett- 
empfindlich (54), so dass insgesamt 98 von 
220 Patienten iiber eine Fettempfindlich- 
keit ldagen, deren Ursache im Einzelfall 
abzukliiren kaum mogJich ist. 

Die genauere, meist ldinisch durclige- 
fiihrte Abklarung der 55 sich noch krank 
fiihlenden Patienten ergab folgende Unter- 
gruppierungen: 

a) Patienten, deren Beschwerden nicht 
im Zusammenhang mit dem operierten 
Gallenleider stehen (39 Patienten) : 

1. Schwachezustaml nacli infektioser 


Hepatitis innerhalb einer kleineren 
Epidemie . 2 

2. Anacide Gastritis (einmal kombi- 

niert mit schwerer Osteochondrose 
dev Wirbelsaule, einmal mit Duode¬ 
nitis und Duodenaldivertikel). 2 

3. EosinophiJe Antrumgastritis und 

eosinophiler Antrumpolyp . 1 

4. Dyspeptische Storung bei Diabetes 

gravis . 3 

5. Zu enger Anus praeter (wegen rezi- 

divierenden Darmproiapses von an- 
derer Seite angelegt). 1 

6. Schmerz der Coecalgegend nach 

Appendicitis. 1 

7. Neigung zu Gastroenteritis (als 

Kolik bezeichuet) . 1 

8- Dyspepsie bei enormer Adipositas.... 1 

9. Diabetes (+ "Herzasthma” des 
Mannes) . .........T. . 1 

10. Chronische Nephritis . 1 

11. Chronische Poll arthritis . 1 

12. Spastische Obstipation . 1 

13. Irreponible Femoralhernie . 1 


14. Migriine . 2 

15. Meniere. 2 

16. Asthma bronchiole + Taenia sagi- 

nata . 1 

17. Herzleiden . 2 

18- Thrombose . T 

19. Essentielle Hypotonie . 1 

20. Osteochondrose der Lendenwirbel- 

saule (einmal -f Analekzem). 2 

21. Unabklarbarer Schmerz unter dem 

Xiphoid .-. 1 

22. Allgemeine Miidigkeit, Nerven- 

schmerzen, Depressionen, neuro- 
tische Symptome, klimakterische 
Beschwerden (1 davon in Depres¬ 
sion [vorbestanden]) . 

39 

b) Bestbeschwerden im Zusammenhang 


mit dem operativ angegangenen Lei¬ 
den (16 Patienten) : 

1. Uebersehenes Pancreaskarzinom 
(zumichst als Papillitis operiert, 1 
Jahr spater Probelaparotomie: in- 
operables Pancreaskarzinom; unter- 


dessen an Metastasen gestorben).... 1 

2. Gallenblasenkarzinom; unterdessen 

an Metastasen gestorben. 1 

3. Cholangitische Symptome (1 X mit 

pankreatitischen) . 2 

4- Cholangitische Cirrhose (gestorben) 1 

5. Papillitis stenosans bei der Opera¬ 

tion iibersehen, jetzt nachopericrt 
und beschwerdefrei . 1 

6. Unbestimmte Schmerzen in der Le- 
bergegend und Fettempfindlichkeit.. 8 

7. Kleine Narbenhernie . 1 

8. Schmerzen und hie und da eine Ko¬ 

lik, wahrscheinlich infolge Dystonie 
der Gallenwege . 1 


16 

IV. Von den 36 Papiliitiden dieser Serie 
fiihien sich 15 (12 Frauen und 3 Manner) 
ganz gesund und essen alles. Unter diesen 
sind auch ganz schwere Formen. 5 fiihien 
sich gesund, essen aber noch mit Ein- 
schrankung. 

16 Frauen fiihien sich noch nicht gesund. 
10 davon leiden aber an anderen Erkran- 
kungen ohne Zusammenhang mit dem Gal- 
lemvegssystem. Die iibrigen 6 kiagen 
iiber Koiiken (3), Schmerzen (6), Fett¬ 
empfindlichkeit (4), Fieberschiibe (1), 
Blahungen und Aufstossen (2). Nur bei 
einer dieser Frauen konnte die Diagnose 
mit Sicherheit auf Cholangitis und Pan¬ 
creatitis chronica gestellt werden. Von 
diesen 6 Patientinnen sind 3 supraduode¬ 
nal anastomosiert worden, 2 transduode- 
nal sphinkterotomiert, eine Papille wurde 
gedehnt. Die kleinen Zahlen erlauben 
selbstverstandlich k e i n e Stellungnahme 
fur oder gegen die einzelnen Verfaliren. 

v. Bakteriologie.- In alien Fallen war¬ 
den A- und B-Galle getrennt bakteriolo- 
gisch untersucht. Es lvurden im ganzen 
60 positive Befunde erhoben, die sich wie 


2. Hygieneinstltut der Universitat Zurich, Vorsteher Prof. 
Mooser. 
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folgt verteilen: 

49mal war die A-Galle infiziert, mit: 


Escherichia coll 17mal 

Escherichia eoli a- Enterokokken 4ma! 

Enterokokken Gmal 

Enterokokken — Subtilis 3mal 

Dissoziierten Stapht lokokken imal 

Di c so7iierten Stapht lokokken — 

Streptokokkus non haemoltticus 2mal 

Streptokokkus non haemolj ticu« gmal 

Proteus tulgaris 2mal 

40mal stimmten die Befunde in der 


A-Ga'le mit denen der B-Galle iiberein. 
Gmal war die B-Galle steril, wahrend die 
A-Galle infiziert war. In 3 Fallen von 
Papillitis war die Gallenblase fruher ent- 
fernl ttorden. 

In 11 weiteren Fallen war die A-Galle 
steril, in der B-Galle fanden sich Escheri¬ 
chia coli, Enterokokken, Staphvlokokken, 
bzw. Streptokokkus non haemolyticus. 

Von den 49 Patienten mit infizierter 
A-Galle sind 29 gesund (8 da\on hatten 
cine Papillitis stenosans), 8 mit Einhal- 
tnng von Dint gesund (1 Papillitis). 7 
Patienten sind krank au« Grunden, die 
nichl mit der Gallenblasenoperation zu- 
s.ammenbanpen und 3 zeigen noch Svmp- 
lome einer Gallenwegs G ikrankting (-‘5 da- 
ton Papillitiden). Bei 11 ton den 12 Pa¬ 
tienten ails der Gruppe der Papillitis lajren 
ploich/eitip schttere Leherverandertingc n 
tor. Von den tibrigen 37 Operierten dieser 
Serin batten 17 ebenfalls scbtteie L r, ber- 
tciandcnmpen, ton denen sj c h brute 10 
resiind ftiblen. 2 tteiteie pe-umi. ttenn sie 
Di.it balttn, ttahrend 1 aus andeien Grun- 
doii ki.ink sind und 1 schhes-lich an thol- 
• inpit 1 st liei Ciri hose yestoi bi n is| 

Du* 11 Patientinnr n, b<n dtmn v ir nur 
.tiis dir Gallenblase Bahleibn p< tt.iiin'n, 
sind jm -nnd, 3 alltidinp' nur, v i mi sj. 
t* I'o S]H ,'i n int idt n 

\ l /’ i* / <>/<•»/* i /1 11 ( 'm 11 l!i i li'i P. . 

ti' nl' n i ill"' n t\ir !>'}'' "'h j it 1 >!<>,•.‘■e 1 * 

1 0 ib lie i’i * 


Chronische Cholangitis 20 

Cholangitische Cirrhose - 5 

Chronische interstitielle Hepatitis 24 

Schttere Cholostase — Verfettungr 4 

Tettcirrhose 2 

Leheisklerose 4 

Schtterer Parenchymschaden (— Skle- 
rose) „ G 

In«ulare Cirrhose 2 

Haemosidero'e bei Kugrelzellanaenne 1 


Metastasen bei Gallenblasenkarzinom 1 

69 

Diese Befunde verteilen sich auf die ein- 
z.elnen Patientenkategorien wie folgt: 

1. Von den 16 Patienten, deren Be- 
schwerden auf ein restierendes Gallenlei- 
den hinweisen, hatten: 


Chionisclie Cholangitis 5 

Cholangitische Cirrhose (1 gestorben) 3 

Chrom=che interstitielle Hepatitis 3 

Lebersklei ose 1 

Schtterer Paienchtm^chaden und mtra- 
lobulare Sklero c e 1 

Metasta=en ton Gallenbla c enkarzinom 
(gestorben) 1 


14 

Die Patientin. die eine ubersehene 
Papillitis hatte, war ohne pathologDchen 
Leberbefund. Beim letzten P a t i e n t e n 
dieser Kategorie handelte es sich um das 
tiber«ebene Pancreaskarzinom. 

2. Von 39 Patienten, deren jetzige Be 
cchtterden sicber nicht mit den Gallen- 
ttegen zusammenhangen, hatten patholu- 
gisebe Leberbefunde: 


flnonisthi Cholangitis 1 

Cholangitl-chc Cnrho f 1 

Interstitu 11c IP p it it j ^ 

I'cttfirihosi ] 

Is 1 < rsl lc rn c 1 

Sc-h’tctcr Parctrhtm ol nln 1 

He mi uh re < la i Kugc’-illn i inn 1 


1 t 

3. \'on cicii 19 P.tiicntrn. die subn<ti\ 
geheilt snid. ab*o ft tti mpfindlu h bln be n, 
ttii'fn inir.i op r.ttioiii m p ,*,’m h pi <>< 
Is !>• ri>< fundi auf: 
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4. Garkeine Beschwerden melir haben 
31 Patienten mit pathologisehen Leberbe- 
funden intra operationem. Diese 31 Fade 
wiesen bei der Operation folgende Leber- 
befunde auf: 


Chronisclie Cholangitis.11 

Cholangitische Cirrhose . 1 

Hepatitis interstitialis .13 

Cholostase + Verfettung.. 2 

Fettcirrhose. 1 

Lebersklerose ._. 1 

Insulate Cirrhose . 2 


31 

5. Von den 36 Patienten mit Papillitis 
stenosans wiesen auf: 

a) Von den 15 klinisch geheilten: 


Interstitielle Hepatitis . 5 

Cholangitis chronica ... 1 


6 

b) Von den 15 Patienten, die sich zwar 
gesund fiihlen, aber fettempfindlich 
sind oder an einer anderen Erkran- 
kung leiden : 


Chronische interstitielle Hepatitis. 2 

Cholangitische Cirrhose . 1 

Fettcirrhose. 1 

Parencliymschaden . 2 

Fettige Degeneration + Cholostase. 1 


7 

c) Von den 6 noch sicher kranken Pa¬ 
tienten : 


Cholangitis interstitialis . 3 

Chronische interstitielle Hepatitis. 1 

Sc'nweren Parencliymschaden . 1 


5 

Diesen 69 Patienten von 220 = 32% mit 
pathologischen Leberbefunden stehen bei 
Probelaparotomien wegen unldarer Ober- 
bauehbeschwerden, ohne Befund an den 
Nachbarorganen, nur 10% pathologische 
Leberbefunde gegeniiber, die zudem mog- 
lieherweise fiir die geklagten Beschwerden 
massgebend waren. 

vil. Patienten mit Steinen im Chole- 
dochus. 

38 Patienten waren Choledochusstein- 
trager: 20 fuhlen sich gesund, 9 davon sind 


operier Papillitiden. 8 sind gesund mit 
Einschrankung (d.h. fettempfindlich), 3 
davon flatten efne Papillitis. 10 fuhlen sich 
nicht gesund, 7 davon sind Papillitiden 
(allerdings sind 3 dieser 10 krank aus 
Griinden, die nicht mit der Leber oder den 
Gallenwegen in Zusammenhang stehen, 
davon 2 Papillitiden). Von den 3 Nicht- 
Papillitiden dieser letzten Gruppe hatte 
eine insulare Cirrhose + Escherichia coli 
in der A-Galle, die andere Escherichia coli 
in der A- und B-Galle, die letzte ist herz- 
leidend, also krank aus “gallenfremden” 
Griinden. 

Bei den Patienten mit Steinen im Chole- 
dochus wurden schwere Leberbefunde 
19mal erhoben, 10 davon hatten gleich- 
zeitig eine Papillitis. Weitere 8 Patienten 
dieser ICategorie ohne schwere Leberbe¬ 
funde hatten bakteriologisch eine Cholan¬ 
gitis. 

Bei einer choledoehusdrainierten Frau 
haben wir einen Papillenstein iibersehen. 
Er konnte aufgelost werden. 

ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNG 

Wir haben 220 gallenblasenoperierte 
Patienten nachuntersucht, deren Opera¬ 
tion mindestens 1 Y* Jahre zuriicklag. Ihr 
heutiger Gesundheitszustand wurde mit 
dem intraoperativen Status verglichen, 
ganz besonders mit dem bakteriologischen 
Befund der A- and B-Galle, dem patholo- 
gisch-histologischen der Leber und den 
Verhaltnissen am Choledochus (Steine, 
Papillitis stenosans). Diese Untersuchun- 
gen fiihrten zu folgenden Feststellungen: 

1. Von 200 gallenblasenoperierten Pati¬ 
enten fiihlten sich, 1 i/o bis 3 Jahre nach 
der Operation, 165 (75%) gesund, wobei 
44 (20%) ihre Fettempfindlichkeit nicht 
als Kfankheit empfinden. 121 (55%) essen 
alles. 

2. 55 Patienten (25%) fiihlen sich noch 
krank, 54 sind auch fettempfindlich. 39 
(17,7%) leiden an Erkrankungen, die 
nichts mit dem operierten Leiden zu tun 
haben und 16 (7,3%) an Restbeschwerden 
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in Zusammenhang xnit dem angegangenen 
Leiden. Von diesen letzteren hatten 13 
einen sehweren Leberbefund, bei einer 
weiteren Patientin handelte es sich um ein 
Gallenblasenkarzinom mit Lebermetasta- 
sen. Bei der 15. haben wir eine Papillitis 
stenosans iibersehen und spater nachoperi- 
ert, veorauf die Patientin gesund Avurde. 
Der 16. Patient hatte ein iibersehenes Pan- 
ereaskarzinom und starb spater an Leber- 
metastasen. 

3. Bei 90 Patienten (41 wurde intra 
operationem entweder eine schvrere patho- 
logische Leberveriinderung (69) oder ein 
bakteriologischer Befund in der A-Galle 
(49) erhoben. 28mal lag eine Kombination 
beider Befunde vor. 

4. Die hauptsiichlichten Erreger sind: 
Escherichia coli, Enterokokken, Strepto- 
kokken und Staphylokokken. Die Avichtig- 
sten Leberveriinderungen sind: Die 
Cholangitis chronica, die Hepatitis inter- 
stitialis und die verschiedenen Cirrhose- 
formcn. 

5. Die Zahl von nur 16 (7,3 ^c) von 220 
Patienten mit Restbeschwerden (sofern 
man die Fettempfindlichkeit nicht al? 
solche betrachtct), die mit dem Gallen- 
leiden in Zusammenhang stehen, zeigt. 
dass auch schwerste Infektionen und 
Ix-bervovandcvungen. vie z.B. bei Papilli¬ 
tis, Choledochiisstoinen, Cholangitis etc.. 
kliuisch in cinern grossen Pi'ozentsatz 
ausheilen kbnnon. 

6. Zuruckgelas-one, vergessene St cine 
ini Cypticus oder Clioledoclms kommen 
bento, dank der intraoperativen Tladio- 
nianometrie. praktisch kaunx nxehr vor. 
Ib'e-e 1 attache i<t hauptsachlich daran 
sehuld, da-- die po-toperativen Rosultate 
tie-M-r *>ind al- jrnher. Das Vorhanden-ein 
von ( ho!edoehii"P ine:i gild ab**r andivr- 

it- i'iui ti Hinv.ei' darauf. da-- -;eb. 
um < in' n '.IgA. n n Fa!! l ande’,:. <-. r tin- 
g< uaiie in'-r..";- r.-.tive Ah- Inning v:-n. 
:Te! arkvi'l. 

7. Da- 1 i ■ ..el < d' r IP - bv, < n r:.rb. 


KAISER: DAS POSTCHOLECVSTEKTOMIE SYNDROM 

Cholecystektomie haben sich, sofern sie 
iiberhaupt in ursachliehem Zusammenhang 
mit dem Gallenleiden stehen, infolge der 
Cholangiographie und der Manometrie der 
Gallenwege verlagert. Es sind nicht mehr 
die iibersehenen Steine oder pathologische 
Veranderungen an den Gallengangen, die 
im Vordergrund stehen, sondern die vor 
der Operation bastandenen Veranderungen 
an der Leber, ganz besonders die Cholan¬ 
gitis, die interstitielle Hepatitis und die 
Cirrhosen in ihren verschiedensten For- 
men. Da es sich bei diesen Erkrankungen 
meist um Folgen eines lange bestehenden 
Gallenleidens bandelt, sollte ein Grossteil 
davon durcli die Fruhoperation vermieden 
Averden konnen. Das soil selbstverstiindlich 
nicht lieissen, dass jeder Gallentein ope- 
riert Averden soli. Absolute Kontraindika- 
tionen, Avie Herzdekompensation, frischer 
Infarkt, dekompensiertes Niei-enleiden 
und l'elath-e Gegenanzeigen. Avie holies 
Alter, arteriosklerotische Demenz, ausser- 
gewohnliche Adipositas behalten ihre Gtil- 
tigkeit auch heute noch, vorausgesetzt, 
dass der EingritT Avegen der Beschwerden 
nicht unveiTneidbar ist. Ganz genei'ell 
kann aber axis diesen Untersuchungen ge- 
folgert AA-ei'den, dass die Resultate der 
Gallenblasenoperationen (lurch die Fi’iih- 
operation, d.h. vor dem Auftreten a’oii 
Komplikationen, Aveiter verbessert Averden 
kiinnen. 

SUMMARY AND CONCLUSIONS 

Two hundred and twenty patients who 
had undergone operation on the gallblad¬ 
der not less than a year and a half earlier 
Avcre re-examined. Their pre-mit condition 
Avas compared Avith that ob-orved at oper¬ 
ation, partic ularly with r< yard to {}'.>■ bac- 
toriologic pirtun- in the A-bih- an'i tin- 
B-bi’.c. to the bi'tojiatb'di.gjf 
liver, and t<- to- c*' < r:-1 It: • of tl.e c< rr: 
bile dtai ::tp:bi’:-l. 

Ti.- <■ ir.\, tig:.’:-.:.- !. * 
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1. Of 220 patients, 165 (75 per cent) 
had felt well for one and one-half to three 
years after the operation. Forty-four (20 
per cent) did not consider their sensitivity 
to fat a disease. One hundred and twenty- 
one (55 per cent) ate anything. 

2. Fifty-five patients (25 per cent) still 
feel sick, and 54 are, in addition, sensitive 
to fat. Thirty-nine (17.7 per cent) suffer 
from diseases not related to the condition 
for which they were operated upon, and 
16 (7.3 per cent) have residual discomfort 
associated with the treated condition. 
Thirteen of the latter group showed seri¬ 
ous liver conditions, and 1 additional pa¬ 
tient, a woman, suffered from a carcinoma 
of the gallbladder with metastases to the 
liver. In the fifteenth patient stenosing 
papillitis was overlooked and treated sur¬ 
gically later, which resulted in recovery 
of the patient. The sixteenth patient, a 
man, had carcinoma of the pancreas, which 
was not recognized. He died later of metas- 
tasss to the liver. 

3. In 90 patients (41 per cent) with se¬ 
vere pathologic hepatic changes (69) all 
bacteriologic abnormalities in the A-bile 
(49) were discovered at operation. A com¬ 
bination of the two conditions occurred 
28 times. 

4. The main microorganisms are Esche¬ 
richia coli, enterococci, streptococci and 
staphylococci. The most important hepatic 
changes are chronic cholangitis, intersti¬ 
tial hepatitis and the various types of 
cirrhosis. 

5. The fact that only 16 of 220 patients 
(7.3 per cent) had residual complaints 
connected with the cholecystic disease (if 
one disregards fat sensitivity as such) 
indicates that even the most severe infec¬ 
tions and hepatic changes, such as papil¬ 
litis, common bile stones or cholangitis, 
may be clinically cured in a high percent¬ 
age of cases. 


6. Thanks to radiomanometric examina¬ 
tions during operation, it seldom happens 
nowadays that stones are left behind in 
the cystic duct or the common bile duct. 
This explains, mainly, the improvement of 
postoperative results as compared with 
those obtained earlier. On the other hand, 
the presence of stones in the common bile 
duct indicates that one is dealing with a 
serious condition that requires thorough 
investigation in all directions during the 
operation. 

7. As a result of cholangiographic study 
and of manometrie examination of the 
bile paths, a change in evaluation of the 
causes of complaints following cholecys¬ 
tectomy has evolved in those cases in 
which the complaints have any etiologic 
relation with the cholecystic disease. The 
overlooked stones or the pathologic 
changes in the bile ducts are no longer in 
the foreground of consideration; rather, 
attention is centered on the hepatic 
changes that existed prior to the operation, 
especially cholangitis, interstitial hepatitis 
and the various types of cirrhosis. Since 
these diseases are most frequently the re¬ 
sults of cholecystic disease of long dura¬ 
tion, a great number of them should be 
preventable by early surgical intervention. 
This, of course, does not mean that every 
gallstone indicates operation. Absolute 
contraindications, such as cardiac decom¬ 
pensation, recent infarction and decom¬ 
pensated renal disease, and relative 
contraindications, such as old age, arterio¬ 
sclerotic dementia and extraordinary obes¬ 
ity, are still valid todav, except when 
surgical intervention cannot be avoided 
because of the severity of the symptoms. 
Generally these investigations permit the 
conclusion that the results of cholecystic 
surgical treatment may be further im¬ 
proved by early intervention, before com¬ 
plications occur. 
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Sezione in italiano 


Esperienze Cliniche con il Micoren, 
Um Nuovo Farmaco Analettico 

(Micoren: A New Analeptic Drug) 

ANGELO DOMENICO CATTANEO, M.D. 

PARMA. ITALY 


I NARCOTICI producono sul sistema 
nervo : o centrale una serie di modifica- 
zioni che interessano l’attivita senso- 
riale (blocco degli impulsi afferent!), 
l’attivita motoria (blocco degli impulsi 
efferent!), l’attivita riflessa (blocco del 
riflessi) e 1’attivita mentale (produzione di 
sonno). 

1 narcotici producono cioe una condi- 
z’one definita 'depressione del sistema ncr- 
voso centrale' die e ]iiii o meno grave a 
seconda della dose del narcotico. e nella 
quale il centro respiratorio e uno dei primi 
a diventare depresso. 

La causa di questa depressione e il dis¬ 
til rbo dei processi metabolici intra-cellu- 
lari, che, per tornare normali. presuppon- 
gono la rimozione dd tossico e 1’assenza 
di le-ioni anatomiche irreversibili. 

Nel ca'-o dei narcotici volatili la rin:o- 
zione avviem* nudiante la respirazione, 
cioe lo stabilir'-i di nil gradiente di pro.— 
sinne Ira le cellule. il ^angue. 1’aria alveo- 
lare e qudla atrno-ferica. nn-ntre nel ca-o 
dd narcotici mm-vdalili la p"s-ibilita di 
ripre-a v iinicarni'iiti' do\uta alia capacit.'s 
dt'ir<>rg.ini-ni<* di inatti'.arc o diminare i! 

farniai", 

Attualna t -i-tnuii due t* i.d* n/e 
1” ’did.<- p< i il ti..!-*:!.* i.t" d<! -up- r d> 


Micoren, a new analeptic drug, 
was eilicacious in 436 cases in 
which the patients were subjected to 
surgical operations with anesthesia 
of various types. In 12 ether cases 
it was used, also with sat'sfaclory 
results, in combination with mor¬ 
phine for the control of postoperative 
pain. 

In appraisal of the analeptic effect 
of Micoren. data of the utmost impor¬ 
tance were obtained, both in deter¬ 
mining the depth of anesthesia pri¬ 
marily and after the use cf Micoren 
and in establishing the degree of 
hypoxia present. 


nel tempo dovuto. la droga si elimina da. 
sola a patto che la eimdazione sin so-tc- 
nuto e la ventilazione adeguatanvnte man* 
tenuta (terapia coii'-erva.tiva). 

La seconda inv* ce propone 1’u-o di far¬ 
med stimol.-.nti il si-P-ma u-r.o-** c n- 
tralc. ci<->- gli anal* ‘.tic i. 

Va d*-it<> eh*- la *r.:.ggi"r. Pd). 
o;drii":ii *-pr* - * i^r-ahr. *:;:>■-•* -> < • 

3* ili * ') D. y,y, -« 

N;‘• t ; : v y ? *. " y - ; . 
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essere notevolmente inferiore al 10%, cioe 
alia media dei casi analoghi trattati con 
analettici. 

Locket and Angus 2 affermano addirit- 
tura che con queste sostanze il medico non 
tratta l’intossicazione barbiturica, ma mi- 
sura la tolleranza dell’organismo umano 
ai convulsivanti, e secondo Filomeni* l’im- 
ponente lavoro compiuto in un trentennio 
da chimici e farmaeologi ha dato risultati 
notevoli dal punto di vista teorico, rive- 
lando i repporti esistenti fra struttura 
chimica ed azione analettica, ma risultati 
molto meno importanti dal punto di vista 
pratico, perche nessuno dei numerossisimi 
composti sintetizzati finora e risultato piu 
vantaggioso dei due preparati fondamen- 
tali, Niketamide e Metrazol. 

In riassunto le critiche mosse agli 
analettici sono le seguenti: 

1. II soggetto depresso da un narcotico 
e suecessivamente trattato con un analet- 
tico deve provvedere ad eliminare due 
tossici inveee di uno solo. 

2. Dopo il periodo di stimolazione segue 
sempre un pex-iodo di depressione. 

3. Con gli analettici si viene ad aumen- 
tare il consumo di Ossigeno in un paziente 
depresso, e quindi in ipossia. 

4. Esiste una notevole intensity e va¬ 
riety di fenomeni secondari (nausea, 
vomito, tremori, convulsioni, iper-tensione 
arteriosa) dovuti alia molteplicita dei 
punti di attacco degli analettici. 

5. Ove maggiore e la necessity di stimo- 
lare (depressioni gravi), minore e l’effica- 
cia degli analettici e maggiore la proba¬ 
bility di convulsioni. 

6. La durata d’azione degli analettici e 
sempre piu breve di quella dei narcotici, 
risultandone quindi una situazione molto 
simile a quella della Prostigmina nei con- 
fronti del Curaro. 

7. Gli effetti stimolanti sono incostanti 
e le reazioni collaterali imprevedibili. 

Prese in considerazione le principali 
critiche mosse agli analettici, bisogna 


anche riconoscere che esistono diversi 
errori di valutazione nei rapporti clinici 
(Eekenoff et al 5 ), che si possono cosi rias- 
sumere: 

1. Insufficiente chiarificazione nei ri- 
guardi della funzionalita renale. 

2. Insufficiente chiarificazione nei 
riguardi delle condizioni anatomo-patolo- 
giche degli organi (l’edema cerebrale nel- 
1’intossicato da barbituric! e, ad esempio, 
quasi sempre seguito dalla morte). 

3. Insufficiente chiarificazione nei ri¬ 
guardi dell’intervallo tra l’inizio della som- 
ministrazione dell’analettico e l’inizio del 
trattamento complete (ossigeno-terapia, 
lavatura gastrica, antibiotici, ecc.). 

4. Azione sinergistica tra piu narcotici. 

5. Super-stimolazione con gli analettici. 

Oltre a questo noi desideriamo fare 

osservare due altri aspetti del problema: 

1. La valutazione clinica di un analet- 
tico in base alle modificazioni indotte sul 
respiro, sul polso e sulla pressione arte- 
l’iosa e insufficiente. Le modificazioni della 
respirazione sopratutto debbono essere 
valutate con cautela. 

L’omeostasi respiratoria, in condizioni 
normali, puo essere infatti definita in ter¬ 
mini di ventilazione alveolare (Tenney 0 ), 
essendo la vetilazione alveolare uguale al 
volume espirato meno la ventilazione dello 
spazio morto. 

La tensione di C0 2 nell’aria alveolare 
varia in ragione inversa della ventilazione 
alveolare e rappresenta il segno piii sicuro 
degli effettivi cambiamenti della respira¬ 
zione. 

Data questa situazione e difficile trarre 
delle conclusioni da dei dati che indicano 
solo il cambiamento nei volume/minuto e 
nella frequenza sotto una droga. 

Occasionalmente quello che puo sem- 
brare 'un effetto stimolante e proprio 1’op- 
posto, perche se la frequenza e aumentata 
proporzionalmente piu del volume espi¬ 
rato, soltanto lo spazio morto e piu venti¬ 
late. 
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CATTANXO: MICOP.EX 


E’ anche meno conosciuto che molte 
sostanze studiate per la loro influenza sul 
sistema respiratorio hanno anche signifi- 
cativi effetti sul metabolismo e possono 
modificare il consumo di ossigeno e l’eli- 
minazione di C0 2 . 

Se i meccanismi di regolazione della 
respirazione funzionano adeguatamente, la 
ventilazione alveolare si accomoda ad un 
nuovo livello in cui la tensione di C0 2 e 
immutata e quindi, per definizione, non vi 
e ne stimolazione, ne depressione della 
respirazione. Chi registra i fenomeni 
esterni della respirazione osservera tutta- 
via profondi cambiamenti nel volume/mi- 
nuto e nella frequenza respiratoria, ma la 
tensione di CO- nell’avia alveolare e nel 
sangue arterio^o rimane invariata. 

Nelle nostre valutazioni abbiamo dato 
la massima importanza all'elettroencefalo- 
gramma. che e un mezzo di indagine pre- 
ciso cd immediato, e che offre un quadro 
accurato del metabolismo cerebrale. 

2. Depressione del Sistema Xervoso 
Centrale significa invariabilmente ipossia. 
cd il grade di questa ipossia e un fattore 
fomlamentale per la possibility di guari- 
gione, sopratutto quando il sistema ner- 
vo«o centrale e stimolato con gli analetici. 
e quindi il suo consumo di ossigeno 
aumenta. 

Que-ta condizione e importante da co- 
no^cersi per evitare lo convulsioni da 
analettici. 

Clinicamente si ammette (Hoflclmer) 
die una condizionc di ipossia silentc sin 
ben bdlerala senra «egni manife^ti di 
datum rt rebrale. >e un preeoco iratta- 
nn nbv *'■ Mitniio. Li-cVnmia totale che 

itltf’t lltti M 1 i /. i oiiitw,. 


nel paziente ehirurgico. 

L’esatta valutazione della gravita dell’- 
ipossia cerebrale nel paziente ehirurgico 
puo essere difficile e sopratutto non imme- 
diata. 

Anche in questo easo l’elettroencefalo- 
grafia e di grande aiuto. e fornisce dei dati 
di notevole valore prognostico. 

Il rallentamento della frequenza deF- 
elettroencefalogramma e il cambiamento 
caratteristico associato con 1’ipossia. Ta- 
lora esso e preceduto da un iniziale 
aumento della frequenza e dell’ampiezza, 
che si aceompagna a convulsioni generaliz- 
zate ed a gasping respiration. 

Man mano che 1’ipossia progredisce la 
frequenza diviene minore e l'ampiezza 
maggiore, finche. 1S-20 secondi dopo com- 
pleta cessazione della circolazione, l’elettro- 
encefalogramma diventa una linea retta 
(Sugar and Gerard C Gibbs et al;° Bell- 
ville et al 10 ). 

I cambiamenti descritti sopra possono 
essere considerati tipici dell’ipossia. ma 
diverse variazioni debbono essere a«pet- 
tate. 

In genere la prognosi (Bellville and 
Howland 15 ) e buona se 1'elettroencefnlo- 
gramma non e diventato piatto dopo ipo«- 
sia, o. se e diventato piatto. la prognosi 
pub ancora essere talora buona se I'atti- 
vita veloce ritorna entro un’ora. 

La comparsa di un ‘file pattern’, cine di 
una linea piatta con supcrimpo«ta un’at- 
tivita (5 microvolts) veloce G>n cidi). 
porta una grave prognn~i. 

E’ evident** che un analettico r-flicac <■ 
sicuro ("• di grand** utilit/i in un r<parfo 
op'-ratnrio indaffarato ed in unr. ncoy* r. 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JANUARY". 1959 


anti-narcotica, il Micoren, che e una mi- 
scela in parti uguali di dimetil. amide dell’- 
acido N. crotonil-alfa-etilamino-butirrico e 
di dimetil-amide dell’acido N. crotonil. alfa. 
propilamino, butirrico (Kunze and Me- 
chelke; 12 Steinhardt ; 13 Benstz; 14 - 13 Iz- 
queii'o and Staritta ; 1,: Rubiralta; 17 Leim- 
dorfer; IS Carvalho and Flora; 10 Echeveste- 
Oi’tega; 20 Hanke;- 1 Potier; 22 Buhlmann 
and Behn ; 2S Rau ; 21 Cattaneo 25 ). 

Dal punto di vista farmaeologico il 
Micoren presenta aleune earatteristiche 
nuove rispetto agli analettici gia noti: 

1. Antagonismo non specifico (azione 
multifocale sul sistema nervoso centrale) ; 

2. Stimolazione del centro respiratorio 
anche nell'ipossia ipassica; 

3. Stimolazione del centro respiratorio 
anche nella depressione da morfina e 
simili; 

4. Assenza di effetti convulsivanti nel 
paziente sveglio; 

5. Bassa tossieita: la LD.™ nel ratto e 
di 525 mgm/Kg di peso corporeo, rispetto 
ai 60 mgm/Kg del Metrazol, ed ai 
200 mgm/Kg della Niketamide. 

Nel nostro reparto il Micoren e stato 
usato in 436 p a z i e n t i chirurgici nei 
quali I’anestesia era stata condotta con 
Etere/Protossido d’Azoto, oppure con Cic- 
lopropano, oppure con Thiopental, oppure 
con Idrossidione. 

La dose media di Micoren fu di 200 mgm, 
iniettati velocemente endovena. 

In ogni caso fu data la massima impor- 
tanza alle modificazioni dell’elettroence- 
falogramma, osservando contemporane- 
amente il comportamento del polso, della 
pressione arteriosa, del respiro, dei riflessi, 
e della coscienza. 

In questi pazienti noi osservammo: 

1. L’elettroencefalogramma ha subito 
delle modificazioni consistent entro 60 se- 
condi dall’iniezione di Micoren, accom- 
pagnate cl a ritorno della coscienza e dei 
riflessi. In 16 pazienti (3.9% dei casi) 
fu necessario ripetere una dose di 200 mgm 


di Micoren per avere il ritorno della 
coscienza. 

2. L’efFetto stimolante e stato manifesto 
indipendentemente dal tipo di narcotico 
usato. 

3. Nell’animale (coniglio) il Micoren e 
stato efficace anche nell’ipossia ipossica. 

4. Dodici pazienti furono trattati con 
dosi di morfina tre volte superiori a quelle 
usuali per controllare il dolore post-opera- 
torio. Ogni 10 mgm di Morfina erano 
iniettati insieme con 100 mgm di Micoren: 
si ottenne un buon controllo del dolore 
senza manifest effetti collaterali da mor¬ 
fina. 

Questo tipo di antagonismo merita pero 
ulteriore studio. 

5. Il Micoren e praticamente senza 
effetti sul polso e sulla pressione arteriosa. 
Il polso rimane invariato e lo stesso com¬ 
portamento ha la pressione arteriosa : 
raramente si e osservato un aumento di 
5-10 mm/Hg contemporaneamente al ri¬ 
torno della coscienza. 

6. La respirazione e stata sempre modi- 
ficata dal Micoren, ed il suo cambiamento 
e il primo segno a comparire. La profon- 
dita ed il volume Tidal sono aumentati sen- 
sibilmente in ogni caso, mentre la fre- 
quenza e rimasta immutata oppure e 
aumentata di poco. 

7. Non abbiamo mai osservato vomito 
o nausea. In due casi abdiamo notato 
tremori alle mani ed alle braccia, scom- 
parsi spontaneamente dopo pochi minuti. 

In un altro caso il Micoren ha provocato 
convulsioni generalizzate, che sono state 
prontamente controllate con 125 mgm di 
Thiopental, iniettati endovena. 

11 paziente era un uomo di 27 anni che 
aveva avuto una appendicectomia sotto 
Thiopental/Protossido d’Azoto/Etere/Os- 
sigeno. 

Alla fine delPintervento l’ellettroencefa- 
logramma rivelava un piano di anestesia 
assai leggero (livello II) ; per errore fu¬ 
rono iniettati circa 500 mgm di Micoren, 
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e dopo 30 second! si manifestarono con- 
vulsioni generalizzate. 

Un cui'ioso fenomeno che osservammo 
nel 40',; circa dei casi, e soltanto quando 
il Micoren era iniettato ad un livello di 
anestesia superficiale, e I’insorgere di ster- 
nuti, spesso violenti, che si prolungavano 
per 4-5 minuti. 

Verosimilmente questo fenomeno e da 
attribuire alia natura parasimpaticomi- 
metica della droga, anche se il comporta- 
mento della pupilla non ha provato questa 
proprieta del Micoren in ogni caso. 

8. Le dosi della droga debbono essere 
generose ed iniettate possibilmente in una 
sola volta, perche le dosi frazionate sono 
state spesso inefTicaci. 

Data la bassa tossicita le convulsioni 
sono improbabili a manifestrasi, ed in 
questa eventualitii i barbiturici sono ca- 
paci di un rapido controllo. 

0. Dalla nostra esperienza abbiamo 
guadagnato l’impressione che il Micoren 
sin un antinarcotico versatile ed eflicace, 
con tossiciva bassa e modeste reazioni col¬ 
lateral!. 

KIASSUNTO 

11 Micoren si e dimostrato eflicace in 436 
pazionli che subirono l’intervento chirur- 
gico soito anestesia di vario genere. 

In dodici altri pazicnti il Micoren fu 
usato in associazione alia morlina per il 
controllo del dolore jiost-operatorio, con 
ri.-ultati soddisfaccuti. 

Nel valutare gli oflYtti analettici e stata 
data la massima imp«rtanza ai rilievi 
dcttroi ncccfalograiici, sia nel d< tcrminare 
la profondita dell'ane'te-ia prima e dopn 
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Section en Francais 


Quelques Aspects du Carcinome du Rectum 

(Carcinoma of the Rectum) 

SAVA SIMIC, M.D.* 

BELGRADE, JUGOSLAVIA 


A U cours de huit dernieres annees de 
ZA mon activite a l’lnstitut Oncologi- 
^ ^ que de la Faculte de Medecine, j’ai 

opere ou observe dans mon Service ehirui'- 
gical 136 malades atteints de cancer du 
rectum. Le nombre des cas operes ou sim- 
plement soignes nous permet de passer en 
revue critique quelques aspects partieu- 
liers du cancer du rectum. 

Ce qui frappe de prime abord c’est la 
discordance de notre statistique person- 
nelle en ce qui concerne le sexe avec celle 
de divers auteurs. Ainsi notre materiel 
clinique montre que sur 52 hommes il y 
a 75 femmes (resp. 84 cas sexe feniinin y 
comptant 9 malades atteintes de cancer 
secondaire venant des organes genitaux). 
Contrairement a ma statistique, chez d’au- 
tres auteurs c’est le sexe masculin qui a 
le privilege de majorite dans cette affec¬ 
tion maligne du rectum (D’Allaines, Duces, 
Bacon, Haltborn). 

Nous n’avons trouve qu’en partie l’ex- 
plication de cette discordance dans le fait 
que neuf sujets de sexe feminin, dont les 
lesions du rectum etaient la consequence 
d’une tumeur px-imitive des organes geni¬ 
taux, out ete aussi englobes dans notre 
statistique Cependant meme sans compter 
ces lesions secondaires par propagation les 
taux respectifs des cas de cancer du rectum 
ne changent guere dans notre statistique 
reelle, ou la majorite des affections mali- 
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Analysis and observation of 136 
patients with rectal carcinoma re¬ 
vealed that 52 were male and 84 
were female; that the incidence of 
rectal carcinoma was highest be¬ 
tween the ages of 45 and 55, and 
that the interval between the appear¬ 
ance of the first symptoms and the 
first consultation with a physician 
varied from two months to three 
years, with an average of nine and 
one-half months. In 84 per cent the 
tumor occurred above the terminal 
8 cm. of the rectum. Forty-four per 
cent were inoperable. In 84 per cent 
of the cases amputation was per¬ 
formed; in 14.5 per cent, resection 
only. The immediate mortality rate 
(within one month after the opera¬ 
tion) was 16 per cenf. Observation of 
the long-range results indicated that 
this rate reached its peak level in 
the course of the first postoperative 
year (15.6 per cent). Anatomopatho- 
logic studies indicated that adeno¬ 
carcinoma was the predominant 
type. 

The treatment of choice is still re¬ 
section with preservation of the 
sphincter, but radical operation is 
often impossible, because of insur¬ 
mountable technical difficulties; con¬ 
sequently, the final results in many 
cases leave much to be desired. 


92 





VOL. 31, NO. 1 


SMIC: LE CARCINOME DU RECTUM 


gnes du rectum reste en faveur du sexe 
feminin. 

En outre nous croyons pouvoir expliquer 
le grand pourcentage de femmes par le 
fait qu’elles gravitent de plus en plus vers 
notre Service, qui a le caractere eminem- 
ment oncologique. 

En realite la vraie raison de cette hausse 
en faveur de femmes reste encore a eluci- 
der. 

II y a aussi quelques statistiques ou a 
l’example de notre statistique, le sexe fe¬ 
minin est aussi atteint plus frequemment 
que le sexe masculin. 

II faut considerer de notre avis ce phe- 
nomene comme exception nel conditionne 
par de facteurs mentionnes precedemment. 
Les facteurs etiologiques y compris le fac- 
teur heredilaire sont susceptibles de jouer 
le role majeur, mais nous ne pouvions pas 
les verifier. 

Notre materiel clinique montre nette- 
ment en ce qui concerne l’age des malades 
atteints de cancer du rectum, que l’affec- 
tion frappe presque tous les ages de la vie, 
de fa?on que notre plus jeune malade avait 
15 ans et le plus age S2 ans. 

Le point culminant de cette affection 
passe par deux intervalles a savoir: entre 
511 et 55 ans et entre 61 et 65 ans. Les 
annees critiques avec apparition du cancer 
rectal commeneent vers la quarantaine 
])our attoindre d'une fa^on continue et pro¬ 
gressive son maximum vers 55 ans: ctisu- 
ito c'est la chute progressive avec la cour- 
he nsccndante entre 61 et 65 ans, qui est en 
realite le second point culminant. 

D'apres notre mat-'riel clinique c'est l'in- 
tervalle entre 15 et 55 ans qui presente 
l’age critique pour 1'apparilion du cancer 
du rectum. 

l’onr ce qui e-t d.e la hvali-aiion du c:.r.- 
cer du nctum in>us avon^ trouve egahy.'-r.: 
d.il'e la,'.re •.'laU-: !qUe qiit Ique- •V.\r!‘' 
la -tali-!:qi:<- dr d.iffi r< r.t- .viti :;r-. Air.'-: 
ctrs. .'.tin .v.g.i ur*, (11.ro::, Haiti-<r:i »‘.e.l 
U’diqtn ::t ii - - (<r.:re 25 »: 


37 p.100) de localisations jusqu’a la hau¬ 
teur de 8 cm. de la marge de l’anus et a 
localisation encore plus elevee dans 75 
p.100, alors que d'apres nos observations 
personnelles la localisation basse ne depas- 
sant pas 8 cm. de haut etait de beaucoup 
la plus frequente c’est a-dire 84 pour 100. A 
noter que la majorite avait la localisation 
vers 5 cm. de la marge anale et a peine 16 
p. 100 avec la localisation au-dessus de 8 
cm. 

Nous tenons a souligner que ce dernier 
fait avait une influence determinante sur 
notre attitude opiiratoire. 

La discordance au moins apparente de 
nos donnees cliniques avec celles d’autres 
auteurs nous incite a penser que la cause 
en etait la negligence de nos malades et 
1’extension du processus malin avec des¬ 
truction du tissu et la circonference tumo¬ 
ral en longueur de 5 a 15 cm. Ce fait est 
confirme par les antecedents ou l’on decou- 
vre 1’evolution qui variait de 2 mois a 3 
ans, en moyenne 9 mois et demi. 

Ainsi nous sommes portes a penser 
qu’il ne s’agit pas chez nos malades d'une 
localisation excptionellement basse et d’af- 
fcclions bien typiques, mais que cette lo¬ 
calisation est plus apparente que reelle en 
relation avec les donnees des antecedents 
et la duree de l’affection. 

Les donnees fournies par I'interroga- 
toire de not malades a cote des symptome* 
plus au moins caracteristiques de I'afftc- 
tion. montrent souvent une interpretation 
bizarre de leurs t'tals: certains malades 
parlent de troubles alimentaires ou etat 
cathurral de l'ancit nne terminologk, pour 
en finir avec les Ju-morroides. Ia'- rliar- 
rb*'e< jirofu-r-' alt- rnant avec co:Mip:.t. : o:i 
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Ainsi nous trouvons dans notre mate¬ 
riel clinique que le temps ecoule entre les 
premiers symptomes remarques par nos 
malades et 1’admission a la Clinique oscille 
entre 2 mois et 3 ans ou en moyenne 9 mois 
et demi (Daumerie 7 mois, Ottenheimer 6 
mois et demi). 

A noter que nous avons rencontre aussi 
chez les intellectuels cette indolence envers 
les premieres manifestations de 1’affection 
bien entendu, avec moindre intervalle. 

On a 1’impression qu’il s’agit chez les 
intelectuels surtout d’une cancerophobie ou 
de la peur de la verite. 

Par ailleui-s nous tenons aussi a souli- 
gner qu’un groupe notable qui va jusqu’a 
75 p.100 comprend les malades, qui alertes 
par leurs affections sont alles consulter le 
medecin, qui les a ti'aites par les antibio- 
tiques, suppositoires et divers onguents 
sans faire le toucher rectal classique. Ces 
malades acceptant de bon gre le diagnostic 
sans toucher continnaient ce traitement 
medicamenteux pendant des mois et meme 
des annees. Daumerie et Abel indiquent 
aussi 1’importance de cette omission grave 
du medecin a la premiere consultation ou au 
cours du traitement dans 70 p.100 des ma¬ 
lades atteints de cancer du rectum. 

D’ailleurs la plupart des auteurs dan 
leurs analyses sur le cancer du rectum 
font relever cette omission souvent si 
lourde de consequences. 

Cependant cette question a une impor¬ 
tance primordiale aussi bien au point de 
vue therapeutique que pronostique. 

La proctologie moderne a toutes les pos¬ 
sibility de resoudre ce probleme avec suc- 
ces a condition qp’on applique le toucher 
rectal obligatoire, a la premiere consulta¬ 
tion du domaine proctologique. 

De nombreux cas dans notre materiel 
montrent dans le fait un phenomene bien 
triste: indolence et apahtie des malades en 
presence de certains symptomes serieux 
d’un cote et l’omission grave du medicin 
pour faire le toucher rectal de l’autre cote. 


Malheureusement le fait est, que parfois 
c’est le gynecologiste qui revele le premier 
le cancer du rectum malgre les troubles 
caracteristiques et les symptomes nets qui 
devraient orienter le medecin pratitien vers 
le rectum et 1’inciter a faire le toucher rec¬ 
tal ou l’adresser pour la rectoscopie. 

Si Ton demande a la chirurgie de donner 
des resultats durables dans le domaine de 
proctologie maligne, il est necessaire de 
faire prende l’Rabitude au medecin practi- 
cient de proceder a l’examen rectal avec le 
plus grand soin et rejeter tout arsenal me¬ 
dicamenteux utilise inutulement pour le 
traitement des soi-disant hemorroides et 
ignorant le cancer. 

Le fait est que nous nous trouvons sol¬ 
vent en presence du cancer qui evolue de- 
puis 5 a 6 ans sans aucune intervention 
ehirurgicale comme on peut se rendre 
compte dans notre materiel. De l’autre 
cote le pronostic des operes est loin d’etre 
trop mauvais si 1’on intervient au temps 
opportun. 

Pour souligner l’importance des don- 
nees anamnestiques et de l’examen clinique 
propre nous allons rapporter l’histoire d’un 
malade qui souffrait de constipation de- 
puis plusieurs annees et qui se plaignait 
d’un prurit rebelle depuis deux mois. L’exa¬ 
men proctoscopique revelait dans la partie 
ampullaire du rectum une tumeur de gros- 
seur d’un grain de froment, extirpee par 
voie endoscopique et identifiee histologi- 
quement comme adenocarcinome. Le ma¬ 
lade a ete soumis ensuite a l’irradiation 
par Chaoul. Depuis cinq ans pas de mani¬ 
festations locales de malignite et le malade 
doit etre considere comme virtuellement 
gueri. 

A notre avis c’est precisement en proc¬ 
tologie que le “depistage precoce” a une 
valeur exeptionnelle pour ne pas dire ab- 
solue par suite de la benignite relative de 
certaines tumeurs rectales et de leurs ac¬ 
cessibility, qui permet le diagnostic sans 
grande difficulty. 
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II faut compter encore, bien entendu, 
dans 1’avenir avec les malades atteints de 
cette affection maligne au stade avance qu’ 
il faut traiter et operer dans de conditions 
bien difficiles, mais notre but doit viser a 
reduire les omissiones autant que possible 
et a ameliorer les resultats definitifs. Les 
anciennes conceptions de la chirurgie qui 
demandaient les operations limitees sont 
deja perimees et ce n’est que la voie radi¬ 
cal aujourd’hui universellement admise. 
qui assure un assez grand nombre de gue- 
rison et de resultats plus durables. 

Diagnostic .—Pour diagnostiquer le can¬ 
cer du rectum, il faut proceder de routine 
au toucher rectal et a 1'endoscopie qui les 
seuls permettent de prelever une partie 
pour 1'examen histologique en vue d’une 
intervention adequete. Ce serait une grave 
faute de nc pas faire le prelevement dans 
tons les cns suspects, surtout lorsqu’i! 
s'agit de tumeurs haul situees oil la cliffo- 
renciation endoscopique est malaisee. L’hy- 
perplasie de la muqueuse. diverses lesions 
inflammatoires polypose etc. peuvent ren- 
div l'identification de tumeurs malignes 
fort difficile. Dans cette recherche endos- 
copique il ne faut jamais sc dccourager et 
il faut persoverer. Quclques de nos obser¬ 
vation* out bien montiv que notre perse¬ 
verance a etc recnmpensi'c*. 

Si 1'examen histo-pathologique ne ca- 
drait jias avec les constatations cliniques, 
nmi'. avons precede a des prelevements 
I ' p’ tes pour bien fixer le diagnostic. .-\insi 
non* avions pu etablir le diagnostic de mu- 
lignite a phiM< ur< reprises par la bi<<p»ie 
ivpD.'e. 


localisation dans Fanse sigmoide. 

Traitement .—Dans le traitement du can¬ 
cer du rectum le role preponderant revient 
a la chirurgie et aucume alternative thera- 
peutique d’utilite reelle n’existe. L'essen- 
tiel est de constater la presence d'une le¬ 
sion maligne et d’n evaluer l'extension. 

Nos observations personnelles montrent 
que la radiotherapie a une valeur plutot 
secondaire et que les adenocarcinommes, et 
carcinomes gelatineux sont radio-resis- 
tants. 

Pourtant il ne faut pas nier tout a fait 
les possibilites de la radiotherapie et cer¬ 
tains auteurs signalent fimportance de la 
radiotherapie prfoperatoire pour les tu- 
meurs rectales. Les lesions rectales pro- 
voquees par l'application du radium dans 
les tumeurs genitales ne sont susceptibles 
de montrer toujours son action favorable 
et utile. 

Dans h dec ours postoperatoire la thera- 
pie par les rayons X peut etre une methode 
complementaire utile. 

L’application de la rentgentherapie est 
tres favorable dans le cancer anal si le 
sphincter n’est pas envahi et e’est aussi le 
point de vue de la plupart des auteurs. 
L’irradiation sans colostomie prealable di- 
minue indubitablement le nombre des re¬ 
sultats favorable.-. 

Dans revaluation des possibilites opera- 
foires nous avons ete quides par le principe 
de 1’operation radicale e’est-a-dire: oxtir- 
nation de la tumeur aussi complete que 
possible dans tous les eas ou la jilus petite 
chance de foperabilit*"- -e pre-ente, Lien 
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des cas inoperables plus favorables que les 
notres: Boerema 40%, Delannoy 27%; 
Cahen 12,7%, Roger 35%, D’Allaines 15%. 
Les chiffres trop eleves de nos malades in¬ 
operables nous impose une tache impera¬ 
tive d’insister sur la necessity du diagnos¬ 
tic aussi preeoce que possible. 

Methode Operatoires .—Nous insistons a 
nouveau sur le fait que dans notre mate¬ 
riel la plupart des tumeurs rectales etait a 
la localisation basse ce qui determinait a 
priori notre fa§on de proceder. C’est pour- 
quoi dans 84 p.100 des cas nous etions ob¬ 
liges de pratiquer 1’amputation d’apres 
Guenu-Miles. Nous considerons cette me¬ 
thode comme bien propice et la plupart des 
cirurgiens sont en train de 1’adopter. Sa 
superiority sur la methode perineale est 
bien certaine parce qu’elle facilite le con- 
trole des metastases el l’exerese des gang¬ 
lions. Nous sommes aussi resolument en 
faveur de 1’anus iliaque definitif, car d’¬ 
apres nos experiences, l’anus iliaque a des 
avantages manifestes. 

L’adaptation des malades a 1’anus, au 
debut peut provoquer une depression psy- 
chique, se fait peu a peu grace a l’habitude 
acquise et au controle et manipulation de 
l’anus. Ainsi 1’anus iliaque permet le 
maintien normal des conditions alimen- 
taires et hygieniques. La capacity de tra¬ 
vail revient apres I’adaptation complete, de 
faqon que nos malades p.ex. instituteurs, 
employes et ouvriers pouvaient vaquer a 
leurs affaires habituelles sans restriction. 

L’anus perineal et le procede perineal en 
general sont de notre avis, entaches de 
grande defauts parce que le malade est 
prive de possibility de bien controler l’anus, 
d’ou provient toute une serie d’ennuis pe- 
nibles. Les adeptes de l’anus perineal 
(Bacon, Bacock, etc.) peuvent soutenir 
leur point de vue en faisant valoir l’ffet 
psychologique et l’illusion pour le malade 
d’avoir 1’anus naturel. 

Nous n’avons pratique la resection que 
daps 14,5 p.100. denos malades. C'est la 


methode la plus efficicace a notre sens par¬ 
ce quelle assure la continence et 1’effet la 
plus acceptable pour le malade. Malheu- 
reusement, la localisation bien basse dans 
1’ampoule reetale de notre materiel nous 
empechait de realiser de resections encore 
plus nombreuses. 

Certains auteurs a grande experience 
personnelle dans ce domaine pensent, que 
la resection est meme faisable dans les cas 
de tumeurs a localisation a 5 cm. de l’ori- 
fice anal (D’Allaines). Pourtant notre ex¬ 
perience est contre cette facon de proceder, 
parce que, malgre la dissection tres minu- 
tieuse, nous n’etions pas a meme d’attein- 
dre l’infiltration sous—muquese, sans 
compromettre la suture et favoriser 
1’apparition des recidives. En outre ce 
procede, il nous semble, peut handicaper 
la visee radicale de l’intervention. C’est 
pourquoi nous n’adaptons la resection que 
dans les cas ou la tumeur est situee de 8 
a 10 cm. de l’anus. Avec cette faqon de 
proceder nos resections se sont passees 
sans complications notables. En tout cas 
les fistules etant corrigees la continence 
complete a ete assuree. 

Par laresection a la manier de Hoche- 
negg-Bacock-Bacon, selon notre expe¬ 
rience, on arrive a realiser une continence 
relative au cours de 3 a 6 mois, qui finit 
par devenir definitive. Dans certains cas 
d’ailleurs rares, elle est entachee par la 
tendence stenosante, soit apres la section 
du sphincter, soit apres la dilatation. 

Chez les malades operes a visee radicale 
la mortality immediate (jusqu’a un mois 
apres l’operation) etait 16 p.100, tandis 
que chez les malades a 1’operation pallia¬ 
tive pendant le meme laps de temps etait 
de 10,5 p.100. 

Nous estimons, que notre taux de mor¬ 
tality est assez eleve et la raison en est Ie 
stade avance et la gravite de l’etat de nos 
malades. Bien des auteui’s rapportent les 
statistiquee sur la mortality plus favora¬ 
bles que les notres ce qui devrait etre en 
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relation avec Meilleur etat de leurs mala- 
des au moment de Pintervention. 

La colostomie temparaire comme sou- 
pape de surete nous semble tres utile dans 
les resections pour empecher le laehage des 
sutures. 

A noter aussi que le drainage a travers 
la region fessiere nous a donne des resul- 
tats tres favorables de facon que nos ma- 
lades ont pu se lever deja des premiers 
jours. 

Resultas. —Parmi 45 malades a opera¬ 
tion radicale nous avions a deplorer le de¬ 
ces : 

au cours de la 1 ere annee dans 15,0 p. 100 

au cours de la 2 e annee dans 12,5 p. 100 

au cours de la 3 c annee dans 3,1 p. 100 

au cours de la 4 c annee dans 6,2 p. 100 

Les donnee? nous manquent dans 18,1 p. 100. 

Op6rations Palliatives. —Ches 49 mala¬ 
des oil n’avons pratique qu’une simple co¬ 
lostomie la mortalite au cours du premier 
mois apres Pintervention etait 10,5 p.100. 

di-cos au cours dc la 1 ere annee 39,4 p. 100 

deces au cours de la 2 c annee 10,5 p. 100 

deces au cours de la 3 e annee 5,2 p. 100 

Nous manquons de donnee* pour 26,3 p. 100. 

II ressort de Panalyse des observations 
de 17 malades ou Pon n’a pratique aucune 
intervention pour des raisons subjectives 
le deces est survonu: 

au cours de la 1 <rc annee dans 11,7 p. 100 
au cours de In 2 r aniu'c dans 5,8 p. 100 

nu cours de la 3 e annee dans 5,8 p. 100 

11 y avait encore on vie dece groupe: 

an cours de la I rrr anm'e.23.5 p. inq 

nu com* do la 2 r anm'e .. 11,17 p. 100 

nu cnur r ' de la 3 c nnr.ee . 5,S p. 100 

Pour .“.5.2 p. ion p.i* de dnnr.«"r*. 

Los resulfntes hislo-patholopiquo font 
les puivantts: 

n'ii'r ecairi'otr.i ... f._> 

Cn pint o-i . .; 

c\SO ’.•'o'r’.’ulnite _ 1 

• 'a latl* < . . •> 

t. !i -.f„ .‘.re.!.. <•. ] • psilo—e .. r 


Recidives .—Nous avions a combattre pen¬ 
dant 4 ans par des interventions repetees 
les recidives que remplissaient le bassin 
dans un cas du carcinome gelatineux. A 
la fin e’est la metastase pulmonaire qui a 
emporte le malade. 

Les carcinomes de la region anale don- 
naient des metastases dans les ganglions 
inguinaux le plus souvent meme au cours 
de la premiere annee. 

RESUME 

L’analyse des observations de 136 ma¬ 
lades nous a revele: (1) sur 52 sujets de 
sexe masculin 84 sujets de sexe feminin; 
(2) Pintervalle de vie critique avec maxi¬ 
mum de tumeurs rectales est entre 45 et 
55 ans; (3) le temps entre la manifesta¬ 
tion des premiers symptomes efc la premi¬ 
ere consultation oscillait entre 2 mois et 
3 ans, en moyenne 9 mois et demi; (4) 
pour ce qui est de la localisation 84 p.100 
se trouvaient dans bampoule rectale jus- 
qu’a 8 cm. de haut; (5) 44 p.100 cas inope- 
rables; (6) dans 84 p.100 1’amputation est 
pratiquee et dans 14,5 p.100 seulement la 
resection; (7) mortalite immediat (jus- 
qu’ii un mois apres 1’operation) 16 p.100; 
(8) resultats eloipnes montrent que la 
mortalite la plus elevee etait au cours de 
la premiere annee 15.6 p.100; (9) examen 
anatomopathologique adenocarcinome pre- 
dominait et (10) la methode de choix re-te 
d’ailleurs la rejection avec conservation du 
sphincter, mais l’opt'ration a vLeo radical'- 
est souvent rendue impossible en rai-op de 
diflicultes techniques inMirmontah]r--- ct par 
ronoVjuent le- re-uitat-- d*'fmitif- dan- 
beaucoup <b- cas .-ont loin d’ (liv tr» ; 
ti-fai c an‘s. L’anus iniian’ie < t c' *7, -• I:- 
h r dans u>u- ;*■- ra- o-\- ]\ p f ; /,> 
tath ip. 
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des cas inoperables plus favorables que les 
notres: Boerema 40%, Delannoy 27%; 
Cahen 12,7%, Roger 35%, D’Allaines 15%. 
Les chiffres trop eleves de nos malades in¬ 
operables nous impose une tache impera¬ 
tive d’insister sur la necessity du diagnos¬ 
tic aussi precoce que possible. 

Methode Operatoires .—Nous insistons a 
nouveau sur le fait que dans notre mate¬ 
riel la plupart des tumeurs rectales etait a 
la localisation basse ce qui determinait a 
priori notre fagon de proeeder. C’est pour- 
quoi dans 84 p.100 des cas nous etions ob¬ 
liges de pratiquer I’amputation d’apres 
Guenu-Miles. Nous considerons cette me¬ 
thode comme bien propice et la plupart des 
cirurgiens sont en train de l’adopter. Sa 
superiority sur la methode perineale est 
bien certaine parce qu’elle facilite le con- 
trole des metastases el 1’exerese des gang¬ 
lions. Nous sommes aussi resolument en 
faveur de l’anus iliaque definitif, car d’¬ 
apres nos experiences, 1’anus iliaque a des 
• avantages manifestes. 

L’adaptation des malades a 1’anus, au 
debut peut provoquer une depression psy- 
chique, se fait peu a peu grace a l’habitude 
acquise et au controle et manipulation de 
l’anus. Ainsi l’anus iliaque permet le 
maintien normal des conditions alimen- 
taires et hygieniques. La capacite de tra¬ 
vail revient apres l’adaptation complete, de 
fagon que nos malades p.ex. instituteurs, 
employes et ouvriers pouvaient vaquer a 
leurs affaires habituelles sans restriction. 

L’anus perineal et le procede perineal en 
general sont de notre avis, entaches de 
grande defauts parce que le malade est 
prive de possibility de bien controler l’anus, 
d’ou provient toute une serie d’ennuis pe- 
nibles. Les adeptes de l’anus perineal 
(Bacon, Bacock, etc.) peuvent soutenir 
leur point de vue en faisant valoir l’ffet 
psychologique et l’illusion pour le malade 
d’avoir l’anus naturel. 

Nous n’avons pratique la resection que 
dans 14,5 p.100. denos malades. C’est la 


methode la plus efficicace a notre sens par¬ 
ce quelle assure la continence et 1’effet la 
plus acceptable pour le malade. Malheu- 
reusement, la localisation bien basse dans 
l’ampoule rectale de notre materiel nous 
empechait de realiser de resections encore 
plus nombreuses. 

Certains auteurs a grande experience 
personnelle dans ce domaine pensent, que 
la resection est meme faisable dans les cas 
de tumeurs a localisation a 5 cm. de l’ori- 
fice anal (D’Allaines). Pourtant notre ex¬ 
perience est contre cette fagon de proeeder, 
parce que, malgre la dissection tres minu- 
tieuse, nous n’etions pas a meme d’attein- 
dre 1’infiltration sous—muquese, sans 
compromettre la suture et favoriser 
1’apparition des recidives. En outre ce 
procede, il nous semble, peut handicaper 
la visee radicale de 1’intervention. C’est 
pourquoi nous n’adaptons la resection que 
dans les cas oii la tumeur est situee de 8 
a 10 cm. de l’anus. Avec cette fagon de 
proeeder nos resections se sont passees 
sans complications notables. En tout cas 
les fistules etant corrigees la continence 
complete a ete assuree. 

Par laresection a la manier de Hoche- 
negg-Bacock-Bacon, selon notre expe- 
riance, on arrive a realiser une continence 
relative au cours de 3 a 6 mois, qui finit 
par devenir definitive. Dans certains cas 
d’ailleurs rares, elle est entachee par la 
tendence stenosante, soit apres la section 
du sphincter, soit apres la dilatation. 

Chez les malades operes a visee radicale 
la mortalite immediate (jusqu’a un mois 
apres l’operation) etait 16 p.100, tandis 
que chez les malades a 1’operation pallia¬ 
tive pendant le meme laps de temps etait 
de 10,5 p.100. 

Nous estimons, que notre taux de mor¬ 
talite est assez eleve et la raison en est le 
stade avance et la gravite de 1’etat de nos 
malades. Bien des auteurs rapportent les 
statistiquee sur la mortalite plus favora¬ 
bles que les notres ce qui devrait etre en 
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relation avec Meilleur etat de leurs mala- 
des an moment de 1’intervention. 

La colostomie temparaire comme sou- 
pape de surete nous semble tres utile dans 
les resections pour empecher le lachage des 
sutures. 

A noter aussi que le drainage a travers 
la region fessiere nous a donne des resul- 
tats tres favorables de facon que nos ma- 
lades ont pu se lever deja des premiers 
jours. 

Resultas .—Parmi 45 malades a opera¬ 
tion radicale nous avions a deplorer le de¬ 
ces: 

au cours de la 1 ere annee dans 15,G p. 100 
au cours de la 2 e annee dans 12,5 p. 100 
au cours de la 3 e annee dans 3,1 p. 100 
au cours de la 4 e annee dans G,2 p. 100 
Les donnees nous manquent dans 18,1 p. 100. 

Operations Palliatives .—Ches 49 mala¬ 
des ou n’avons pratique qu’une simple co¬ 
lostomie la mortalite au cours du premier 
mois apres Tintervention etait 10,5 p.100. 

deces au cours de In 1 ere annee 39,4 p. 100 
deces au cours do la 2 e annee 10,5 p. 100 
deces au cours de la 3 e annee 5,2 p. 100 
Xous manquons do donnees pour 2G,3 p. 100. 

11 ressort de 1'analyse des observations 
de 17 malades ou 1’on n’a pratique aucune 
intervention pour des raisons subjectives 
le deces est survenu: 

au cours dc la 1 rrc annee dans 11,7 p. 100 

au cours dc la 2 r annee dans 5,8 p. 100 

au cours dc la 3 e annee dans 5,8 p. 100 

II y avail encore en vie de ce groupe: 


nu enurs dc la 1 rff 

annee .. 23.5 p. 

100 

mi emirs dc l.n 2 i 

annee . 11,17 p. 

100 

mi rout' dc In 3 c 

annee . .. 5,8 p. 

ioo 

Pour .’’,5,2 p. 100 p.ns 

dc donr/cc. 
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Recidives .—Nous avions a combattre pen¬ 
dant 4 ans par des interventions repetees 
les recidives que remplissaient le bassin 
dans un cas du carcinome gelatineux. A 
la fin e’est la metastase pulmonaire qui a 
emporte le malade. 

Les carcinomes de la region anale don- 
naient des metastases dans les ganglions 
inguinaux le plus souvent meme au cours 
de la premiere annee. 

RESUME 

L’analyse des observations de 136 ma¬ 
lades nous a revele: (1) sur 52 sujets de 
sexe masculin 84 sujets de sexe feminin; 
(2) l’intervalle de vie critique avec maxi¬ 
mum de tumeurs rectales est entre 45 et 
55 ans; (3) le temps entre la manifesta¬ 
tion des premiers symptomes et la premi¬ 
ere consultation oscillait entre 2 mois et 
3 ans, en moyenne 9 mois et demi; (4) 
pour ce qui est de la localisation 81 p.100 
se trouvaient dans l’ampoule rectale jus- 
qu’a 8 cm. de haut; (5) 44 p.100 cas inope- 
rables; (6) dans 84 p.100 1’amputation est 
pratiquee et dans 14,5 p.100 seulement la 
resection; (7) mortalite immediat (jus- 
qu’a un mois apres l’operation) 16 p.100; 
(8) resultats eloignes montrent que la 
mortalite la plus elevee etait au cours de 
la premiere annee 15,6 p.100; (9) exnmen 
anatomopnthologique adenocarcinome pre- 
dominait et (10) la methode de choix re.-te 
d'ailleurs la resection avec conservation du 
sphincter, mats Koperation a viseo radical^ 
est souvent rendue impossible en raison do 
didiculte? techniques inMirniontabb’s o* par 
consequent les n'-ultats definitifs dans 
heaucoup de cas .-ont loin d' «'ttv tri s 
ti'iaisants. L’amts inliaqu*- < t c >!>. •!- 
ler dans ti-u- !»•< f; ,, o'- ]‘,, n f ; .i* Pam: 
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Reflexions au Sujet de b Abord. Direct en 
Tuberculose Chirurgicale 

(Reflections on Surgical Tuberculosis) 

B. BLANKOFF, M.DA 

BRUSSELS, BELGIUM 


L E CHOIX du terme abord direct n’est 
pas hepreux. Tout curage osseux, 
toute synovectomie, tout nettoyage 
d’abces sont toujours des abords directs. 

Abandonnons cette discussion. Precisons 
que dans l’esprit des promoteurs l’abord 
direct implique suivant la region une syno¬ 
vectomie, une ouverture et nettoyage d’ab¬ 
ces, un curage osseux limite, aborde direc- 
tement au siege meme de la lesion, et pour 
eviter de s’egarer dans des discussions 
oiseuses, gardons cette expression. 

Pour dire que la seule chose neuve en la 
matiere est la possibility de curetter, evider 
a la demande, avec un minimum de risques 
d’es^aimage, de metastases, de fistulisation 
grace aux antibiotiques directement intro- 
duits dans le foyer ainsi nettoye. 

Notre statistique globale, comprenant les 
diverses articulations curettees, se monte 
a 87 cas, auxquels il faut aj outer II cas 
en cours de traitement—dont 32 cas de 
tuberculoses multiples, et dont void la re¬ 
partition. 

Ceci etabli nous voudrions faire suivre 
ces donnees de quelques considerations 
concernant cet abord direct. 

Les unes sont d’ordre general, d autres 
sont locales. 

I. Les considerations d’ordre general ont 
trait: 

au diagnostic 
a l’anatomo-pathologie 


*Ex-medec.n-Chef de l’lnst.tut Helio-Marin de Coq-sui- 
mer MedTn-Consultant de l’lnst.tut Berne Elisabeth Oost- 

J,, He K aTat the F.rst Congress of the European Federation. 
International Collese of Surplus Brussels Mas 15-18, 1958 
Submitted for publication Sept 20, 1 158 


The author reports 98 operations 
(synovectomy and curettage), 11 of 
which were recently performed for 
tuberculosis of the bones and joints. 
These procedures included opera¬ 
tions on 23 spines, 51 hips, 23 knees 
and 1 foot. He lists the results and 
describes in detail the complications 
encountered and the causes of fail¬ 
ure when the result was unsatisfac¬ 
tory. He comments successively on 
the difficulties of diagnosis, the im¬ 
portance of anatomopathologic point 
of view, the indications for surgical 
intervention and their possible 
abuse, and the role of antibiotics in 
therapy. He points out the differ¬ 
ences that exist between clinical and 
roentgenographic results, the dura¬ 
tion of immobilization, the sclerous 
type of the disease and the type ac¬ 
companied by persistent fever. The 
operation he describes is considered 
excellent for either children or adults 
when the onset of disease is recent, 
but distinctly bad for either in cases 
of long-standing tuberculosis. In any 
circumstances, it is a severe and de¬ 
manding procedure which not every 
surgeon is competent to perform. 


aux indications 

a l’importanee de l’intervention 
a l’antibiotique 

a) Diagnostic: II est entendu par defi- 
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nition que 1’abord direct doit etre aussi 
precoce que possible et s’adresser a des 
lesions de tuberculose chirurgicale. Ceux 
qui sont rompus aux problemes de la 
T.O.A. savent les hesitations, les difficultes, 
les embuches de ces diagnostics. Dans notre 
pratique courante nous savons combien il 
est perilleux parfois d’affirmer ou d’infir- 
mer le diagnostic de tuberculose, meme et 
surtout en Institut. 

Nous avons insiste sur certaines de ces 
difficultes: Tuberculose et osteoarthrite a 
pneumocoque, tuberculose et Sudek, tuber¬ 
culose et tumeur, tuberculose et osteochon- 
drite, et l’ecole de Berck a insiste sur le fait 
qu’au genou, par exemple, 2 a 7 ans sont 
parfois necessaires pour etablir un diag¬ 
nostic ferme et avere de tuberculose. 

Et Ton peut se demander jusqu’a quelles 
limites du doute on peut operer, a quels 
criteres obeir, quel est le seuil entre forte 
presomption et certitude dans ces cas debu¬ 
tants et autorisent-ils l’intervention? 

Car il est bien entendu n’est-ce-pas 
qu’operer avec succes des tuberculoses qui 
n’cn sont pas n’est pas une solution et que 
dans ces cas l’abord direct ne se jus- 
tifie pas. 

Poser la question n’est pas la resoudre. 
Nous restons inquiets devant le fait que 
certaines lesions se presentent a nous avec 
tons les signes cliniqucs de tuberculose, 
avec des signes radiogra])hiqties precoces. 
mais oil manque, apri-s intervention, la 
ci rtitude anatomo-pathologique post-ope- 
ratoire. Alors? N’avons nous pas open'* 
une tuboronlo-e qui n’en etait pas. 

l*a scale conviction clinique soffit-ell** a 


.Ill 

-1 isle r 

la 

-auction tie 


tique? 



l’aut-i 

il 

intervemrV 

K.-ut- 

i! s’ab 

nirV 

K' 

' dan- 

tv 

ca- i'ah >rd 

din et 

du fov 

■er pre- 

O' 

'o* n*‘ 

ri 

-qin-t-i!. -i 

1’on , 

alVr.d, 

, de so 

'a 

i i u \ » r 

gr 


:npri- 




M N. 

V 

■ ■ 2" ■ p"'nt 

d'ai'ju 

ii. tud • 

tr.-.it 


i\ t \,*i 


ro (i«* * ! / ^ 

o , , 

* r* !'t 



BLANKOrF: LA TUBERCULOSE CHIRURGICALE 

Nous nous v somraes attardes suffisam- 
ment dans plus d’une communication sur 
la T.O.A. et partieulierement dans celles 
traitant de l’abord direct et celles du depis- 
tage precoce des T.O.A. du genou. 

Disons, grosso modo, qu’un peu plus 
d’V:i des cas n’apporte pas la preuve for- 
melle de la nature T de l’affection malgre 
^evidence clinique et notre conviction ab- 
solue qu’il s’agit bien de T. 

Mais nous avons insiste sur les faits 
qu’ii prendre un certain nombre de cas 
“par la bande,” notre conviction clinique 
et radiographique se verifie exacte. Des 
malades negatifs pour lelaboratoireauront 
du caseum dans leur abces parfois dans 
des lesions multiples l’une sera negatif a 
ce point de vue tandis que l’autre nous 
apportera la preuve de sa nature T. Tantot 
le cobaye sera negatif et l’anatomo-patho- 
logie positif ou inversement. Parfois I rr 
cobaye est negatif alors qu’un 2 ,rt " in- 
jecte avec le meme prelevement est positif. 
D’autres fois encore l’evamen anatomo- 
pathologique s’avere negatif mais le liquide 
synovial renfermera du B. K. 11 arrive 
que l'examen anatomo-patbologique soil 
negatif pour l’os, positif pour la synoviale 
ou inversement. La culture s’avere par¬ 
fois positif alors que tons les autres exa- 
mens sont negatif. 

Disons que toutes les possibility's et 
1 out°s les modalites se sont presentees taut 
pour l’examen direct, la culture, 1‘iiomo 
genisation. l'examen anatonm-patholopiqui¬ 
et toutes les conibinaisons se .-out trouvee- 
•.ealisees dans no- ca--. dan- !•■ po-itif 
comme dans ]o m'gatif. 
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L E CHOIX du terme abord direct n’est 
pas hepreux. Tout curage osseux, 
toute synovectomie, tout nettoyage 
d’abces sont toujours des abords directs. 

Abandonnons cette discussion. Preeisons 
que dans l’esprit des promoteurs l’abord 
direct implique suivant la region une syno¬ 
vectomie, une ouverture et nettoyage d’ab¬ 
ces, un curage osseux limite, aborde direc- 
tement au siege meme de la lesion, et pour 
eviter de s’egarer dans des discussions 
oiseuses, gardons cette expression. 

Pour dire que la seule chose neuve en la 
matiere est la possibility de curetter, evider 
a la demande, avec un minimum de risques 
d’essaimage, de metastases, de fistulisation 
grace aux antibiotiques directement intro- 
duits dans le foyer ainsi nettoye. 

Notre statistique globale, comprenant les 
diverses articulations curettees, se monte 
a 87 cas, auxquels il faut aj outer II cas 
en cours de traitement—dont 32 cas de 
tuberculoses multiples, et dont void la re¬ 
partition. 

Ceci etabli nous voudrions faire suivre 
ces donnees de quelques considerations 
concernant cet abord direct. 

Les unes sont d’ordre general, d’autres 
sont locales. 

I. Les considerations d’ordre general ont 
trait: 

au diagnostic 
a l’anatomo-pathologie 
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The author reports 98 operations 
(synovectomy and curettage), 11 of 
which were recently performed for 
tuberculosis of the bones and joints. 
These procedures included opera¬ 
tions on 23 spines, 51 hips, 23 knees 
and 1 foot. He lists the results and 
describes in detail the complications 
encountered and the causes of fail¬ 
ure when the result was unsatisfac¬ 
tory. He comments successively on 
the difficulties of diagnosis, the im¬ 
portance of anatomopathologic point 
of view, the indications for surgical 
intervention and their possible 
abuse, and the role of antibiotics in 
therapy. He points out the differ¬ 
ences that exist between clinical and 
roentgenographic results, the dura¬ 
tion of immobilization, the sclerous 
type of the disease and the type ac¬ 
companied by persistent fever. The 
operation he describes is considered 
excellent for either children or adults 
when the onset of disease is recent, 
but distinctly bad for either in cases 
of long-standing tuberculosis. In any 
circumstances, it is a severe and de¬ 
manding procedure which not every 
surgeon is competent to perform. 


aux indications 

a ^importance de 1’intervention 
a l’antibiotique 

a) Diagnostic: II est entendu par defi- 
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Debeaumont sur 80 pus d’anciens foyers 
“gueris” depuis 5-6 ans, ils n’ont pas ren¬ 
contre une seule resistance malgre une 
antibioticotherapie massive. Et ceci est 
de nature a nous rassurer un peu, mais 
pas assez. 

Cette persistance de B. K. emmures, 
toujours sensibles aux antibiotiques qui ne 
les ont pas tues, n’est-elie pas de nature 
a provoquer des reveils. Et notre vigilance 
doit s’accroitre dans ces formes si specia¬ 
ls de T.O.A. au decours de meningites ou 
de granulies et sur lesquelles Fouquet a 
insiste avec ses collabovatuevs; a cote des 
formes graves et mortelles malgre les anti¬ 
biotiques, il y a des formes tz-ainantes 
absolument insensibles aux antibiotiques et 
qu’il serait dangereux d’operer. 

II. Les considerations d’ordre local ont 
trait aux complications et aux insucces. 
a) Complications 

A la eolonne: 10/23 cas, soit 82,60^7— 
ccrtaines sans consequences; ouverture du 
peritoine (2 cas) de la plevre (7 cas), 
hemorragie abondanle (4 cas) paresthesie 
transitoire (1 cas), 2 ,n ” foyer (1 cas), 
bernic musculaire (1 cas). nbces et fistuli- 
sation (2 cas), Brown Sequard (1 cas). 

Si I’onverture de la plevre et du peritoine 
ftirent sans consequence en general, la 
suture d’tin cas de plevre fut tres difiicile; 
deux epanchements, 1’un sereux vite gueri. 
l'autre une plcuresie sero-fibrineuse puis 
pnndente fut d'as-cz longue duree et fma- 
lement ferineo. I.es .] bemorragies furent 
<!• ux f<u'< <>n nappe interco-tale, deux fais 
lumbaire; leur suture fut toujours pdu'hle 
dans un abondant Ii--u srliTetix en sorte 
quo si mi »;,• il nV t -ut aunine suite, cdto 
Complication letarde la tonne marche de 
1 inter\. ntioii 1 1 pr< nt#> tin nd d,*-ngn’- 
nt: die p», i ate en i,utj»* d* - ri-qu,- 
gi..\i'. id l: 1 * t i.ie, :,i pare-;;..'-:,- 
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ete des complications serieuses et graves. 
De meme qu’un syndrome de Brown Se¬ 
quard avec sequelles thermo-algesiques et 
neurologiques definitives. 

En sorte que, ramenant a 7 les compli¬ 
cations importantes ayant sur le cours nor¬ 
mal de 1’evolution une influence pernicieuse 
avec sequelles trainantes ou definitives, 
nous dirons qu’a la eolonne les complica¬ 
tions s’elevent a 30,43/7. 

A la hanchc: 4 cas ont des aggravations 
importantes, soit 11,36/7. 

Il est a remarquer d’ailleurs que ce sont 
a la hanche comme a la eolonne les foyers 
les plus anciens qui sont tributaires des 
plus graves complications. 

Av fjenov, comme il fallait s’y attendre, 
les complications sont moindres. 

Sur 19 cas: 6 cas: recidive (1) aggrava¬ 
tion (1), attitude vicieuse (1), hydar- 
throse transitoire et persistance passagere 
de gonflement (3 cas) avec tres bon resul- 
tat final, soit 31,5777 : se ramenent a 3 cas 
de complications graves, soit 15,7877. 
l'unique cas rl u pica' fat un insure!s 
b) Les ivsucds sc chit) re rout: 

A In eolonne : 5 cas/23: 
metastase I 

extension de la lesion: 2 
fistulisation: 2, soit 21.7877 
A la hanche : 23 '44 : 
arlbrodese pour inadaptation: 5—<'t 
marche mauvaise 

artbrode.-e pour sequdd malgre en¬ 
rage et aggravation: 7 
abces: G 
m-'-ta-ta--: 2 

aggravation radiograpbiqtie: 5. 
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c) Indication : quand on examine 1’indi- 
cation de ^intervention de l’abord direct 
la plus grande confusion y regne. 

L’abord direct, la declaustration, suivant 
1’elegante expression de Cauchoix, reserve 
chez ses promoteurs aux foyers precoces, 
centraux ou plus exactement intraosseux, 
avait pour but en fait d’empecher une 
osteite limitee de s’etendre et devenir une 
osteo-arthrite catastrophique. 

Petit poisson deviendra grand. 

Sous condition expresse que le curettage 
se fasse aussi tot que possible apres le 
debut de la maladie ou de sa constatation, 
quand les lesions sont encore circonscrites. 

d) Importance de Vintervention 

Mais ne voyons nous pas a l’abord pre- 

coce succeder un abord direct qui n’est 
plus precoce du tout. Puis a l’abord du 
foyer limite se substitue un abord de foyer 
etendu et 1’on parlera de cliirurgie d’exe- 
rese, de vidage de foyer pottique et 1’on 
tinira par enucleer une tete de femur, voire 
extirper une entiere vertebre qu’on atta- 
quera de droite et de gauche pour la trans- 
percer, l’on finira par curetter un foyer 
de plusieurs vertebres et faire un vrai 
“nettoyage par le vide.” 


Bref, des formes localisees aux formes 
trainantes, aux abces et aux fistulisations, 
des formes du debut aux tardives, toutes 
les varietes possibles de T.O.A. ont ete 
traitees par 1’abord direct. 

Ainsi resumee 1’indication princeps et 
son extension a des cas plus graves, on 
comprend qu’il ne soit pas possible de dis- 
cuter le probleme, car on traite de choses 
trop differentes et que l’on ne s’etonne pas 
alors si les resultats sont des plus varies. 

e) Antibiotiques 

Faire un abord direct apres 24 h. d’anti- 
biotique est un non sens a ne pas suivre, 
et c’est la premiere remarque. 

La 2 cme a trait au test de sensibilite 
aux antibiotiques. Le fait-on ou pas? 
Cela n’apparait pas clairement, pour ne 
pas dire pas du tout de certains travaux. 
Or qu’advient-il de 1’intervention si le sujet 
est resistant? Nous courons les risques 
d’essaimage et de generalisation redou- 
tables analogues a ce que 1’on avait a la 
periode qui preceda la decouverte des 
antibiotiques. 

Sans doute, et nous 1’avons deja dit, 
Cauchoix a rappoi’te les experiences de 


Scxc ct ape 



Localisation 




Pott 

Hanchc 

Genou 

Pied 

Total 

Honimes 

11 

7 

i 


19 

Gargons 

11 

19 

7 


30 

Femmes 

5 

4 

2 


11 

Filles 

3 

14 

9 

i 

27 

en cours 


7 

4 


11 

Total 

23 

51 

23 

i 

98 

Les 32 cas multiples sont: 
Honimes 

10 





Gargons 

9 





Femmes 

4 





Filles 

9 






Associant des Pott multiples, des coxalgies doubles, des Pott avec coxalgies, genou, lesions genito- 
urinaires, des genoux avec lianches, coude, poignet, sacro-iliaque, etc. . . . 
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Debeaumont sur 80 pus d’anciens foyers 
“gueris” depuis 5-6 ans, ils n’ont pas ren¬ 
contre une seule resistance malgre une 
antibioticotherapie massive. Et ceci est 
de nature a nous rassurer un peu, mais 
pas assez. 

Cette persistance de B. K. emmures, 
toujours sensibles aux antibiotiques qui ne 
les ont pas tues, n’est-elle pas de nature 
a provoquer des reveils. Et notre vigilance 
doit s’accroitre dans ces formes si specia¬ 
ls de T.O.A. au decours de meningites ou 
de granulies et sur lesquelles Fouquet a 
insiste avec ses collaboratuers; a cote des 
formes graves et mortelles malgre les anti¬ 
biotiques, il y a des formes trainantes 
absolument insensibles aux antibiotiques et 
qu’il sera it dangereux d’operer. 

II. Les considerations d'ordre local ont 
trait aux complications et aux insucces. 
a) Complications 

A la eolonne: 10/23 cap, soit 82,60^— 
certaines sans consequences; ouverture du 
peritoinc (2 cas) de la plevre (7 cas), 
hemorrngic abondante (4 cas) pareslhesie 
transitoire (1 cuts), 2 rmo foyer (1 cas). 
hernie musculaire (1 cas), abces et fistuli- 
sation (2 cas), Brown Sequard (1 cap). 

Si l’ouverture dela plevre et du peritoinc 
furent sans consequence on general, la 
suture d’un cas de plevre fut tres diflicile; 
deux epanchemonts. l’lin sereux vite gueri. 
l’autre une pleun'pio sero-librincuse puis 
purulente fut d’awz longue duree et fma- 
lenient ferniee. Jws 4 lieniorragies furent 
deux fob en nappe intercostale, deux fais 
lombaire; leur suture fut toujours penible 
dans un abundant tir-^u scleivux en sorte 
que si memo il n\v hi! aucune suite, cette 
cntnpliiati'in retarde la b.nno rnarclie de 
I'niterv* ntion et pro-' nte un rve! de-:.giv¬ 
en at; die 50 > < nte t;i nutre di' ri-qu.- 
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ete des complications serieuses et graves. 
De meme qu’un syndrome de Brown Se¬ 
quard avec sequelles thermo-algesiques et 
neurologiques definitives. 

En sorte que, ramenant a 7 les compli¬ 
cations importantes avant sur le cours nor¬ 
mal de 1 ’evolution une influence pernicieuse 
avec sequelles trainantes ou definitives, 
nous dirons qu’a la eolonne les complica¬ 
tions s’elevent a 30,43 fc. 

A la hanchc: 4 cas ont des aggravations 
importantes, soit 11,36 ^c. 

Il est a remarquer d’ailleurs que ce sont 
a la hanche comme a la eolonne les foyers 
les plus anc-iens qui sont tributaires des 
plus graves complications. 

Au genov, comme il fallait s’y attendre, 
les complications sont moindres. 

Sur 19 cas: 6 cap; recidive (1) aggrava¬ 
tion ( 1 ), attitude vicieupe ( 1 ), hvdar- 
throse transitoire et persistance passagere 
de gonflement (3 cas) avec tres bon rosul- 
tat final, soit 31,57 r 'c ; se ramenent a 3 cas 
de complication? graves, poit 15,78*^. 
1 ’unique cas du pied fut un insuccis 
b) Les insuccis sr duffrerant: 

.4 la eolonne: 5 cas/23: 
metastase I 

extension de la lesion: 2 
fistulisation: 2 , poit 21,787c 
A la hnnehr: 23 '44 : 
artbrodese pour inndaptation: 5—et 
marche mauvai~c 

arthrode.-e pour sequel le malgre en¬ 
rage et aggravation: 7 
abet* 8 : 6 
nieta-ta-e: 8 

aggravation radiographique: 5, 
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Scxc ct age 

Nombre 





localimt 

ionn 





Hanche: 44 



Colonne 23 


Genou 19 


Total 

T.B. 

B. 

— 

T.n. 

B. 

- 

T.B. 

B. 

— 

Homilies 

19 

2 

— 

5 

4 

4 

3 

— 

i 

— 

19 

Garmons 

30 

8 

4 

7 

1 

2 

1 

G 

— 

1 

30 

Femmes 

11 

1 

— 

3 

1 

2 

2 

— 

2 

— 

11 

Filles 

20 

5 

2 

7 

1 

1 

1 

5 

2 

2 

20 

en cours 

11 










11 

pied 

1 










1 

Totaux 

98 

10 

0 

22 

7 

9 

7 

11 

5 

3 

98 


Au genou : 3 insucces dont nous avons 
vu les raisons plus haut: 15,78% 

c) D’autres considerations d’ordre local 
seront rapidement esquissees ici: 

I. A la handle a) il y a des divergences 
entre le resultat final clinique et le resultat 
radiographique. 

II en est de nisme au genou. 

Tandis que la marche s’ameliore dans 
certains cas, le resultat radiographique 
reste inquietant: declacification, petites 
erosions nouvelles. Le recul de 3-4 ans 
nous impose de considerer ces cas comme 
gueris; l’avenir nous eclairera sur les reci- 
dives possibles a retardement. 

b) Faut-il luxer la tete et curetter les 
foyers posterieurs comme Delchef l’a fait 
deux fois? Le probleme n’est pas elucide. 

Nous savons qu’au genou l’ablation to- 
tale, l’eradication de tous les foyers, d’ail- 
leurs impossible, n’est pas indispensable; 
mais les conditions des deux articulations 
ne sont pas les memes et le retablissement 
d’une circulation a plein canal dans une 
resection ne peut se comparer a un abord 
de hanche. L’abord du genou se fait dans 
les cas sans erosions, avec des lesions a 
predominance synoviale et si un foyer est 
extirpe dans l’os il est minime et en dehors 
des appuis articulaires. 

c) un certain nombre de cas, 21/44, ne 


gagnent pas de mouvements. La hanche 
se stabilise mais les mouvements n’aug- 
mentent pas; 5 cas out fait une coxa 
magna. 

Peut-etre faut-il incriminer dans ce but 
non atteint (la plus grande amplitude de 
mouvements) une immobilisation trop 
longue. Peut-etre faudrait-il pour une 
courte periode immobiliser en rotation in¬ 
terne en gouttiere platree. Ceci aurait 
l’avantage de permettre une surveillance 
et une mobilisation progressive tout en 
maintenant le membre inferieur en bonne 
position. 

Quelques rares cas (3) out fait une T° 
subfebrile longtemps persistante; 1’un a 
gueri avec une splendide recuperation et 
sans complications, deux autres ont fait 
des metastases, I genou a fait une poussee 
aigue ulterieure. 

d) A la colonne : certains aspects radio- 
graphiques ont fait penser a des geodes 
centrales; la curette ne les traverse pas 
tellement l’os est dur et resistant. Il semble 
done qu’il faille considerer ces images non 
comme des caverses mais les interpreter 
comme des sequelles d’anciennes lesions 
qu’il est inutile de curetter. 

Il est trop tot pour se prononcer sur les 
foyers multiples, mais il semble que le 
curage et la guerison de l’un n’a que peut 
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d’influenee sur revolution du ou des autres 
et cela se comprend. 

II. Resultats 

Nos resultats globaux vont se resumer 
dans le tableau suivant (page 102). 

En resume: Nous dirons que l’abord 
direct est une excellente operation dans les 
formes debutantes tant de l’enfant que de 
l’adulte; a condition de ne pas etendre 
l’abord aux cas anciens, etendus, qui ne 
repondent plus aux criteres de l’interven- 
tion. 

Cela ne veut pas dire les curages, evide- 
ment, etc. . . . ne puissent se faire dans 
des conditions bien precises, mais les ris- 
ques sont grands. II faudra soigneuse- 
ment etablir le bilan du patient: tempera¬ 
ture, etat general, verifier tous les signes 
de toxi infection et ne pas risquer ce genre 
d’operation a la legere. 11 faudra surtout 
se garder d’englober ce 2eme genre d’in- 
tervention dans les cas d’abords directs 
precoces et limites. car il s’agit de tout 
autre cho-e. 

II faudra par consequent encore operer 
les ca« le plus tot possible et se garantir 
d'un diagnostic errone en s’entourant de 
toutes les investigations et de toutes les 
confrontation. Nous vous avons montre 
combien c'etait parfois diflicile. 

Le r > de complications est dans l’abord 
direct sen-iblement le memo que dans 
toute intervention en T.O.A. et il ne pre- 
sente pas un gain de temp- extraordinaire. 
Ce n'e-t d'ailleurs pas son but. 

En tin, on ne pordra pas de vue que c"e-t 
une operation -erieu-e et grave et qu’il ne 
faut lai--er faire <pie par de- main- i\- 
I'ort' - et roinput - a la chirurgie < -ti'o- 
ai ticulaire. 
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BI-ANKOFF: LA TUBERCULOSE CHIRUROICALE 

direct: 23 colonnes, 51 hanches. 23 genoux. 
I pied, dont II recents. Il en donne les 
resultats. Il detaille les complications et 
les causes d’insucces. Il envisage succes- 
sivement les difficultes diagnostiques, les 
embuches anatomo-pathologiques, les indi¬ 
cations et leur abusive extension, le role 
de l’antibiotique et discute des divergences 
entre les resultats clinique et radio- 
graphiques, du role et de la duree de rim- 
mobilisation, des formes sclereuses. de 
l’image radiographique, des formes :i tem¬ 
perature persistante. Et conclut en disant 
que l’intervention est excellente dans les 
formes jeunes de 1’enfant et de l’adulte, 
qu’elle est detestable dans les formes an- 
ciennes et qu’elle reste une intervention 
grave, a ne pas mettre entre toutes les 
mains. 

ZL'SA M M EN K.' SSUNO 

Der Verfasser berichtet flber OS opera- 
tive Herdausraumungen : 23 Wirbelsiiulen, 
51 Hiiften. 23 Knien. 1 Fuss, wovon 11 
frische Fiille. Er gibt die eivielten Er- 
folge an, vereinzelt die Komplikationen 
und die Ursachen der Misserfolge. Er un- 
terstreicht nacheinander die Sclnvierip- 
keiten der Diagno.-e, der Anatomo-Patlm- 
logie. und bespricht da.- Auseinanderlatifi n 
der klinischen und Radiograpbi-cben Er- 
folge, die Rolle und die Dauer der Immo¬ 
bilisation, die .-kleriisen Formen, da- Rout- 
genbild, die Formen mit dauerhaftem 
Fieber. 

-CIILI (.1 i.T Ni. 

Die-e Operation i-? \ nrtej flieb b> : 
fri-clien Formog, b-irn Kind - und Erv.. cl - 
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Seccion en Espanol 


Oclusion Intestinal Aguda por Hernia Crural 
Via de Acceso Media Subumbilical 

(Intestinal Occlusion by Crural Hernia: 
Subumbilical Approach) 

OCTAVIO MONTANEZ M., M.D. 

MEXICO D. F., MEXICO 


I A oclusion intestinal aguda es causada 
en 45 a 50 por eiento de los casos por 
una hei-nia externa. Esta 1 es, pues, 
su causa mas frecuente. 

Aun cuando la variedad inguinal con- 


Read at the Tenth International Congress of the Interna¬ 
tional College of Surgeons, Mexico D. F., Mexico, Feb. 24-28, 


1957. 

Submitted for publication July 12, 1957. 


On the basis of his observation 
that in 45 to 50 per cent of cases of 
intestinal obstruction the cause is an 
external hernia, especially of the 
crural type, the author discusses this 
relation and its implications, point¬ 
ing out that the mortality rate from 
strangulated crural hernia ranges 
from 20 to 30 per cent and the recur¬ 
rence rate 10 to 20 per cent. He de¬ 
scribes various approaches to the 
crural hernia and the difficulties as¬ 
sociated with each. The advantages 
offered by the subumbilical, medial 
or paramedial approach are enu¬ 
merated and the operative technic 
described. The results obtained in 
personal cases are given; there were 
no deaths due to the operation and 
no recurrences of the hernia. The 
author considers the technic worthy 
of the attention of other surgeons. 


stituye un 80 por eiento de todas las her¬ 
nias, la crural se estrangula de 8 a 10 veces 
mas frecuentemente que la inguinal. De 
cada 10 hernias estranguladas, 4 son cru- 
rales. 

Por otra parte, tenemos que de un 25 a 
un 40 por eiento 2 de las hernias crurales 
se obstruyen o se incarceran y dan, conse- 
cuentemente, un cuadro abdominal agudo. 

En el presente trabajo no nos ocupare- 
mos de las medidas no quirurgicas, tales 
como la succion del contenido gastrointes¬ 
tinal, la administracion de liquidos y elec- 
trolitos, las transfusiones de sangre, 
plasma y proteinas, etc., medidas que son, 
sin duda, de la maxima importancia en el 
tratamiento de las oclusiones intestinales. 

Nuestro proposito es dar a conocer una 
via de acceso a la hernia crural que con- 
sideramos como el procedimiento ideal 
para la mayorfa de los casos. Creemos que 
el uso mas extendido de esta via contri- 
buira a hacer descender las cifras de mor- 
talidad y morbilidad operatorias, asi como 
a reducir el numero de hernias reprodu- 
cidas. 

No siempre el tratamiento quirurgico 
en la hernia crural estrangulada se insti- 
tuye con la prontitud debida, por varias 
circunstancias: 

1) La paciente ignora, frecuentemente, 
que tiene una hernia. 

2) Los sintomas pueden no ser, al prin- 
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cipio, alarmantes. 

3) Algunas veces la hernia crural pasa 
desapercibida a la exploraeion fisica, par- 
ticularmente las hernias pequenas en per¬ 
sonas obesas. 

4) En ocasiones se intentan maniobras 
para reducir la hernia, sin exito casi 
siempre, debido a la anatomia del canal 
crural y a las particularidades del saco 
herniario. De hecho, estas maniobras 
pueden ser — y con frecuencia son — no- 
civas. 

A la fecha, los resultados del trata- 
miento quirurgico de la hernia crural 
estrangulada no son satisfactorios porque. 

1) La mortalidad operatoria, salvo en 
algunos reportes excepcionales, es del 
orden del 20 al 30 por ciento, v aim mas 
elevada. 

2) La hernia se reproduce en un 10 a 
20 por ciento de los casos y puede entonces 
dar origen a una nueva estrangulacion 
quo sera mas difcil de tratar que la pri¬ 
me ra. 

A pesar de lodo esto, se observa cierta 
complacencia de parte de los cirujanos, 
(piienes siguen empleando Jos procedi- 
mientos habituales, sin preocuparse por 
encontrar alguno que lleve a oblener mejo- 
res resultados, tanto inmediatos como a 
distancia. 

Son de n«o corriente dos vias de acceso. 
la crural v la inguinal que, desde luego, 
solo permiten intervenir de un lado v que, 
no obstante su amplia difusidn, son ana- 
tomica v quiriirgicamente incorrectas. 

1 a; ('ni)iil .—La via de acceso crural, 
femoral o baja, ticne lo- siguientes incon- 
\ eniente- ; 

1) Sc lb ga—o -e trata de Ilegar—al 
cuellu d,d -arn por el punto m;i- di-tant>*. 

2) L- ti'onieami nte dificil—<i aun im- 

p..!),li-utnr.tr el lig.ar.ento inguinal tie 

1 a 1:, lii.t.ll.: iln>-p ctine.t 

r " •;>' r. piii - (?. I.,- ;.o -e .-t.i ir.t< ntardo 
: a an i mVa!*. pu- • u part* 

' L. nag. : p. ?;<• 


se toma—aun de buena fe—la fascia de 
recurbrimiento del musculo pectineo por 
el ligamento de Cooper v, desde luego, es 
claro que esta aponeurosis carece de la 
resistencia necesaria para mantener una 
buena coaptation. 

3) La arteria obturatriz de curso ano- 
malo—presente en un 25 a 30 por ciento de 
los casos—es dificil de ver, y aun mas 
dificil de ligar, en caso de ser lesionada 
al incindir el ligamento lacunar de Gim- 
bernat. 

4) La viabilidad del intestino es muy 
difcil de establecer si se esta trabajando 
a la altura del tercio superior del muslo. 

5) La anastomosis intestinal, en caso de 
hacerse necesaria, es sumamente Jaboriosa, 
pues que hacer todavia mas tracciones 
sobre las asas del intestino. 

6) Es dificil, y peligroso, hacer pasar 
las asas anstomosadas a la cavidad abdo¬ 
minal a traves del canal crural. 

7) A pesar de Joqque se podria suponer 
en contra, si se dana de alguna manera el 
mecanismo del canal inguinal, pues apa- 
rece una hernia inguinal directa en un 7 
por ciento de los operados de hernia crural 
por via baja. 3 

Via Inguinal. —La via de acceso ingui¬ 
nal, alta, de Annandale, de Lotheissen, etc., 
a pesar de su amplio uso es tambien inade- 
cuada porque: 

]) Lesiona directamente el mecanismo. 
hasta entonces intancto, del canal ingui¬ 
nal, y determina la aparicidn po-terior do 
una hernia inguinal directa, como cop.-o- 
cuencia del dafio causado a la pared po- 
terior de! propio canal. 

2) El reconicimiento de la viabilidad 
intestinal e- dificil. 

■'>) La conft ccibn <!»■ i.t ( i.t< r<-< r.ti r>• • 
tomia se had- a t, a-idn. 

Vet -E-ta \ til- t < I 

pare, b, l.i-rnia cr :r. 1, i'L ; r 1 i ir :• 
j:.v <■- Sir G. La*! 1 .;! C: • ; A. 5.' 

H>-r>g c •*. :: c,-.fr..- :*■ 5 .1* 
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mencionados para las otras dos y en cam- 
bio tiene las siguientes vent a j as: 

1) Permite intervenir sobre ambos anil- 
los crurales por una solo incision. A este 
respecto hay que recordar que la hernia 
crural es bilateral en 20 por ciento de los 
casos. 

2) El campo operatorio es magnifico. Se 
obtiene, como dice el propio Henry 4 ' “una 
admirable exposicion del anilli crural, tal 
como si se tratara de una pieza preparada 
para una demostracion de anatomia.’’ 

3) La vena iliaca externa, que a este 
nivel cambia de nombre a femoral, queda 
a la vista y a salvo de ser herida durante 
las maniobras operatorias. El tenerla 
siempre a la vista impide que se coloquen 
puntos de sutura que la constrinan y 
puedan causar una trombosis postopera- 
toria. 

4) Una arteria obturatriz anomala se 
ve y se liga facilmente. 

5) La liberation de la constriction del 
saco se hace bajo el control de la vista y 
con entera seguridad. 

6) El saco herniario es ligado tan alto 
como se desee. 

7) La decision sobre la viabilidad del 
asa estrangulada es facil de tomar. 

8) La resection y anastomosis, cuando 
estan indicadas, se liacen Eu Condiciones 
hleales por esta via abdominal, sin restira- 
mientos del mesenterio, con amplia movi- 
lidad de los cabos y facil reintegration 
a la cavidad general. 

9) La sutura del ligamento inguinal de 
Poupart a la cintilla ilio-pectinea de 
Cooper se hace bajo el control de la vista 
y el tacto. Se logr, pues, cerrar el anillo 
crural solidamente. La sutura termina a 
una distancia tal de la vena femoral que 
ni la constrine, ni deja espacio excesivo 
entre ella y el punto mas lateral o externo 
de la sutura. 

10) Si se juzga necesario, y las condi¬ 
ciones del paciente lo permiten, se puede 
ampliar la incision peritoneal para revi- 


sar y tratar—dado el caso—lesiones intra- 
abdominales coexistentes. 

11) La seguridad con que se hace la 
sutura, y la solidez final de la misma, per¬ 
miten la movilizacion y ambulation tem- 
pranas que, por lo general, son de la mayor 
importancia en el tipo comun de pacientes 
des hernia crural. 

Tecnica Operatoria. — La paciente es 
colocada en decubito dorsal, con las rodil- 
las flexionadas, y en position moderada 
de Trendelenburg. La mesa de operacio- 
nes se inclina un poco lateralmente hacia 
el Iado sano. Esto hace que las visceras 
abdomino-pelvicas se alejen del sitio de la 
estrangulacion. 

El cirujano se situa en el lado opuesto 
al de hernia, como si fuera a hacer una 
laparotomia. 

Se hace una incision sub-umbilical me¬ 
dia, o para-media, hasta peritoneo Exclu¬ 
sive. Se desliza suavemente la mano desde 
la llnea media hacia afuera y hacia abajo 
en el piano extra-peritoneal hasta descub- 
rir la fascia iliaca. Este despegamiento 
no ofrece ninguna dificultad. El peritoneo 
desplazado se protege con compresas. 

Se colocan dos separadores manuales de 
hoja larga (de Deaver, por ejemplo). El 
inferior, que es el instrumento mas impor- 
tante en la operation, tiene por mision 
desplazar la pared abdominal hacia ade- 
lante, hacia abajo y hacia afuera. Su 
extremidad debe llegar hasta los vasos 
epigastricos profundos. El otro separa- 
dor, colocado mas arriba, desplaza la pared 
abdominal hacia afuera. 

En este momento se identifiea el diver - 
ticulo peritoneal herniario que entra al 
canal crural. Es facil liberal’ toda la cir- 
cunferencia del saco herniario. 

Son perfectamente visibles, ademas del 
saco, el ligamento lacunar de Gimbernat, el 
inguinal de Poupart, la cintilla ilio-pecti¬ 
nea de Cooper, la fascia pectinea y la vena 
iliaca externa, que, a este nivel, se eon- 
vierte en la femoral, como queda dicho 


106 



VOL. 31, NO. 1 


MONTANEZ: OCLUSION V HERNIA 


mas arriba. 

En caso de existir una arteria obturatriz 
anomala, se procede a ligarla inmediata- 
mente. 

De el volumen v reductibilidad del con- 
lenido del saco herniario depende el que, 
para hacerlo pasar a traves del anillo cru¬ 
ral, se tenga que resurrir a uno de estos 
Ires artificios: 

1) Hacer una ligera traccion sobre el 
saco, hacia arriba. 

2) Hacer un corte en el ligamento de 
Gimbernat. 

3) Seccionar el ligamento de Poupart, 
cerca de la espina del pubis. Este es un 
procedimiento de excepcion. 

En todo caso, nunca se deben hacer trac- 
ciones quo puedan danar el contenido del 
saco, especialmente si se ti'ata de una asa 
intestinal. Igualmente, hay que evitar con 
todo cuidado que el liquido de exudado 
pase a la cavidad peritoneal. 

Una vez liberado el saco. v debidamente 
protegido el campo, se procede a incin- 
dirlo v a exteriorizar el contenido, que se 
recibe en compre<as humedas calientes. Se 
deja transcurrir el tiempo necesario para 
estimar la viabilidad del intestino. Cual- 
quier tratamiento que amerite el contenido 
herniario es incomparablemente mas facil 
y sejrnro de hacir. sobre todo una entero- 
e<terostomia, a traves de una incision ab¬ 
dominal subumbilical. Xo hay ten>ione< 
inneresirias. S< Tinhnja Kv a 

/( l< it!< 

Una vez tenninado ej tratamiento del 
contenido, «.*• nsica d^te v se cierra la 
bn rha peritoneal tan arriba como ,-e 
quiera y ‘-in ningun rie-go de dejar un 
hiveft iculo peritoneal. <|oe pueda >.-r il 
ofijv ti de una uue\u hernia crural. 

S’ proede ebtur..r el can::! crural 
a.« di..n:<- punt' - r. do- de mat< rial > ’• 
' ■ ' ' •*. H . mo' u-ed.. c .t ]■».,, 

X" t, e ", - , n ., u y,. c , 


psetinea. Hacia adentro se incluye en la 
sutura el ligamento de Gimbernat. El 
punto mas lateral, o externo. se lleva hasta 
la vecindad inmediata de la vena iliaca 
externa, obturando asi total y precisa- 
mente. el anillo crural. 

Se regresa el paciente a la posicion hori¬ 
zontal y se cierra la pared por pianos. 

Resjdtados .—Hemos operado diez° cases 
de hernia crural por esta via de acceso 
sub-umbilical de Cheatle Henry. 

En nuestra serie hubo nueve mujures 
y un hombre. 

De los diez casos, en tres la hernia era 
reducible, en otros tres incarcerada y en 
los cuatro restantes estrangulada. 

Se practico reseccion intestinal con 
entero-er.terostomia termino-terminal en 
dos casos. Se hizo reseccion cuneiforme 
de una pequena area del horde intestinal 
antimesenterico en dos casos (hernias de 
Richter). Se lescco un segmento de 
epiplon trombosado en dos casos. Final- 
mente, se hizo nada mas redticcion del 
contenido del saco en cuatro casos. 

Xo hubo mortalidad operatoria en esta 
serie. 

Xo hay hernias reproducidas en nutstros 
operados. El mas reciente tiene veinte 
meses de halier sido intervenido. 

En un caso hubo infcccidn de la herida 
operatoria que, aunque no revistid gra- 
vedad. demord dos semanas la e-tancia dr 
la enferma en el Hospital. 


SVV.AUIO Y Cf*NCU>loNJ_s 
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mencionados para las otras dos y en cam- 
bio tiene las siguientes ventajas: 

1) Permite intei'venir sobre ambos anil- 
los crurales por una solo incision. A este 
respeeto hay que recordar que la hernia 
crural es bilateral en 20 por ciento de los 
casos. 

2) El campo operatorio es magnifico. Se 
obtiene, como dice el propio Henryk “una 
admirable exposition del anilli crural, tal 
como si se tratara de una pieza preparada 
para una demostracion de anatomia.’’ 

3) La vena iliaca externa, que a este 
nivel cambia de nombre a femoral, queda 
a la vista y a salvo de ser herida durante 
las maniobras operatorias. El tenerla 
siempre a la vista impide que se coloquen 
puntos de sutura que la constrinan y 
puedan causar una trombosis postopera- 
toria. 

4) Una arteria obturatriz anomala se 
ve y se liga facilmente. 

5) La liberation de la constriction del 
saco se hace bajo el control de la vista y 
con entera seguridad. 

6) El saco herniario es ligado tan alto 
como se desee. 

7) La decision sobre la viabilidad del 
asa estrangulada es facil de tomar. 

8) La resection y anastomosis, cuando 
estan indicadas, se hacen En Condiciovcs 
Ideales por esta via abdominal, sin restira- 
mientos del mesenterio, con amplia movi- 
lidad de los cabos y facil reintegration 
a la cavidad general. 

9) La sutura del ligamento inguinal de 
Poupart a la cintilla ilio-pectinea de 
Cooper se hace bajo el control de la vista 
y el tacto. Se logr, pues, cerrar el anillo 
crural solidamente. La sutura termina a 
una distancia tal de la vena femoral que 
ni la constrine, ni deja espacio excesivo 
entre ella y el punto mas lateral o externo 
de la sutura. 

10) Si se juzga necesario, y las condi- 
ciones del paciente lo permiten, se puede 
ampliar la incision peritoneal para revi- 


sar y tratar—dado el caso—lesiones intra- 
abdominales coexistentes. 

11) La seguridad con que se hace la 
sutura, y la solidez final de la misma, per- 
miten la movilizacion y ambulation tem- 
pranas que, por lo general, son de la mayor 
importancia en el tipo comun de pacientes 
des hernia crural. 

Tecnica Opcrcitoria. — La paciente es 
colocada en decubito dorsal, con las rodil- 
las fiexionadas, y en position moderada 
de Trendelenburg. La mesa de operacio- 
nes se inclina un poco lateralmente hacia 
el lado sano. Esto hace que las visceras 
abdomino-pelvicas se alejen del sitio de la 
estrangulacion. 

El cirujano se situa en el lado opuesto 
al de hernia, como si fuera a hacer una 
laparotomla. 

Se haca una incision sub-umbilical me¬ 
dia, o para-media, hasta peritoneo Exclu¬ 
sive. Se desliza suavemente la mano desde 
la linea media hacia afuera y hacia aba jo 
en el piano extra-peritoneal hasta descub- 
rir la fascia iliaca. Este despegamiento 
no ofrece ninguna dificultad. El peritoneo 
desplazado se protege con compresas. 

Se colocan dos separadores manuales de 
hoja larga (de Denver, por ejemplo). El 
inferior, que es el instrumento mas impor- 
tante en la operation, tiene por mision 
desplazar la pared abdominal hacia ade- 
lante, hacia aba jo y hacia afuera. Su 
extremidad debe llegar hasta los vasos 
epigastricos profundos. El otro separa- 
dor, colocado mas arriba, desplaza la pared 
abdominal hacia afuera. 

En este momento se identifica el diver- 
ticulo peritoneal herniario que entra al 
canal crural. Es facil liberal - toda la cir- 
cunferencia del saco herniario. 

Son perfectamente visibles, ademas del 
saco, el ligamento lacunar de Gimbernat, el 
inguinal de Poupart, la cintilla ilio-pecti¬ 
nea de Cooper, la fascia pectinea y la vena 
iliaca externa, que, a este nivel, se con- 
vierte en la femoral, como queda dicho 
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mas arriba. 

En caso de existir una arteria obtui-atriz 
anomala, se procede a ligarla inmediata- 
mente. 

De el volumen y reductibilidad del con- 
tenido del saco herniario depende el que, 
para haeerlo pasar a traves del anillo cru¬ 
ral, se tenga que resurrir a uno de estos 
Ires artificios: 

1) Hacer una ligera traccion sobre el 
saco, hacia arriba. 

2) Hacer un corte en el ligamento de 
Gimbernat. 

3) Seccionar el ligamento de Poupart, 
cerca de la espina del pubis. Este es un 
procedimiento de excepcion, 

En todo caso, nunca se deben hacer trac- 
ciones que puedan danar el contenido del 
saco, especialmente si se trata de una asa 
intestinal. Igualmente, hay que evitar con 
todo cuidado que el liquido de exudado 
pase a la cavidad peritoneal. 

Ena vez libcrado el saco, y debidamente 
protegido el campo, se proccde a incin- 
dirlo y a exteriorizar el contenido. que se 
rccibe en compress humedas calicntes. Se 
deja transcurrir el tiempo necesario para 
estimar la viabilidad del intestino. Cual- 
quit r tratamiento que amerite el contenido 
herniario es incomparahlemente mas facil 
y s>‘guro de hacer. sobre todo una entero- 
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psctinea. Hacia adentro se incluye en la 
sutura el ligamento de Gimbernat. El 
punto mas lateral, o externo. se lleva hasta 
la vecindad inmediata de la vena iliaca 
externa, obturando asi total y precisa- 
mente. el anillo crural. 

Se regresa el paciente a la posicion hori¬ 
zontal y se cierra la pared por pianos. 

Resvltados .—Hemos operado diez r ' casos 
de hernia crui*al por esta via de acceso 
sub-umbilical de Cheatle Henry. 

En nuestra serie hubo nueve mujures 
y un hombre. 

De los diez casos, en tres la hernia era 
reducible, en otros tres incarcerada v en 
los cuatro restantes estrangulada. 

Se practico reseccion intestinal con 
entero-enterostomia termino-terminal en 
dos cas.os. Se hizo reseccion cuneiforme 
de una pequeha area del horde intestinal 
antimesenterico en dos casos (hernias de 
Richter). Se ie?ccd un segmento de 
epiplon trombosado en dos casos. Final- 
mente. se hizo nada mas reduccion del 
contenido del saco en cuatro casos. 

Xo hubo mortalidad operatoria en esta 
serie. 

Xo hay hernias reproducidas en nucstrns 
operados. El mas reciente tiene veinte 
meses tie habcr sido intervenido. 

En un caso hubo infcccidn de la herida 
operatoria que, aunque no revistid gra- 
vedad, demord dos semanas la estancia de 
la enferma en el Hospital. 

sTMAKin v rONa.rsiONES 

1- Hi odusidn intestinal es causada en 
casi la mitad de los casos por una hernia 
externa. 

-- De cada diez hernias estranguladas 
cuatro son crurales. 

^euaksn algunas de las catisas que 
po.-pomn la intervencion del cirujano en 
las hernias crurales estranguladas. 

1. Actualmente, la mortalidad por her- 
tna crural estrangulada es de 20 :i 30 por 
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ciento y la frecuencia de reproducciones 
es de 10 a 20 por ciento. 

5. A pesar de estos resultados no satis- 
factorios, se siguen empleando casinexclu- 
sivamente la via inguinal y la via crural 
para el tratamiento de la hernia crural, 
estrangulada o no Se mencionan los in- 
convenientes que tienen estas dos vias de 
acceso. 

6. Se ennumeran las ventajas que tiene 
la via de acceso subumbilical, media o 
para-media, y se describe la tecnica opera- 
toria. 

7. Se presentan los resultados obteni- 
dos en diez casos personales, en los que 
no hubo mortalidad operatoria ni repro- 
duccion de la hernia, en pacientes tratados 
por esta via. 

8. Pensamos que el procedimiento me- 
rece ser meditado 5 y puesto en practica 
por un mayor numero de cirujanos en 
Mexico. 


JANUARY. 1959 
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Editorial 


Letheon: 

The Cadenced Story of Anesthesia 

CHAUNCEY D. LEAKE, Ph.D. 

SAN FRANCISCO, CALIFORNIA 


In living, all of us have suffered pain, 
thus sharing intimately with each other 
tense experience of that not-us, 
and thus becoming one 
through feeling in ourselves 
what others may have felt 
So much is pain! 

Like death, it is for all of us, 
hut since it’s not the end, 
there is the hope 
that there shall be no pain. 

Ah, that it might be so! 

In pausing now to think of those, who 
through 

the long and troubled years have shown 
the many ways to still the birthright wail 
of pain we suffer when we’re sick, 
to stop the anguish of the probing knife 
which mercifully cuts away 
the gangrenizing part which kills or 
maims, 

we have the pageant of our past to scan. 

So that we may the better keep 
in honored memory all who made 
some hurt for us the less,— 
too many may remain unnamed.— 
now Jet us hear again 
the what, the wh- n. the where. the how. 

S > shall v e justify a time of looking 
backward. 

i n or. re'h f «,f pr.in. 

ICO 


During the forthcoming months of 
1959 and as long thereafter as pos¬ 
sible, the editorial pages of the 
Journal of the International College 
of Surgeons will be occupied by 
presentations of rare and extraordi¬ 
nary historic value, the lectures pre¬ 
sented at the International Surgeons' 
Hall of Fame on medical and surgi¬ 
cal history from the earliest recorded 
achievements to these of our own 
times. We believe that Journal read¬ 
ers who were not able to attend the 
lectures will find them as exciting as 
did the cudiences present at their 
delivery. The story of progress in 
the healing arts and the giants of 
medicine and surgery to whom we 
owe the amazing brilliance and 
scope of modern achievement is in¬ 
trinsically thrilling and is a vital 
part of the education of every cul¬ 
tivated man and woman, inside or 
outside the profession. It is al¬ 
together fitting that it should appear 
in these pages, since the Interna¬ 
tional College of Surgeons is first, 
las! end al-wcys a teaching institu¬ 
tion. 


that, turning forward, we may find 
and keep the path to its prevention. 
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For pain’s not conquered, nor can it be, 
until we lose adaptiveness in sense 
and in response to that which is not-us. 

So bearing pain, relieving what we can, 
let us learn patiently the gentle way, 
firm to prevent such anguish as we may. 

What myriads have suffering lain in 
patience 

while they sought surcease: 
the fallen tree-men, 
fang-ripped hunters, 
spear-pierced warriors, 
stone-crushed builders, 
all the hungry, 
all the beaten and oppressed, 
all the fearful with their head and heart 
aches,— 

these the healers tried to help. 

Some holder shaman may have understood 
enough of pity to have tried to operate 
upon a tribesman, who had been knocked 
out 

in fighting, or by accident, or purposely! 

Everywhere men tasted this or that 
in seeking what they might with safety 
eat, 

and learned what each might do 
to bowel or head or heart. 

What cooled the fiery, painful skin they 
noted, too, 

and learning, treasured deep and long in 
memory. 

So when desire rose to alter bowel, 
to dull the ache of head or heart, 
or soothe the flushed and irritated skin, 
remembrance showed the way. 

What Bacchic genius first found joy in 
fruit juice 

worked upon by warming sun? 

Each tribe preserved the mythic hints 
of earthy Dionysian secrets, 
which suggested peace from frenzied 
want. 


Peace came with wines and human 
sympathy. 

The soothing voice and touch came first, 
then food, and oily balm, 
then skill, as taught by Imhotep, 
to set the broken bone, 
to calm the fiei'y skin,— 
the quiet hand of Susruta, 
the cooling lotions of Egyptian priests, 
the wine Hua-Tu devised to stupefy with 
hemp, 

the skillful pressure on the nerves 

and vessels to a limb, 

or on the ones still called carotids, 

arteries of sleep which pulse in neck,— 

the Scythian hemp, the Memphic stone, 

the savia of Hebraic surgeon-priests, 

the Persian wines, 

the temple-sleep in ancient Greece, 

the vinegars of crucified,— 

all these were known somewhere 

to dull the hurt of injury. 

And some were used to blunt the senses 
when the healing priest performed his 
rite, 

or cut away the cancer or the rotted part 
with stone or bronze scalpel. 

The wines and beers themselves were 
early found 

to be of comfort in an agony, 
and to them many herbs were added 
by the priestly surgeons everywhere: 
the lotus, lettuce, mandrake, poppy, 
dock, 

the henbane, hemlock, hellebore and 
hemp, 

verbena, primrose, myrrh and 
frankincense, 

the deadly nightshade, garlic, bhang, 

datura, mulberry and rue,— 

and half around the world, 

where men learned also,— 

kava, mescal, coca, and tobacco,— 

these and many more kept secret, 

unidentified, 
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comprise the ancient anodynes. 

By words, by pictographs, 
by writing on clay tablets and papyrus, 
was the lore preserved, 
and memory enlarged. 

The names of wise physicians 
came to be remembered: 

Greek Hippocrates, 

who so well told of fainting fits, 

how best to heal a broken bone, 

and so no harm; 

and Dioscorides, 

the surgeon, who, in Nero’s time, 

brought all the lore of drugs together 

for a classifying, 

each identified, discussed, 

for preparation and for use. 

He said, of mandragora, 

“Some there are who boil the root in wine, 
to give a glass in want for sleep, 
or yet before an operation with the knife 
or cautery. 

that they may not be felt.” 

Here then is clearly note of anesthesia: 
he even used that word! 

The Roman Gelsus wrote of tears of poppy, 
made in pills with saffron, myrrh and rue: 
a cooling anodyne to dim the flashing pain. 

In the Middle Age-- little surgery 
survived. 

Kolk-Ioreon pain relief condensed 
into the *-jumtiin - nn,hiu ><i, 
v,Inch Theodori« u-.-d ; 

” i .d.e opium, the le:»\e- of mandragora. 
i\ \. st i d- of do. k. 

the ,mii e of mulls i rv. In nh.ine. hemh-'k. 
and hod v ithm a -ponce, 
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\\ v. ill It. cut, 
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wine 

to dull the hurt they knew 

their knives or cauteries would cause. 

Gilbertus Anglicus plied potent drafts of 
opium, 

but they were dangerous. 

The skill of Guy de Chauliac was reversed, 
but it was nullified by pus. 

The war-won wisdom of Pare 
revealed how helpful gentleness could be. 
if it were blended well with skillful 
surgery. 

So British Clowes and German Wurtz 
strove 

in imitation of Pare 

to lull the shrieking battle misery. 

But all were baffled by the grinding agony. 
Performing dextrous feats of surgery, 
they bad but death to offer 
when their pity cried to put an end to 
pain. 

Rebellious Paracelsus wrought a minor 
miracle 

in urging bis peculiar “laudanum.” 
which he extracted from the poppy juice 
with wine, 
and kept a .-ecret. 

Yet it soothed much anguish. 

Still stronger “spirits” got by mystic 
Arab ritual, 

when patiently di-tilled from potent v. in«‘-, 
more quickly gave a sort of ane-tho-ia. 

>hu- b!a-ting hop.-- of olcla mi-t- 
f<>r life*- elixir. 

Non ir.it c..m* bri.Hi. :•/ Ri it !..• d 
\onto. 
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anesthetic power in carbon dioxide 
only came a century later, 
when Ralph Waters in Wisconsin 
marveled with us that 'twere so. 

Thus now there was the knowledge and 
the urge: 

the way to bring the two together still 
was to be found. 

This called for art, for skill and 
judgment, which 

would make a demonstration clear to all. 

The scientific effort showed what would 
anesthetize, 

the knowledge which could be applied 

in order to achieve 

the purpose urgently desired. 

But still the know-how must be found,— 
the engineer, the artist, dramatist, 
who could successfully adapt 
the knowledge to the purpose. 

Soon the trials began. 

Success was favored in frontier demands 
for practicality. 

In Boston, Collins Warren thought 
of ether inhalations for relief 
in pulmonary inflammation, 
and many younger medicos had learned 
to sniff at laughing gas and ether 
for a frolic. 

William Clarke of Rochester 
was one of these. 

His sympathy for pain 
in toothache in his fiancee 
suggested ether sniffing while 
the tooth was pulled. 

No pain was felt. 

But Clarke thought little further on it, 
and 

said nothing more about it. 

Yet, he’s used the ether first for 
pain relief in surgery! 

In Georgia, somewhat later, Crawford 
Long, 


just back from Philadelphia, where 

he learned restraint in medical affairs, 

amused his friends one winter night 

with sniffs of ether, 

when they failed to find 

some nitrous oxide for a laughing jag. 

They had a gay affair, 

and some were bruised, 

but felt no hurt, 

as Long observed. 

Hence, soon he used the ether surgically, 
removing tumors from old Venable’s neck 
(two dollars charge for surgery, 
a quarter for the ether), 
thinking nought of telling others, 
saying nought of what he’d done, 
till others showed the way to do it. 

Two years later, Hartford’s Horace Wells, 
a young and modest dentist, 
saw the Gardner Colton well-staged show 
of laughing gas. 

The subject bruised himself, 
but felt no hurt. 

Next morning Wells had Colton give 
him nitrous oxide, while John Riggs, 
a colleague, pulled a tooth. 

There was no pain. 

Wells used the nitrous oxide right away 
in practice, pausing not 
to study how to give it best, 
but urging all excitedly to try it. 

He considered other chemicals also, 
and told his partner-pupil what he did. 

This pupil, William Morton, was 
aggressive. 

Wells, in Boston, asked 
the best known surgeon, Collins Warren, 
to permit 

a demonstration for his staff 
at famous Massachusetts General Hospital. 
Here the best of newer medicine 
was practiced. 

Trained in Paris by the masters, 

Louis and Magendie, 
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many Boston medicos were critical 
and cautious. 

Wells was brash. 

He did not know precisely how 
much nitrous oxide patients must inhale 
to be insensible to pain. 

His boyish subject screamed : 
the crowd then jeered at Wells, 
and called him humbug. 

He retired chagrined 

that he had failed to demonstrate 

what could be done so easily 

to stop the pain of surgical procedures. 

This fiasco Horton watched. 

A student in the School of Medicine, he 
was also making sets of teeth 
and practicing at dentistry. 

With Wells, he had developed new 
and better dental solders, aided by 
erratic Charles T. Jackson, his preceptor, 
who 

was chemist, scientist, geologist, 
and who had claimed the credit for 
telegraphy from Samuel Morse. 

Now Morton tried with Wells to sell 
their better dentures in a larger way. 

But fear of pain in pulling rotted teeth 
kept customers away. 

And Morton was not satisfied with 
laughing gas. 

and he and Wells drifted apart. 

It was a re-t!e-< age. 
l>epiV"-inn.- stirred mm-st. and men 
moved wc-t, 

from Europe to the States. 

and on to California. Oregon and Texas. 

ar- ar'" <•, and gold was 'ought. 

It v, .is a titr.e of \ wi"',;- romp* the n : 
none a{folded g< re r,oi; v, !.i>r erndd. 



to pull a tooth, and snatched at any hint 
which came from Jackson. One, to put 
some ether on the aching tooth, he tried, 
and then he thought to give enough 
by inhalation to prevent 
whatever pain might be, 
however long the operation. 

Experimenting feverishly on animals at 
home, 

on patients in his office, he 
soon learned the dose to use. 

He wangled Collins Warren for 

an invitation to appear before 

the Boston surgeons in the same 

old amphitheater where Wells had failed, 

and there to try to demonstrate 

his new invention which could blunt, 

he thought, the biting edge of pain. 

One may wonder whether Morton realized 
what he proposed to do. 

We know with what compassion Hickman, 
Long, 

and Wells had sought to mitigate 
the piercing agony of surgery. 

Was Morton cold and merely striving for 
success and all that fame could bring? 
Some touch of pity must have stirred him 
when 

he saw the racking pain at operation. 

It usually required four strong men 
to hold a patient when the surgeon’s knife 
approached. 

Though stupefied with opium or drunk 
with gin, 

the patient.' shrieked with angui-h, 
groaned in agony, 

and struggled with cojg, •d-iv.- mi ■ r.. 
while -v< at r<de d from t? ■■Jr }>k.» . ,i 
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Calloused students vomited 
and could not stomach surgery, 
and only the most desperate or acutely 
injured 

would submit to operation. 

Pain was commonplace all over earth, 
evolving both with time and man. 

Yet with the hopes of freedom 
came a freshening dignity for man, 
and life became more precious as 
compassion grew beside religion,— 
to bring an end to slavery and pain. 

Yes, Morton must have known what he 
proposed to do. 

It seems that Morton understood that 
much depends 

upon the way that ether is administered. 
He tried a funnel-like inhaler, which 
was criticized by Doctor Gould, his 
landlord. 

Morton had a new improved inhaling flask 
prepared 

the very fateful morning when 
the demonstration was to be. 

His fellow students thronged the lecture 
room, 

excited at a chance to scoff again. 

The patient, Gilbert Abbott, thin and pale, 
was shown by Collins Warren, 
most respected of the surgeons. 

The doctors closed around to note 
the bulging tumor on the jaw. 

Hayward, Townsend, Henry Bigelow and 
Gould 

were there, in long street coats, as usual. 
The ritual of asepsis was not yet conceived, 
though Oliver W. Holmes, anatomist, and 
poet, 

who decried the dirt that caused infection 
in delivery, 

perhaps was in the room, 
to plan experiments which he described 
long afterwards. 

Morton failed to come at ten o’clock, 


the appointed time. 

“As Doctor Morton has not yet arrived,” 
said Collins Warren, 

“I presume that he is otherwise engaged.” 
Just as a raucous laughter followed 
Warren’s jibe, 

young Morton entered out of breath 
from rushing up the several stairs, 
the new inhaler in his hands. 

He made his preparations while the 
doctors 

strapped pale Abbott to the red-plushed 
chair. 

Then Warren said, “Well, sir, your 
patient’s ready.” 

Morton coolly asked of Abbott if he were 
afraid. 

“I feel,” said Abbott, “confident, 
and I will do precisely what you tell me to.” 
Then Morton had him breathe by mouth 
the contents of the flask. 

He flushed and twitched his arms and legs, 
as all had seen in ether frolics. 

At these signs in ether jags, 
the bottle was to be withdrawn, as learned 
texts advised, 

because the vapors might be harmful. 

Morton held the inhaler close to Abbott’s 
mouth 

for many tense and silent minutes, 
till he seemed to be asleep, with quiet 
breathing. 

Morton said to Warren, 

“Sir, your patient is prepared.” 

As Warren slashed with dextrous hand 
into the tumor, 
silence startled all. 

There were no shrieks, no violent strife, 
as usually occurred. 

There was merely quiet gentle breathing 
as in peaceful sleep. 

In silence and in awe they watched the 
Death of Pain 
and were convinced. 

Said Warren, “Gentlemen, this is no 
humbug.” 
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When the blood was washed away, and 
Abbott wakened, 

Morton asked what he had felt, 

and he was vague, remembering nothing. 

Morton did not tell what he had used. 

Next morning all of staid old Eoston was 
excited, 

for the news was in the papers, 

and another demonstration had been made. 

Yet Morton did not tell what he had used. 

There was confusion. 

Morton was evasive. He talked anxiously 
with Warren, Bigelow and Gould. 

They knew that it was ether that he used, 
and they agreed that it was his invention. 
Warren years before had recommended 
sniffs 

of ether to relieve the hacking cough 
of phthisis, and diseases of the lung. 

He recognized what Morton used. 

.Jackson, agitated, claimed a share of 
credit. 

He and Morton filed for patent, Morton as 
proprietor. 

They both desired fame and profit. 

All of those concerned were young, 
and though they sought the generous way, 
they had to get whate’er they could to live, 
and who was generous to them? 

The hospitals refused to use the new 
procedure, 

until Morton, showing overmuch concern, 
assigned a license to them. 

1 lien lie 'aid that he intended merely to 
prevent abuse, 

by patent right, but besought liciuw fee* 
alike 

ftein h"-pit.d- and dentist'. 
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but admitting his own failure to produce 
insensibility through ether by itself 
(perhaps the sample used was old, 
impure), 

thus adding to the dark confusion. 

He reviewed the past accounts of ether 
inhalations. 

where the dangers were observed, 
described the several operations with the 
Morton method, 

noting well the various imperfections, 
due, as we think now, to lack of knowing 
what the dose-effect relations are, 
concluding with a note in which he 
justifies 

the claims for patent through desire to 
prevent abuse. 

Then promptly Morton mailed a circular 
around, 

and gave the name of “Letheon” 
to what he had prepared. 

But still he did not tell what he bad used. 

Then J. F. Flagg protested well the patent 
claim 

and there was shat*]) debate, 
which Philadelphia doctors joined. 
Condemned by some, 
by many thought too dangerous, 
a' Wallace in New York disclosed 
explosibility, 
the Letheon was tried, 
and judged increasingly effective. 

Much more surgery was done. 

Admittedly tlio etln-r f<>'iered skill, 

and more ua- u-*-d. 

d’sput* maintaining inter,-.’. 
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using ether in an amputation, 
but the patient died from fever, 
making Joseph Lister think of how to 
stop the sepsis. 

Thus the word of ether spread, 
and much discussion rose 
in public and professional press. 

In Russia, Pirogoff devised new ways 
of giving ethei-, while in France 
debate occurred about its value. 

Wells in Hartford was disturbed 
and pressed his claims for nitrous oxide. 
In the midst of winter storms he made 
the rough long ocean trip to London and 
to Paris, 
but to no effect. 

He had no influential friends, 
was young, impetuous, 
and could not warm 

the cold austerity of scientific smugness. 

Morton sent around a flood 
of advertising tracts prepared with skill, 
containing many words from friends, 
among them being some from Holmes 
reviving “anesthesia” as a proper term 
describing well the new technique. 

Morton also wrote with care and dignity 
for benefit of scientists in France, 
but Jackson’s notes and influence 
and Wells’ visit were against him. 

Laughing at the interest 
in ether, shrewd French surgeons 
used it well and paid no heed 
to rival claims for fame. 

No system was at hand to aid 
the orderly development of drugs ; 

Indeed, such major efforts with new drugs, 
as are so commonplace today, take their 
example 

from success obtained when E. R. Squibb 
produced, 

in inexpensive bulk, an ether 
standardized for inhalation anesthesia. 

In Morton’s time there was confusion over 
ether. 


Some used “chloric ether,” which we now 
believe 

was ethylene chloride, not uniform in 
quality 

nor suited for anesthetizing. 

Sulphuric ether, as first made by Cordus, 
had to be 

prepared with care and purified, 
as Morton learned from Jackson, 
if successful anesthesia were to be secured. 

With each determined tensely on 
his own ambitious glory-hunt, 
without a chance at reconciliation, 
Morton, Jackson, Wells, 
the three who had been friends, 
became the bitterest enemies, 
when there was fame and means 
enough for all to share. 

The controversy stormed through years 
of tragedy. 

While in New York, alone, 

Wells slashed his veins 
in shame of failure, 

when he realized his halting notes were 
unconvincing, 

when he knew he’d compromised himself. 

When patent profits failed, young Morton’s 
friends 

proposed a grant from public funds 
as recompense for public benefit. 

Discussion rose again, this time in 
Congress. 

Harsh and detailed arguments were made, 
reports filled many unconvincing pages, 
and many testimonials appeared for 
Morton. 

Truman Smith defended Wells, 
and Jackson had his say through Lord 
and Gay. 

Let credit be to Jackson, when 
he heard of Crawford Long, 
that he withdrew his claim. 

When Long, though needing funds, 
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refused consideration of the grant, 
debate in Congress ceased. 

In Edinburgh, James Young Simpson, 
seeking pain control in child-birth, 
found that ether would not do as well as 
he desired. 

It acts too slowly. 

Something rapid in effect he wanted, 
something powerful to meet the sudden 
cramping ache. 

For months he sought a better agent. 
Busy days left only time at night: 
around the great long table in the dining 
room 

he studied after dinner, testing many 
vapors 

on himself and Keith and Duncan, 
while their academic friends, 
attracted by the ground-floor lights, 
would vi*it with them. 

Sturdy Scot, and independent, 

Simplon, large of head but little-legged, 
already was in wordy argument 
upon obstetrical statistics and on pain 
relief. 

Th< Lnvn t fostered critical di*eu«rion: 
there was much on anesthesia, 
and Simpson watt lied the rival claims of 
WelK and Mm ton. 

lie w rote much, the while he sought a 
better ether. 

Dm i he thought about a talk he'd had 
w itli l)u\ id W.tldie, (la mist frit nd from 
1.1\< 1 pool, 
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was an angel, 
they agreed they’d found 
a better letheon than ether. 

So with promptness. Simpson learned the 
dose to use, 

compared the chloroform with what he 
knew of ether, 
tried it on his patients, 
found it worked as he desired, 
found it lightened the most burdensome 
deliveries, 

and he was greatly gratified. 

At once he published his reports. 

Then vigorous debate arose again. 

and long continued, 

on the merits of the letheonic drugs. 

Chloroform had been devised by Samuel 
Guthrie 

in New York some years before, 
and he observed its stupefying danger. 
Souberain and Liebig al«o made it, 
while Diima^ in Paris standardized it. 
Flourens in experiments on animal* 
remarked upon its anesthetic power 
several month* before it* value wa* 
revealed 

by Simp*on’s demonstration. 

ChanningV brief for ether for the pain* 
of labor 

was pedantic in the face of Simpson’* 
eager brilliance on chloroform. 

hub i d. the in ni a--uridin *■» of Simp-on 
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But he prevailed by silly argument 
that God Himself approved of anesthesia, 
since He had set the precedent by giving 
sleep to Adam at the birth of Eve. 

When later he was knighted, friends 
proposed 

a coat of arms, a naked babe, with motto, 
“Does your mother know you’re out ?” 

Victo dolore was the epigraph 
which Simpson chose in joy of doing. 
Simpson was articulate. 

He wrote convincingly, he had the facts. 
The tracts of Wells and Morton 
on the three anesthetizing drugs were 
weak 

compared with Simpson’s clear analysis, 
and Jackson’s later effort was no better. 

With Simpson’s stimulus, advance began 
in Europe. 

Om’nously and tensely, th’ approaching 
civil strife 

distracted what young scientists we might 
have had, 

and devastated utterly their intellects. 
Wells had killed himself, 
and Morton strove to vindicate himself 
’gainst Jackson, who was judged insane. 
Some chance announcement, praising 
Jackson, 

drove the angered Morton into fatal 
stroke 

in Central Park, New York. 

Impoverished by Civil War, 

Long died with dignity, 

his final act relieving pain in childbirth. 

Monuments were made for all, 

save Jackson, who does not deserve one. 

To commemorate the vict’ry over pain, 
there stands 

a shaft in Boston with little lettering 
upon it, 

since no one agreed on whom the fame 
should rest. 

Sly Holmes proposed to carve on it, 


“To e(i)ther,” 
thus to close the argument. 

It was Warren’s weight, with Jacob 
Bigelow’s letter 

in The Lancet, which aroused the English 
to investigate the many ways of 
anesthesia. 

Steady patient toil resulted in John Snow’s 
reports, 

which gave details of doses and effects, 
defined “degrees of narcotism,” 
which later Arthur Guedel classified 
more helpfully in “stages.” 

Snow warned sharply of asphyxia, 
which he had studied previously. 

He made inhaling masks with valves, 
and soon become the first professional 
anesthetist, 

enjoying confidence of Queen and all. 

Then Thomas Nunnely began the 
systematic search 
of chemicals for pain-relief, 
and even noted ethylene. 

He also introduced the use of mixtures. 

But his search Avas fruitless, 
as many others Avere to be. 

SnoAv’s pupil, Benjamin W. Richardson, 
reneAved 

the systematic search of chemicals for 
pain relief. 

He introduced the ether spray 
for local cold to blunt the pain of minor 
surgery. 

The alcohols were studied, many 
hydrocarbons, too, 
and one, the gaseous ethylene, 
he found AA r as safe, 
but no machine availed for giving it. 

When Clover made efficient gas inhalers, 
they were used for chloroform and ether. 
They later Avere improved by Hewitt, 
using cylinders for nitrous oxide under 
pressure. 
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Meanwhile in France, great Claude 
Bernard 

proposed a theory for narcotism, 
reversible coagulation of the protein of 
the cells, 

and emphasized the way 

that anesthesia may simulate asphyxia. 

He analyzed depression of the nervous 
system. 

He suggested morphine prior to inducing 
anesthesia. 

Oxygen he showed was needed to prevent 
asphyxiation. 

Nitrous oxide was revived by Gardner 
Colton, 

who had used it first for Wells, 
and who was wise, well-travelled, 
practical, 
but inarticulate. 

But Edmund Andrews of Chicago, 
adding oxygen, had made it safe. 

Now death from chloroform was 
frequent. 

Many chloroform commissions made 
reports on how it acts, 
by liv<-r damage, vagal stoppage of the 
heart. 

and stropine came into use to paralyze the 
vagal ends. 

And then another am sthetic way wa< 
found. 

Thi- came when Sigmund Freud re-olwd 
t<> treat 

,i morphine adilb t by a nerw.-timulating 
drug 
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where inhalation anesthesia is bothersome. 
As soon as he had put cocaine to tongue, 
as others did, the interne knew 
the numbness came from block of sensory 
nerves. 

Experiments on animals soon taught how 
much to use. 

and prompt success resulted in the clinic. 

Roller’s German note was read by surgeons 
round the world, and strong solutions of 
cocaine 

came into general use for local anesthesia. 
In Baltimore Halsted devised nerve block, 
and Corning made a way for spinal 
anesthesia. 

But cocaine was found to be addictive too, 
so stimulus was given to a search for 
something safer. 

Cocaine’s use for local anesthesia was 
not new. 

For how did Incan Shaman cut the skull 
away 

to get relief from pain of pressure 
from the crack of stones from battle 
slings? 

Maybe, a« Moodie said, he chewed on coca 
leaves 

and let saliva drop on injured part 
the while he operated. 

Better drug.' for local ane'the-'in were 
devised 

a'soon Willstatter had found 
Hi** key t«* cocaine’s chcmi-try. 

Founmau <i< velope.j stovaine, 

Einborn propo-.-,* procaine, and man;, 
more 
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Koller had no part in this. 

He practiced long and well. 

New York’s own ophthalmologist, 
but gained no recognition for the vast 
relief from pain his finding brought. 

’Tis trite to say that someone else would 
have 

discovered local anesthesia right away if 
Koller hadn’t. 

He deserves some fame,—not quite 
as much as movie star or gangster, maybe. 
Values are as relative as time. 

Of this be sure: Carl Koller earner his way 
alone with dignity, and was content. 

Revived were other ways of local pain 
relief. 

Pare, Valverdi, James Moore had put 
pressure 

on the vessels to a part or to the nerves, 
while Avicenna, Severinus, Baron Larrey 
used the cold of ice and snow for 
anesthesia. 

Refrigeration now is vogue again 
with startling packs of ice for amputation. 
Meanwhile the ethyl chloride spray 
was introduced in Switzerland by Paul 
Redard 

for local freezing of the skin for lancing. 

Many combinations of narcotic drugs had 
long been used. 

The German, Steinbuchel, proposed a 
new one: 

hyoscine and morphine for the “twilight 
sleep” of childbirth. 

This enjoyed exploited vogue. 

We’ve learned again, through Grantly 
Read, 

that tension adds to throes of labor. 
Cleveland’s Crile proposed “anoci- 
association,” 

a combination of a general with a local 
anesthetic 

to prevent the shock of operation. 

Many combinations and sequences of the 
anesthetic drugs 


may be devised according to the needs of 
patients. 

Growth of knowledge in regard to 
anesthesia 

brought the benefit of technical 
improvements, 

which added further to success. 

Rudolf Matas made spinal block effective; 
J. T. Gwathmey’s skill attracted wide 
attention; 

Harvey Cushing added safe control 

by introducing record charts 

to follow change in pulse and respiration. 

Interest arose in metabolic shifts 
produced by anesthesia; the water loss, 
the fall in alkali reserve, with disturbances 
in carbohydrate balance, the phosphate 
loss 

which Stehle found, the liver damage 
emphasized by Bourne in Montreal, 
effects produced by carbon dioxide 
as shown by Yandel Henderson,— 
consideration of these matters 
helped improve the care of patients,— 
as when William Thalhimer, in studying 
these 

new factors, introduced the use of insulin 
with glucose intravenously to stop 
postanesthetic nausea. 

The Scotsman, William MacEwen, with 
Franz Kuhn, 

applied Vesalius’ old experiment 
of blowing up the lungs, to show the way 
to make thoracic surgery successful, 
through tubing for the trachea, which was 
skillfully improved by Waters and Guedel. 
Much effort came on gaseous tensions, 
which had been well studied by Paul Bert, 
who never knew how much his work might 
mean 

to aviation and to anesthesia. 

Complex effects are caused by anesthetic 
drugs, 
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as Walter Meek and Robert Allen 
emphasized, 

on kidney flow, on laryngeal spasm, on 
heart, 

on respiration, Barcroft’s curves of C0 2 
and oxygen 

blood saturation, on cellular membranes, 
on viruses, 

metabolism, endocrines, carotid sinus, 
enzymes, 

nerve response, with interesting block at 
first 

of sensory fibers, then of motor ones,— 
all these effects, and many more have been 
well measured with respect to dose and 
time, 

and ways were found to counteract 
or to prevent those not desired. 

A host of stimulating drugs are known, 
and many can be well applied to vivify the 
comatose, 

as cafTeine, CCb, metrazole, and benzedrine. 
Behold, what scientific wealth of data 
those who have the wit may spend, 
and evermore accumulate! 

New anesthetic drugs were found, or were 
revived; 

Arno Luckhardt, Isabella Herb, and J. B. 
Carter 

in Chicago, once again discovered ethylene 
is not a dangenm- drug for animal-, 
a- it i- for plant-, but rather i- a smooth 
ane-thctizing agent, capable of being given 
v, ith enough of oxygen that no a-phyxia 
occur-. 

Tin- v a- vontirmed at once and 
ind< p< mb ntlv 

by lb mb i-on, ar.d Brown in Canada, 
but eth\ h in * \p', > h -, and ac, id* at - 

o.{ m; t l. 
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bv removing CCb as formed, and adding 
oxygen as needed. This led Ralph Waters 
to devise successfully the helpful 
carbon dioxide absorption method. 
Jackson also introduced trichloroethylene 
for quick and brief anesthetizing. 

Yelyen Henderson and Lucas found 
powerful 

depressant action in cyclopropane, 
which Schmidt and Waters carefully 
developed 

to a safe efficient anesthetic gas. 

Guedel and Knoefel, Chen and Ravdin 
discovered that divinvl ether is as 
prophesied, 

a rapid acting useful drug for anesthesia. 
Here at last had science triumphed in 
predicting 

what a drug might do on living things 
before it had existence. 

J. C. Krantz was thus impelled to search 
for other anesthetic ethers. 

Abreu, Marsh and Peoples sought 
a better non-inflammable 
halogenated hydrocarbon 
than chloroform, for anesthesia, 
but with no success. 

But Krantz succeeded, by 
the use of fluorine derivatives, 
and on the side 
found useful agents for 
convulsive shocking in psychoses. 

Thus were all dopn^-ant agent- to b.- 
scanned 

again for anc-thetic hint-: tl.fr-- w;.- 
inter*-* 

in -tandard drug- like elder;.1 h> dr.it-. 
-alt- nf bn-miM- *>r mag-;, -him. 
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trichlorethanol, 

which is quite as useful, was neglected. 

But tribromethanol in amylene 
was well reported on by Eichholtz for 
a rectal administration, and it was widely 
used. 

There came the overwhelming flood of 
barbitals. 

The chemist, Emil Fischer, first devised 
urea malonyl compounds, and named 
the type one “Veronal” from the city of 
Verona 

where he was when word arrived that 
it had acted as desired. 

It also was exploited. 

Many ways were found by young American 
inventors to produce new drugs from it. 
These all comprise the barbitals, and they 
were used for anesthetic action by the 
veterinarians. 

John Lundy found that anesthesia by vein 
is practical provided that the drug will act 
within injection time and be excreted 
quickly. 

Such a drug the Russians sought for years 
before 

and thought they’d found in “hedonal.” 

But it was far too toxic. 

Now the many barbitals gave chance for 
patient search 

to get the best one suited for the purpose. 
“Pentothal” seems best right now, 
in battle tried with much success. 

Then Arthur Tatum, Peter Knoefel, found 
that barbitals protect against all toxic 
local anesthetic drugs, and that they may 
be used to calm the anxious patient to 
prevent 

untoward reactions with an irritable heart. 
Again it is recalled that relaxation 
with relief from fear may lower sense of 
pain, 

and aid in psychological adjustment, 
as Paul Blood suggested years before. 


Not every plan for better drug has been 
achieved: 

once great to-do was made 

for nonaddictive substitutes for morphine, 

None exist nor can. 

The National Research Council wagered 
much 

on holding pain relief can be divorced 
from craving, but it lost. 

For all the pain-relieving drugs provide 
desired escape from what cannot be 
faced 

with dignity to self. 

So all the alcohols, the morphines, 
barbitals 

became addictive drugs, and so do those, 
cocaine-like, which may give the feel 
of courage, not the stuff itself. 

Much needed aid to work in pain control 
has come in recent years. 

The Frank McMechans started special 
journals, 

took long journeys, under handicap, from 
their home in Cleveland, 
to cheer anesthetists around the world. 
Paul Wood gave impetus to make 
a specialty of anesthesia. 

The surgeons learned that specially 
trained 

anesthetists are helpful to success. 
Anesthetists were organized, 
professional standards rose, 
to further craft and skill for patients’ 
benefit. 

Ralph Waters started training courses at 
Wisconsin 

whence skilled anesthetists 
have gone to all the world; 
where plans for future anesthetic 
engineering, 

as proposed by Noel Gillespie and 
0. S. Orth, 

give hope of gi’eater benefit. 

John Lundy gave great stimulus 

with articles and text, 

and basic studies on pain conduction 
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and the mechanism of anesthesia 
began in England, Germany and here. 

John Adriani’s texts, neatly and well 
devised, were boon 
to nurse anesthetists striving to 
perfect their gentle art. 

Do we know yet what anesthesia is? 

By age-long trial we’ve found a way 
to ease some pain, not knowing what 
pain is. 

How then know anesthesia ? 

Hans Meyer, C. E. Overton revealed that 
most 

of nerve-depressing drugs will concentrate 
in fatty nervous sheaths because they are 
more soluable in fat than water. 
Winterstein proposed that anesthetics 
seem 

to act by slowing oxidation in the cells. 

As more is learned how enzymes act 
there may be more to justify this thought. 
Quastol and Emerson have shown 
the difficulties in exploring these ideas 
with methods now available. 

John Field, in well reviewing enzyme 
concepts 

in relation to narcosis, points 
the way to further knowledge and belief. 
Ralph Lillie emphasized effects of 
anesthetics 

on the surfaces of cells, suggesting that 
the permeability reactions alter vital acts. 

David Nnrhmnnsohn describes 
how nen ons impuKe 
followacetylt holine 
formation and destruction, 

\\ idle eh Ctl'on movement 

can be m< a v tin ti in the action current. 
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some have studied sleep,— 
that happy state wherein we spend 
a third of life, nor know the how. 

Here Prussian scientists, 
as Sechenov showed, long ago, 
that the brain 
inhibits reflex activity, 
and his pupil, Pavlov, well 
began the study of conditioning. 
Nathaniel Ivleitman saw the way 
that muscle relaxation favors sleep, 
that every sleep-producing drug 
first lowers muscle tone. 

Often muscle relaxation is essential 
for success in surgery. 

Curare, that strange arrow poison 
studied by 

Bernard, is used with anesthesia 
for muscle relaxation, thus avoiding 
coma dose 
of anesthetic drug. 

In the chemistry of curare are 
ten carbon atoms in a ring; 

So dccamethonium compounds could 
be made to act as surgeons want, 
relaxing muscles swiftly and for 
a short time only. Succinyl choline, 
whose structure corresponds, 
is widely used, but David Marsh 
made others still more promising. 

So experiment, debate goes on, 
and we are learning some of pain itself. 
Thus Joseph Erlanger and Herbert 
Gas-tu¬ 
sh owed relationship- between the kind 
of nervous sheath and -peed of pain 


conduction. 
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In analyzing what we know of pain, 
attempt is made to separate 
the “feeling state,” of “quale,” 
from what specific space-time factors 
may 

be quantitated. This demands 
duality of matter-mind relationship, 
and is opposed to evidence 
accumulating rapidly that all 
which we call “mental” is, in fact, 
a space-time adaptation of 
associated atom-energy complexes to 
environments from which they came, 
and to which they will return. 

That fermentation is a sort 
of subtle respiration Pasteur showed; 
then Meyerhof and Warburg worked 
on respiratory ferments, paved the way 
for later studies on effects on enzymes 
of the various anesthetizing drugs. 

The enzyme choline esterase is thought 
by some 

to mediate the nerve impulse by energy 
exchange 

in making, then in splitting, acetylcholine, 
electrical effect along the sensory 
or motor nerve appearing at the time. 
Now this effect of choline esterase is 
blocked 

by anesthetics of all kinds. 

But how does this occur ? 


And so the search goes on. 

The more we learn of cells, their physical 
reactions, 

their dynamic steady states, 
the vast and complicated ways their 
chemistry proceeds, 
the more we’ll know of pain, 
and how it is relieved. 

The radioactive isotopes may help locate 
the action 

of the old and well-known anesthetic 
drugs. 

And so the search goes on, 
revealing more of Nature’s shy and 
beauteous self. 

And as the story’s told by Thomas Keys 
and many others, 
it is impressive. 

Thus in another time of looking back 
on pain control, we’ll have so much 
the more to think about. 

For pain’s not conquered, nor can it be, 
until we lose adaptiveness in sense 
and in response to that which is not-us. 

So bearing pain, relieving what we can, 
let us learn patiently the gentle way, 
firm to prevent such anguish as we may. 

Yet calmly now, the story told, one asks 
whence anesthesia, when such sadists we? 


Editors’ Note: It has been brought to our attention that certain semantic and 
syntactic errors appear in the German articles of the double-issue Journal (No¬ 
vember and December) commemorating the First Congress of the European 
Federation of the International College of Surgeons, held in Brussels in May 
1958. Needless to say, the Editorial Board is deeply regretful. We offer sincerest 
apologies to all concerned, in the hope that our readers will understand the tre¬ 
mendous effort involved in preparing and presenting these two unusually large 
issues within, a limited time. 


126 



New Books 


BOOKS RECEIVED 


The following books have been re¬ 
ceived by the Editor; they will be re¬ 
viewed critically as space and facilities 
permit. Omission of more extended re¬ 
view, however, is not to be taken as criti¬ 
cism of the merit of the book. 

Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 

Proceedings of the Third National Cancer 
Conference, Detroit, Michigan, June 4-6, 
1956. Sponsored by the American Cancer 
Society, Inc., and National Cancer Institute, 
U. S. Public Health Service. Philadelphia: 
The .1. B. Lippincott Company, 1957. Pp. 961. 

Le Diagnostic du Cancer d’Estomnc a In 
Pcriodc Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A Gutmann. Paris: G, 
Doin ft Tie. ipr,r,. p p , 257. 

Pathology and Surgery or the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockctt. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 

Spinal Cord Compression. By I. M. Tarlor. 
Springfield, 111.: Charles C Thomas, Pub- 
Usher. 1957. Pp. 147, with 41 illustrations. 

Functional Bracing of the Upper F.\tremi. 
tie-. Bv Mile H, A tub r.-«n. Springfield, 111.: 
Chad. - C Thom:.., Puhiidi. r. lp',«. p p .;,-g 
lllu'-trat: d. 

Diagnostic Clinique Prnno'tir *t Trait e- 
on nl i|c. Turn, in- It* nigne. u Maligns 
(Clinic,! I»iagn<*M‘. Ptogntoi* and Treat, 
nunt of Ihnign and Malignant Ttmwsl. R\ 
1 ’ I',:.- (; ]> ?>., 


The Clinical Management of Varicose 
Veins. By David Woolfolk Barrow. New 
York: Paul B. Hoeber, 1957. Pp. 167, with 
70 illustrations. 

The Story Behind the Word: Some Inter¬ 
esting Origins of Medical Terms. By Harry 
Wain. Springfield, Ill.: Charles C Thomas, 
Publisher, 1958. Pp. 342. 

Homosexuality, Transvestism and Change 
of Sex. By Eugene de Savitsch. London: 
William Heinemann Medical Books Ltd., 
1958. Pp. 120. 

Texas Surgeon. By Donald T. Atkinson. 
New York: Ives Washburn, Inc.. 1958. Pp. 180. 
Reviewed in this issue. 

The Roentgenographic and Clinical Picture 
of the Healthy and the Diseased Spine. By 
G. Schmorl and II. .Tunghans. Stuttgart: 
George Thiente Vcrlag, 1957. Pp. 350, with 419 
illustrations. Reviewed in this issue. 

The Operation. By Leonard Engel. New 
York: McGraw-Hill Book Company, 1958. Pp. 
277, with diagrammatic endpap<w.-. Ih viand 
in this issue. 

Human Direction: Its Drama and Struggle. 
By A. M. l.n-sek. Springfield, 111.: Charle- C 
Thomas, PuhlLher, 195s~, }>p. r,]0. Ilbi-traP n. 

Ri ri i i'v d in tt is Cm n. 

Chirurgiea Geriatrira (Geriatrie Surgery ). 
By Gian Carlo Pan nti ar.d Mario Fobs. Turin* 
F.dirioni Miron;. M< <!!•;.. 195'. Pp, - 

fit wt d if tl . A. ••/. 

The PluMohigj and Path**log\ of the C< r* • 
helium. By it Sp;-.- p< v . : d 


/:. ... 

Martiij»* G> r< e<ib>v*ie Op* ration* 




BOOKS REVIEWED 


Duodenum et Pancreas (Duodenum and 
Pancreas). By Guy Albot and F. Poilleux, 
with the collaboration of sixteen Staff Mem¬ 
bers of l’Hotel Dieu. Paris: G. Masson & Cie, 
1956. Pp. 296, with 126 illustrations. 

In 1952 the authors began publishing 
monthly conferences on various diseases of 
the gastrointestinal tract in which surgeons, 
roentgenologists, pathologists, biologists and 
others took part. The first was a volume on 
diseases of the bile duct; the second, in 1953, 
was on the stomach; the third, in 1954, was 
on the liver and portal vein, the fourth, in 
1955, was on the small intestine. In the cur¬ 
rent volume on diseases of the duodenum and 
pancreas, diagnosis and treatment were brought 
up to date. 

In dealing with megaduodenum the authors 
point out that it may be due to congenital mal¬ 
formation, extrinsic pressure due to carcinoma 
of the adjacent organs, adenopathy, duodeno¬ 
jejunal bands, etc. In addition, functional dis¬ 
ease due to vagosympathetic distui-bances re¬ 
sults in paralytic stasis associated with spasm 
of the duodenal bulb sphincter. They state 
that tumoi's of the ampulla of Vater can be 
diagnosed only by roentgen ray and should be 
treated by surgical extirpation. There ai-e 19 
excellent roentgen films depicting these con¬ 
ditions. 

A chapter is devoted to the role of the three 
sphinctei's of the duodenal loop in the symp¬ 
toms of diseases involving organs of the right 
upper abdominal quadi - ant (caiTefour). The 
anatomic aspects and functions of these 
sphinctei's are studied, including radiomano- 
metric and cholecystogi’aphic (with and with¬ 
out duodenal intubation) studies, and de¬ 
scribed. The authors’ recent studies have led 
to revision of the concept of duodenal physiol¬ 
ogy. The general, remote and local etilogic 
factor's in diseases of the duodenal sphinctei's 
are presented. The authors emphasize the 
role of bilidigestive synergy, which may ex¬ 
plain failures of certain gastrectomies, and 
bilidigestive anastomosis. Postoperative bili¬ 
digestive spasm is described. Changes in the 
technic of anastomosis, including drainage of 


the gallbladder and anastomosis of the bile 
duet with the duodenum or, preferably, with 
the jejunum in some cases, are discussed. 

There is a chapter on the postgastroenteros¬ 
tomy and postgastrectomy syndrome, physio¬ 
logic suppression of the duodenum, vicious 
circle phenomena, defective function of gas¬ 
troenterostomy opening, jaundice, etc. The 
authors advocate routine examination of the 
duodenal ring in all ulcer patients prior to 
gastrectomy; in certain instances of spasm of 
the duodenal sphincters the prognosis should 
be guarded; in others, gastroenterostomy 
should be substituted for gastrectomy. 

One hundred and forty-two pages are de¬ 
voted to the exploration and treatment of dis¬ 
eases of the pancreas. The various functional 
tests of pancreatic secretion in cases of acute 
and chronic pancreatitis are described; the 
quantity secreted in the blood, urine and stool, 
and that collected through a duodenal tube. 
Among the tests listed are those of Tremo- 
lieres, West and Althausen. Examination in¬ 
cludes splenoportographic study, catheteriza¬ 
tion of the pancreatic duct, transduodenal 
papillary pancreatographic study, etc. Cathe¬ 
terization permits examination of the secre¬ 
tion as ivell as dilation of a constricted duct 
that may be causing obstruction. Puncture 
biopsy is recommended in some cases. 

There is a chapter on lithiasis of the pan¬ 
creas and pancreatic duct. In the diagnosis 
of lithiasis, the authors state, it is difficult to 
distinguish between stones of the duct and cal¬ 
careous pancreatitis (a latent affection often 
overlooked). Diagnosis is made by evaluating 
the clinical symptoms, physical examination, 
Mallet-Guy’s sign, roentgen study, glycoregu- 
lation, etc. There are excellent splenoporto¬ 
grams and pancreatograms. The various sur¬ 
gical interventions described include pancrea¬ 
tolithotomy, as well as other operations on 
the bilidigestive tract and nervous system. 
Interesting cases of calculus of the pancreatic 
duct and pancreas are reported by Dupuy, 
Leger, Edelmann, Vallin and Grosdidier. 

The chapter devoted to pancreatitis without 
obstructive jaundice considers various symp- 
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tom«, viz., pain and the clinical syndrome of 
pancreatic insufficiency and gastrointestinal 
hemorrhage. Left segmental and diffuse pan¬ 
creatitis and the various types encountered in 
infants are discussed. The difference between 
infants and adults in the clinical picture of 
chronic pancreatitis is pointed out. Excellent 
photomicrographs demonstrate the character¬ 
istic appearance of fibrocystic disease, inter¬ 
stitial pancreatitis, etc. 

Another chapter discusses the rare true cyst 
and the relatively common fal«e cyst of the 
pancreas. They are often associated with cal¬ 
culi and have caused obstructive jaundice by 
pressure on the bile duct, gastrointestinal 
hemorrhage or perforation. Operations include 
cv.stojejunostomy, marsupialization, etc. 

The last chapter lists five classes of pan¬ 
creatic hypoglycemia and discusses the im¬ 
portance of surgical measures in its treatment. 
The authors de-cribe the differential diagnosis 
between adrenal, hypophyseal and hepatic in- 
sufficicncj. Hypoglycemia in the infant and 
medical tieatment of pancreatic hypoglycemia 
are brought up to date. 

This fifth volume i« a compilation of con¬ 
ferences conducted at l'Hotcl Dieu, Paris. It 
deals with diagnostic procedures dec eloped 
o\er the yc*ai>, which facilitate the treatment 
of obscure disease-, and lesions of the duo¬ 
denum and panele.is. The new operative inter¬ 
ventions aie described. It is particularly well 
illustrated, contains an up-to-date and exten¬ 
sive bibhopinphy and is, on the whole, an o\- 
celhnt work. 

Cnvun- I'lli.i.t M vTHt. M.D. 

The Hoentgenographic and Clinical Picture 
of the Healthv and the Diseased Spine. Bv 
C C. Sibtnoji and 11. dm gh. nn-. Stuttgart - 
1 b <>( g Thu u < Vtil, g, I'.'". Pp fft, vitli 
IP.' illo-'i.ition- 


of these are made more easily understandable 
by accompanying line drawings. There are 
also excellent photographs showing pathologic 
conditions of the vertebral bodies and of the 
intervertebral discs. In preparing this addi¬ 
tion, the literature of the last thirty years 
has been carefully studied. An appendix of 
bibliographic references fills 42 pages. This 
is a most thorough coverage of the literature 
dealing with the disease* and degenerative 
changes that may affect the human spinal 
column. All who are interested in a better 
understanding of the pathologic nature, the 
roentger.ographic signs and the clinical course- 
of diseases of the spinal column should have 
access to this beautifully printed and illus¬ 
trated volume. 

Edward L. Compere, M.D. 

Texas Surgeon. By Donald T. Atkinson. New 
York: Ives Washburn, Inc., 1958. Pp. 180. 

In his foreword to this personal account. 
Dr. Arnold Jackson, of the Jack-on Clinic. 
Madison, Wisconsin, sav-: “Any young man 
or woman contemplating a career in medicine 
will find great inspiration from leading this 
hook.” It offers more than inspiration—there 
is humor in it, and tiiumph of the spirit. 

Dr. Atkinson is Canadian-horn, a native of 
New Brunswick, which he left as a voutli t<> 
trv his fortunes in the United State-. H> 
worked on a freighter, a- a coachman, and 
a niah- nur-e while attending night school. H< 
finally got hi- M.D. from the Umvei-itv of 
loui-ville, at.d vunt vu-t around the turn <f 
the onturv to practice in :h< OH.d.om 7<r- 
ritorv. Hi- : rut dot* - of mini-t* ring t" 11 * 
Indian- ar* iuh ; nd full if burr n mo x< ' 
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The author of several medical texts. Dr. 
Atkinson, at 85, is still practicing in San 
Antonio. His autobiography should fascinate 
readers in all walks of life. One can only 
wish that it were three times as long. 

Max Thorek, M.D. 

The Operation. By Leonard Engel. New 
York: McGraw-Hill Book Company, 1958. 
Pp. 277, with diagrammatic endpapers. 

When a top-flight journalist engages in 
truly scientific research, his writing is bound 
to give to his subject the dramatic power to 
which it is entitled. Leonard Engel is such 
a writer, and this minute-by-minute account 
of an open heart operation at the University 
of Minnesota Hospital is completely fascinat¬ 
ing. 

The patient is fictitious—a composite of 
many whose cases are recorded in the archives 
of the hospital. The other characters are 
real, particularly Drs. C. Walton Liilehei and 
Richard L. Varco and their colleagues, who 
performed the operation. 

Joyce Wilder, the 13-year-old patient, had 
a congenital defect—an opening in the muscu¬ 
lar wall between the right and left ventricles. 
The job was to patch the opening. 

Step by step the reader sees the operation, 
with full explanation in terms that everyone 
can understand. And, with the consummate 
skill of the professional writer, the author 
works in flashbacks that recount the tremen¬ 
dous advances in medicine and surgery which 
have made such operations possible. Not a 
detail is omitted—the operating room, the 
equipment, the work of the interns, residents, 
nurses, the whole team. The tension of the 
operating room is there, and its triumph. The 
endpapers diagram the particular cardiac 
defect under discussion and the operating 
room in which the drama in real life was 
performed. 

Because of the importance of open heart 
surgical treatment and the masterly writing 
of this book, The Operation should become 
a national best seller, read by the general 
public as well as by all professional men. 

O. C. 

Human Dissection, Its Drama and Strug¬ 
gle. By A. M. Lassek. Springfield, Ill. Charles 


C Thomas, Publisher, 1958. Pp. 310. Illus¬ 
trated. 

A distinguished anatomist reviews the long 
history of dissection and its contribution to 
the knowledge of anatomy and the develop¬ 
ment of medicine, from the time of publica¬ 
tion of Vesalius’ De Corporis Hvmavi Fabrica 
Libri Scptem to the present day. 

The author investigates religious beliefs in 
China, ancient Greece, Egypt and Rome as 
well as in Scotland and England, and the 
development of medical education in the 
United States and abroad. It is a fascinating 
text and well deserves its subtitle. 

M. T. 

Chirurgia Geriatrica (Geriatric Surgery). 
By Gian Carlo Parents and Mario Fabi. Tu¬ 
rin: Edizioni Minerva Medica, 1958, Pp. 303. 

In the past decade or two, texts on pediat¬ 
rics as a specialty have appeared in the medi¬ 
cal literature. Now attention is being given 
to geriatrics as presenting special surgical 
problems. This work is therefore a welcome 
addition to contemporary surgical literature. 

The authors are to be congratulated on 
having covered, in 303 pages, the essentials 
of the surgical picture presented by the elderly 
and aged. The text is noteworthy for its 
statement of facts and its freedom from pad¬ 
ding and extraneous material. There are 20 
graphs and a comprehensive bibliography. A 
preface by Prof. A. Mario Dogliotti testifies 
to the excellence of the work. 

It would be well to have this work translated 
into English for the benefit of English-speak¬ 
ing surgeons. 

M. T. 

The Physiology and Pathology of the Cere¬ 
bellum. By Robert Stone Dow and Giuseppe 
Moruzzi. Minneapolis: University of Minne¬ 
sota Press, 1958. Pp. 675, with 185 illustra¬ 
tions. 

This book is expected to be one of a two- 
volume work. The other volume, on the anat¬ 
omy of the cerebellum, by Professor Olof 
Larsell is expected to appear in the near 
future. The present volume is divided into 
two parts. The first is devoted to cerebellar 
physiology and comprises about two-thirds of 
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the book (374 pages). Part 2 is given over 
to pathology (189 pages). The bibliography 
requires 68 pages and contain? more than 
900 references. There i? a complete index 
(39 pages). 

After a brief historical introduction, chap¬ 
ters are devoted to ablation experiments, 
stimulation experiments, electrophysiologicai 
experiments and the relations between the 
cerebellum and other structures of the central 
nervous system. The authors attempt to give 
a complete account of all the relevant experi¬ 
mental data on the cerebellum from the time 
of Rolando to the present. They have not 
attempted the formulation of a new concept 
of cerebellar function but emphasize the ad¬ 
vance? that have been made in recent years, 
especially by the introduction of electronic 
methods. They do point out areas in which 
further study is urgently required. First, in 
their opinion, an attempt should be made to 
arrive at a quantitative estimate of the rela¬ 
tive intensity and continuity of the control 
exerted by the cerebellum on posture, on 
voluntary movements and on sensory and 
autonomic functions. Second, they point out 
the need of more knowledge of the basic 
mechanisms involved in cerebellar control of 
the spinal cord, brain stem and cerebellum. 
Finally, they emphasize the fact that the pro¬ 
fession is poorly informed on the intracerebel- 
lar relations that must exist in order to har¬ 
monize the control of the cerebellum over the 
\ arimis extraiereb'dlar mechanisms to which 
it is anatomically connected. 

In I'ari 2 the fir«t three chapter.* are on 
the clinical symptoms of cerebellar disorder-, 
the sjniptonis of e\tran rein-liar 

le-ions ami ioiiwih:\e ai.d hyp- ri.im tic db- 
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Martius’ Gynecological Operations. Trans¬ 
lated and edited by Milton L. McCall and 
Karl A. Bolten. Boston: Little, Brown & Com¬ 
pany, 1958. Pp. 405, with 450 illustrations. 

This work was published originally in 1935. 
The first English translations appeared in 
1939, under the editorial supervision of the 
late Dr. IV. A. Newmandorland. This seventh 
edition will take its place successfully by the 
side of its predecessors. The theme here, as 
in the previous editions, is that one should 
deal with the topographic and anatomic as¬ 
pects of gynecologic surgery. A worth-while 
part of this book is its emphasis on the 
effect of pathologic processes upon the nor¬ 
mal anatomic picture. Since the anatomic 
and pathologic elements of surgical conditions 
do not change, this phase of the book re¬ 
mains essentially the same. Noteworthy is 
the addition of illustrative material that deal? 
with plastic operations on the vagina, with 
particular emphasis on the supporting para¬ 
metrium. The sections dealing with sterility 
and sterilization have been revised thoroughly. 

The principle of Martius that one should 
consider the individual patient rather than 
depend upon mas? statistical study for sur¬ 
gical indications should be seconded heartily. 
This work can be recommended to anyone 
interested in gynecologic surgery. 

P. Titov.KK. M.l). 

Diagnostic Clinique Pronrwtic et Traitc- 
ment des Tumeurs Benignc- et Mnligm-s 
(Clinical Diagnosis, Prognosis and Treat¬ 
ment of Benign and Malignant Tumors). By 
C. A. IVmt. Pari-: G. I)oin £ Cie. lf>‘. Pp. 
s92, with 1 M illustration*. 

This e\*.*r.-hr voluna- male- available ; r. 
t Pal information or. th< pathologic <f 

1" aign and malignant turn. <r«. The ;r* f. . bv 
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family physician, as the patient first seeks his 
advice for what he considers an insignificant 
swelling. The physician can usually recognize 
an early malignant tumor, which may be eas¬ 
ily removed at this stage. Those discussed are 
carcinomas of the skin, the lips, the mouth, 
the tongue and, in some instances, the rectum. 
The author states that malignant harm may 
be caused by histologically benign tumors be¬ 
cause of their unfavorable location, as in the 
larynx or the neck of the bladder. 

Five books make up this volume. They are 
arranged according to the various regions of 
the body, so that the reader can easily find a 
specific subject. 

The first book deals with the head. It de¬ 
scribes precarcinomatous and carcinomatous 
lesions of the skin of the entire body; face, 
mouth, tongue, pharynx, tonsils, palate, sali¬ 
vary glands, orbit, eyes, ears, maxillary bones, 
scalp, skull, brain, etc. The author favors 
enucleation of mixed tumors of the lip, but 
Prof. Redon recommends wide excision. 

The second-book takes up congenital and 
acquired neoplasms of the neck, thyroid, para¬ 
thyroid, larynx, thorax, mediastinum, thymus, 
pleura, lungs, esophagus, heart, pericardium, 
breast and spinal cord. The medical treatment 
of goiter (administration of Thiomidil, iodine 
preparations, etc.), irradiation, radioactive 
iodine therapy and the preoperative and post¬ 
operative care accompanying thyroidectomy 
are discussed in detail. Because of the fre¬ 
quency of goiter in Switzerland, this account 
is most comprehensive. The technics of lumbar 
puncture and peridural anesthesia are included 
in the chapter dealing with tumors of the 
spinal cord. 

The third book considers tumors of the ab¬ 
dominal wall, urachus, omentum, retroperito¬ 
neal space, mesentery, stomach (benign, pre- 
malignant and malignant), duodenum, small 
intestine, rectum, anus, gallbladder, liver, pan¬ 
creas and spleen. The author calls attention to 
the fact that carcinoma can develop in the scar 
of a healed gastric ulcer and advises removal 
of all gastric ulcers undergoing tumefaction, 
as well as carcinomatous ulcers and those in¬ 
dicating malignant degeneration. The dump¬ 
ing syndrome that frequently follows gastrec¬ 
tomy is described. The chapter on primary 
cancers of the “carrefour hapatique,” in which 


partial resection of the liver is performed 
along with cholecystectomy, removal of car¬ 
cinomas of the hepatic duct and the ampulla 
of Vater, and removal of perceptible regional 
lymph glands is well written. 

The fourth book is devoted to tumors of the 
testicle, bladder, urinary tract and adrenal 
gland. The author stresses early operation for 
malignant tumors of the testicle (before the 
lymph glands are invaded). He notes the fre¬ 
quency of its occurrence in the undescended 
testicle. He points out the difficulty in differ¬ 
ential diagnosis, as tumefaction can be due to 
tumor, tuberculosis, syphilis or organized 
hematocele. Urethral tumors include benign 
polyps usually situated in the posterior portion 
of the urethra, readily destroyed by figura¬ 
tion, and primary and secondary carcinoma 
of the urethra with unfavorable prognosis. 
The author emphasizes the fact that hematuria 
is a signal symptom of tumor of the urinary 
tract and stresses the necessity of diligent 
search for its origin. There is a beautiful dia¬ 
gram indicating the various sites of tumors 
in the urinary tract. The author discusses 
vesical tumors at length and points out their 
frequency in the bas-fond of the viscus. 

The chapter on renal tumors includes malig¬ 
nant lesions of the parenchyma, pelvis, and 
ureter, as well as benign cystic disease, soli¬ 
tary, polycystic, etc. A chapter is devoted to 
the diagnosis and treatment of aneurysm of 
the renal artery. 

The treatment of benign tumors of the pros¬ 
tate (hypertrophy) by suprapubic, perineal or 
retropubic prostatectomy, as well as trans¬ 
urethral resection, is presented. The author 
points out that the frequency of prostatic car¬ 
cinoma is 20 to 30 percent in men under 40 
years of age, and 50 percent in men aged 70 
or over. The specific treatment by American 
and European urologists is described in detail. 
The indications for radical removal, transure¬ 
thral resection, hormone therapy, castration 
and radiotherapy are clearly outlined. 

The fifth book is devoted to tumors of the 
vagina, uterus (cervix and body), fallopian 
tubes and ovaries. Conditions indicating local 
excision and hysterectomy for benign tumors 
of the urterus are listed. Interesting statistics 
are cited concerning results obtained at the 
Curie Foundation, Paris, in the treatment of 
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carcinoma of the cervix by radium, with and 
without roentgen therapy. Surgical removal 
of carcinoma of the body of the uterus in¬ 
cludes the radical and extensive Wertheim 
opei'ation. 

The primary aim of the author is to aid the 
general practitioner in making early diagnosis 
of malignant as well as of hannful benign tu¬ 
mors, at a time when surgical cure is possible. 
The book contains a complete bibliography, 
excellent diagrams and roentgenograms. There 
are many photographs of patients with tu¬ 
mors, as well as many showing pathologic 
specimens. As the author avers, the book offers 
the student as well as the practitioner indis¬ 
pensable information that will facilitate early 
diagnosis and the determination of prognosis. 

1 heartily recommend this volume to all med¬ 
ical men. 

Charles Pierre Mathe, M.D. 

Pediatric Surgery. By Ovar Swenson. New 
York: Appleton-Century-Crofts. Inc., 1958. 
I’p. 710, with 930 illustrations. 

In the foreword to this fine text. William 
E. Ladd, pioneer in pediatric surgery, quotes 
Sir Lancelot Bairington Ward, of the Hospital 
for Sick Children in London: “The adult may 
safely b" treated as a child, but the converse 
can lead to di-a-U r.” 

Out of that philosophy has developed the 
rapidly growing >p. unity of pediatrics. 

This complete text bv Dr, Ovar Swenson, 
based on his ]om- aid wide experience, cuter- 
all aspects of the congenital, traumatic and 
acquired surgical pinbl-m- ,,f the infant and 
child Minoi ;.s w«ll is niaior -urgica] con¬ 
dition. aigiven c.u.'fid at:, ntum. All pro- 
tcdtins ai.' ph ntifulL ilbis'i. ted. : ; ,j „•» r , „ 
tne ti i him s a?e eh n,ii*.-11. tc <i in -p p.», 
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the same condition in children and in adults. 
The work is so thoroughgoing, however, that 
it can be highly i-ecommended to both spe¬ 
cialists and genex-al surgeons. 

M.T. 

Difficult Diagnosis: A Guide to the Inter¬ 
pretation of Obscure Illness. By H. J. Rob¬ 
erts. Philadelphia: The W. B. Saunders Com¬ 
pany, 195S. Pp. 913. Illustrated. 

In his introduction, the author predicts that 
difficult diagnoses are on the increase in what 
he calls our transitional age of medicine, which 
is characterized by both the continuing ef¬ 
fective conti'ol of acute illness and the new 
emphasis upon illnesses affecting the middle- 
aged. elderly and aged persons. In his opinion, 
a reliable guide to the diagnosis of obscure 
illness is very much in order. He warns the 
reader, however, that his text is not a 
“primer,” but is intended for postgraduate 
study and for clinicians of mature experience. 

The text is divided into t\xo parts: Part 1. 
Groitpintff of Related Distant* Fuqmutlu 
l‘r: thirino PozzUnt) Him**; Part 2, ClcsM/Vn- 
tion cad Analysis of Vst fid D tujnr^Ue Pro - 
cdares. The various group- of conditions 
discussed are: endocrinopathk-: metabolic 
disorders; hepatic disease and jaundice: fever 
and infection of ob-curv origin: specific infec¬ 
tions-. hematologic di-ea-o-: noninfectioii' 
granuloixiata: vascular disea-e-; disease- of 
the heart and great vt'-el-: d.wollageno-e-, 
neoplastic disea-e'-. disorder.' of the nervous 
sy-tem: iatiogenie illne-s; mi-.i Ham m;- , 
titk-: ob-curv p i-jiip-.ratixe complicatin':-, 
and nn dieab-urgi-,sl diagr.o-’i'' probe u,-. ii. 
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For the internist, this text is invaluable. 
For the surgeon it is important. It can be 
highly recommended to all mature practi¬ 
tioners. 

M. T. 

Surgery of The Head and Neck. By Robert 
A. Wise, M.D., and Harvey W. Baker, M.D. 
Chicago: The Year Book Publishers, Inc., 
1958. Pp. 319, with S2 illustrations. 

Drs. Wise and Baker have written a rather 
thorough handbook of surgery of the head 
and neck. It includes chapters on examina¬ 
tion of the head and neck, preoperative and 
postoperative care, anesthesia, and operative 
complications, These aspects are covered con¬ 
cisely; the review of the complications espe¬ 
cially, indicates that the authors have encoun¬ 
tered them at first hand and have given a good 
clinical summary. 

The book has been written for the general 
surgeon, who may encounter these problems 
in a general surgical practice. Surgical treat¬ 
ment of tumors of the skin, lips, mouth, 
pharynx and nasal cavity are described in 
some detail, including plastic surgical repair. 
In addition, the authors have covered surgery 
of the jaws, salivary glands, thyroid and para¬ 
thyroid glands, radical neck dissection, com¬ 
bined operations and laryngeal operations. 

The illustrations are chiefly line drawings 
excellently complementing the text and dis¬ 
persed throughout. The book is excellently 
organized, well written and printed on good 
paper in an attractive binding. It should be 
of assistance to the general surgeon who has 
need for additional training in head and neck 
surgery. 

Francis R. Lederer, M.D. 

Religious Doctrine and Medical Practice. 
By Richard Thomas Barton, with a foreword 
by Raymond B. Allen. Springfield: Charles 
C Thomas, 1958. Pp. 94. 

Written as a reference book and not a cri¬ 
tique, this highly interesting text explores the 
larger religious groups in the United States 
in those areas of faith which affect medical 
practice. Religious taboos are to be con¬ 
sidered also by the nurse, the dietitian and 
the hospital administrator. The survey on 


which the book is based investigates religions 
of Asiatic, Middle Eastern, Western and 
American origin, as well as religions of 
“healthy-mindedness.” Subtitled “A Handbook 
for the Physician, Nurse and Other Medical 
Personnel,” the book should interest all 
thoughtful readers for its implications in com¬ 
munity health. 

0. C. 

Chirurgie Preventive de la Tuberculose 
Osteo-Articulaire (Preventive Surgery in 
Osteoarticular Tuberculosis). By R. Kauf- 
mann. Paris: G. Doin & Cie, 1958. Pp. 174, 
with 49 illustrations. 

The work in this book is based on the de¬ 
scription by Percival Pott: “The disease origi¬ 
nates in the tissues along the spine; at first 
the bones and ligaments are sound and 
healthy; early extensive drainage will cure 
the patient.” In the preface Prof. H. Sauvage 
points out the “bellicose ardor” with which 
the author attacks the treatment of involved 
soft parts before the bony structure has been 
invaded by tuberculosis; hence his “preven¬ 
tive” surgical treatment. The author’s opin¬ 
ions are based on his experience of thirty 
years. 

The first chapters are devoted to the treat¬ 
ment of affected soft tissues: drainage of 
psoas abscess, ablation of affected lymph nodes, 
debridement of associated fistula, resection of 
areas of periosteitis, surgical correction of 
osteolysis, etc. In some instances the treat¬ 
ment prevents invasion of tuberculosis in the 
bony structure, and in others it may arrest 
the process when already present. Case his¬ 
tories are accompanied by roentgenograms 
taken before and after treatment. 

Infection via the lymphatic system, as re¬ 
ported by Pecquet, Rouviere, Verguz and Cal¬ 
mette, is depicted in excellent drawings. The 
manner of tuberculous invasion of the diges¬ 
tive tract, lungs, etc., is described, and in¬ 
cludes adenitis, phthisiogenesis and phthisis 
with primary focus in the lung or kidney. 

The pathologic-anatomic aspects of para¬ 
vertebral adenitis localized in the prespinal 
system (Pecquet), associated with Pott’s dis- 
sease, is discussed. The author emphasizes 
that roentgen evidence of osteolysis does not 
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necessarily indicate tuberculosis. He gives a 
critical analysis of the terms caries, paralysis, 
spondolysis and compression osteolysis, which 
have been used by orthopedists, neurologists, 
surgeons and radiologists. The pathogenesis 
of the white tumor with associated contact 
osteolysis, psoitis with ensuing lumbar ar¬ 
thritis and ileolumbar adenitis is presented. 
There may be repercussions in remote parts of 
the body, i.e., laryngitis with a pulmonary 
lesion, streptococcic tonsillitis with destruction 
of the myocardium or kidney and pelvic adeni¬ 
tis with synovitis of a foot. The author ex¬ 
plains these destructive phenomena on an 
allergic basis. 

A chapter is devoted to the treatment of 
osteolysis of the pelvis associated with anal 
fistula. Ablation of associated retrorectal 
glands (Gerota-Quenul cured 1 patient. Tuber¬ 
culosis of the upper extremity and the cervical 
and dorsal portions of the spine, as well as 
the associated adenopathy, are discussed in 
detail. 

In dealing with antibiotic treatment of 
•Monarticular tuberculosis, the author points 
out that the resisting bacteria in a lesion that 
remains tuberculous must be removed before 
relief can be obtained. He stresses the im¬ 
portance of treating glandular allergy, as 
lesions may develop much later in other 
organs tin the kidney in 2 of the author's 
patients*. He describes his surgical technic 
for the prevention of paraplegia in the treat¬ 
ment of Pott**- disease of the middorsal spine. 

There are detailed reports on 15 patients, 
exemplifying the author's treatment of o-teo- 
articular tuberculosis, including primary 
adenitis, pulmonary or o«-eoti- complications, 
suprarenal invohement. white tumors of the 
knee, s; cnvoxalgia, tuberculous rhunr.a- 
tism, < tc. 

This timely b .ok i- m»-t informative ;,s to 
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Ideals in Medicine. By Vincent Edmunds 
and C. Gordon. Chicago: The Christian Medi¬ 
cal Society, 1958. Pp. 192. 

Subtitled “A Christian Approach to Medi¬ 
cal Practice,” this book was first published in 
London by the Tyndale Press. It is designed 
particularly for the medical student and is 
concerned not only with religious attitudes 
toward medicine, but with all phases of medi¬ 
cal practice, such as the doctor's personal 
standards, his relation with his patients and 
their families, problems of treatment, research 
and professional secrecy, the control of life, 
faith-healing and the doctor-minister relation, 
etc. Eleven contributors discuss these vari¬ 
ous problems objectively but with deep sym¬ 
pathy and understanding. The book can he 
recommended to lay folk who would like to 
know more about the medical profession, ns 
well as to professional people. 

0. C. 

Bibliography of International Congresses 
of Medical Sciences. Prepared by \Y. .T. 
Bishop under the auspices of the Council 
for International Organizations of Medical 
Sciences. Springfield. III.: Charles C Thomas, 
Publisher, 1958. Pp. 258. 

This bibliography was prepared as a guide 
for congress organizers, librarians, editor- 
and others who wish to trace the published 
proceedings of medical congre—c<. It give- 
particulars of 1,127 meeting- devoted to -erne 
• n >G2 different aspects of medicine. The biblio¬ 
graphic dc-cription gives the title, number 
of volumes, number of pngts, note of illu-tn.* 
tierm. place of publication, publi-her and dab 
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Abstracts from Current Literature 


Cancer of the Stomach in Honduras. Scha- 
piro, Mark M., J. Military Med. 123:113, 1958. 

The general impression that carcinoma of 
the stomach does not occur in tropical coun¬ 
tries is erroneous. In Honduras it occurred 
in 8.4 per cent of 213 patients studied for 
vague, mild or definite gastrointestinal com¬ 
plaints. The importance of careful, detailed 
and serial examination of all patients over 40 
years of age who complain of anorexia, in¬ 
digestion, etc., is stressed. The first three 
total gastrectomies performed in Honduras 
are reported. The results show that the native 
Honduran can withstand radical gastric surgi¬ 
cal procedures. The investigation revealed 
that the more radical operation is indicated 
in most instances if the present recovery rate 
is to be raised. Too much dependence on 
roentgen interpretation of the lesion will cause 
many operable patients to be overlooked and 
decrease the rates of operability and recovery. 
Operability should be determined only at the 
operating table. For carcinoma of the stomach, 
only that type of surgical intervention which 
will give relief and hope to the patient should 
be performed. 

Of the 18 patients operated on, 5 were liv¬ 
ing and well one to five years after operation. 
Six patients died within two to four months 
after the operation but had complete relief 
of their symptoms and bodily comfort during 
the time of survival. Two patients died within 
the immediate postoperative period. Five pa¬ 
tients were lost to follow-up. 

The immediate operative mortality rate 
(2 cases) for the entire series was 11.1 per 
cent. The overall mortality rate among pa¬ 
tients surviving the operation (6 cases) was 
33.3 per cent, and the one-to-five-year survival 
rate amounted to 27.7 per cent. This last 
figure closely approximates that given by 
Walters and Berkson of the Mayo Clinic. 

Complete surgical removal of malignant 
lesions of the stomach remains the best method 
of treatment. Exploratory laparotomy should 
be performed on every patient suspected of 


having carcinoma of the stomach, through a 
small, adequately placed upper abdominal in¬ 
cision that can be extended in any direction, 
even thoracically, if necessary. If on explora¬ 
tion the lesion is found to be obviously in¬ 
operable because of major vessel involvement, 
vast pulmonary, hepatic or other invasion, a 
simple tubovalvular gastrostomy is the opera¬ 
tion of choice. 

The earlier the diagnosis and the more im¬ 
mediate and radical the operation, the more 
survivals there will be among patients Avith 
carcinoma of the stomach. 

Ernest G. Abraham, M.D. 

Thyroid Function in Patients Avith Mam¬ 
mary Cancer. Edelstyn, G. A.; Lyons, A. R., 
and Welbourn, R. B., Lancet 1:670, 195S. 

Thyroid function Avas studied in 67 patients 
Avith carcinoma of the breast by measuring 
the neck uptake, urinary excretion, and pro¬ 
tein-bound fraction of I 131 . The patients 
Avere divided into tAvo groups on the basis of 
a full clinical examination and radiographic 
study of the chest and skeleton. Each of the 
first group (local disease only) had a tumor 
confined to the breast, the chest Avail, or the 
local (axillary or supracla\'icular) lymph 
glands. In the second group (AAdth blood- 
borne metastases) there A\ r as distant spread of 
the disease. The ages of the patients in the 
tAA'o groups Avere similar. No patient had 
been given any hormonal therapy. Function 
Avas significantly loAA T er in those A\ T ho had blood- 
borne metastases than in those Avho had local 
or locally adA'anced disease. 

It is evident from the author’s observations 
that reduced thyroid activity and Avidespread 
mammary carcinoma are associated, AA’hile 
normal thyroid function is present in patients 
Avith local disease, no matter hoAv far ad¬ 
vanced. The important question to ask is 
“Which comes first?” Do blood-borne metas¬ 
tases depress thyroid activity, or does reduced 
thyroid function faA T or the distant spread of 
malignant change? These questions cannot yet 
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be answered, but there are several points in 
favor of each possibility. 

Widespread carcinoma might depress 
thyroid function in one of two ways: 

1. Metastases in the pituitary, in the 
thyroid, or in both might destroy functioning 
tissue. Metastases are common in these 
glands, but they are usually small and do not 
affect other aspects of pituitary function: 
indeed, Sommers ('1955 1 has hyperplasia of 
the ovary and the adrenal cortex in patients 
with metastatic carcinoma of the breast. 

2. Cachexia and toxemia might depress 
pituitary function. The authors consider this 
unlikely, since many of those with locally ad¬ 
vanced disease (Group li were more toxic 
and cachectic than those in the metastatic 
group (Group 2». 

Further direct evidence could be obtained 
by studying thyroid function in patients with 
blood-borne meta-tase- from other types of 
cancer. A pieliminary study shows that func¬ 
tion was normal in 5 such patients tested by 
the authors. Thi' suggests, a* the moment, 
that widespread metastases do not themselves 
depress thyroid function. 

The other possibility is that depressed 
thvroid function might favor the development 

of distant nirtse.tj.st s. In support of this iu -e 

tie- cot relation b-tween reduced thyroid func¬ 
tion and a high d-aih-iait firm carcinoma, as 
well ;.s tin* t fFcct' of thyroxine .and of thioura- 
c il on the behavior of caiainoma in laboratory 
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Ectopic Pregnancy: Analysis of Three 
Hundred Twentv-Two Consecutive Cases. 
1935-1954. Malkasian, G. D. -Jr.; Hunter. J. S. 
-Jr., and ReMine. W. H., J.A.M.A. 16S:9$5, 
195S. 

Factors determining the incidence and 
course of ectopic pregnancy were studied by 
comparing 161 cases encountered during the 
first ten years with 161 encountered during 
a second period of ten years. 

The initial complaint was abdominal pain 
in 3S.5 per cent and vaginal bleeding in 36.4 
per cent of the entire group: in 24 per cent 
the initial complaint wa« simultaneous ab¬ 
dominal pain and vaginal bleeding. 

A tendency toward increasingly conserva¬ 
tive surgical procedure- and more liberal use 
of blood transfusion was noted in the later 
group. In the same group there was an in¬ 
creased number of women who had had subse¬ 
quent pregnancies. 

The study suggests that the morbidity rate 
of appendectomy with surgical operation for 
ectopic pregnancy is no greater than with ab¬ 
dominal hysterectomy. 

EnMfND Lissu'k, M.I). 

Depres-ion of Gastric Secretion and Diges¬ 
tion by Gastric Hypothermia: Its Clinical 
Esc in Massive Hematemcsis. Wangensteen. 
O. H.: Root. H. D.: Jen-eii. C. p,.. Jmamoglu. 
K., and Salmon. I*. A.. Surgery 11:265, l:Cc 
The author- have inv.'-tig..t* ii * I.*- < !l*,: *6 
cold <,n the secreting -v-tem- of the -tom. A. 
in an ingeniously eon’rivtd -* ri> - of exp* ri- 
nietit- on eat-, rat-, dog-, fjog-. f.-h : j.d ru. : 

With t!ii* stn.-.l! *r rr.ima!- mi** he* - 
tl.'-rmia by imm* r-:**r. w. - < tuple;.* *i; t> * 
ear.ii.*- and human t* 1 * g. -t r! * g 
v;.t**dui<d be m*. r - *f : : ;n'r. g. *r 
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at 20 C. by the use of systemic hypothermia, 
little or no evidence of esophagitis was ob¬ 
served. Similar striking results were observed 
in the experiments on rats, dogs, frogs and 
fish. 

Observations in man with regard to the 
influence of the gastric temperature upon the 
rapidity of digestion of a swallowed bolus of 
raw beef suggested that local gastric hypo¬ 
thermia retards digestion in a patient with 
a peptic ulcer diathesis. In man as well as 
in the dog, local gastric cooling depressed con¬ 
siderably the volume of secretion, while fail¬ 
ing to influence the pH. Inhibition of pepsin 
activity at the low temperatures employed was 
presumed to be accountable for the depressed 
gastric digestion observed in the experimental 
subjects. 

The practical application of these observa¬ 
tions was exhibited in 5 patients with massive 
gastric hemorrhage. This experience suggested 
to the authors that local gastric hypothermia 
favorably influences the arrest of hemorrhage 
of acid peptic origin. They are convinced 
that local gastric hypothermia can be pro¬ 
duced rather simply and can be employed 
apparently without danger. No gross or mi¬ 
croscopic evidence of injury to the gastric 
mucosa has been observed after prolonged 
gastric cooling in the dog. It is suggested 
that local gastric cooling may prove to be of 
real value in preparing patients with active 
massive gastric hemorrhage for operation. 

Thomas Wilensky, M.D. 

Treatment of Bladder and Prostatic Can¬ 
cer by Combined Interstitial Isotope Radia¬ 
tion and the Cobalt Bomb. Rusche, C. F., and 
Jaffe, H. L., J. Urol. 79:474, 1958. 

The authors describe their technic for the 
treatment of vesical carcinoma. 

Clinical Stage 0 (Benign Papillary Carci¬ 
noma) : This is treated with cystoscopic fi¬ 
guration. 

Clinical Stage 1 (Malignant Papillary Car¬ 
cinoma) : If the tumor is single and there is 
no infiltration, it is treated with cystoscopic 
figuration with radon. For recurrent papil¬ 
lary tumor, single or multiple, open operation 
on the bladder is done. Segmental resection 
is done if the tumor is suitably located for 
this procedure. If there are multiple and ex¬ 


tensive tumors or the trigone is involved, 
figuration with coloidal chromic phosphate 
is used. 

Clinical Stage 2 (Infiltration ): Segmental 
resection is done if possible. If there is re¬ 
currence or incomplete removal of the tumor, 
the cobalt bomb is employed. If the tumor is 
observed at operation to be extensive, the 
bulk is removed with the cautery and the iso¬ 
tope or radon seeds injected. 

Clinical Stage 3 (Actively Infiltrating): The 
bulk of the tumor is removed with the cautery 
and the cobalt bomb is used. 

The cobalt bomb is used for patients with 
involvement of the trigone, in the presence 
of which interstitial therapy would destroy 
the orifices; infiltrating tumor of the outlet; 
multiple infiltrating vesical tumors; recurrent 
low-grade spreading tumors involving large 
areas of the bladder, and superficial tumors 
becoming highly malignant. 

Clinical Stage J (Distant Metastases): Pal¬ 
liative cobalt therapy is used. 

For patients with recurrent prostatic car¬ 
cinoma who have previously had injections of 
colloidal chromic phosphate, cobalt bomb rota¬ 
tion therapy is used. 

Shepard Jerome, M.D. 

Biliary Vesicular Stasis. Rose, J. D., Lan¬ 
cet 1:1356, 1958. 

Vesicular stasis is a common disorder of 
the biliary tract; it was observed in nearly 
a fifth of 200 consecutive patients who were 
investigated and treated. There are two main 
types, the hypotonic and the hypertonic. 

The “classic” cholecystogram in this con¬ 
dition shows no abnormality, and an accui-ate 
diagnosis can be made only by means of serial 
eholeeystographic study, or transparieto- 
hepatic puncture of the gallbladder before the 
operation, and by manometric and radiologic 
investigation at operation. Of 34 cases of 
vesicular stasis treated surgically, the results 
were good in 31; in only 3 did the condition 
remain unimproved. 

William E. North, M.D. 

The Surgical Management of the Postphle- 
bitic Leg Ulcer. Donald, D. C., J.A.M.A. 28: 
44, 1958. 

The postphlebitic limb is the major sequela 
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of the milkleg syndrome. The incompetence 
of the valves of deep veins is responsible for 
milkleg; therefore, the degree of venous in¬ 
fection and damage to valves determine the 
future soft tissue changes, such as swelling, 
induration and alterations in the skin. 

The author states that in the early stages 
of thrombophlebitis the vessels become oc¬ 
cluded. This blocks the return venous flow, 
and edema results. The damage is not con¬ 
fined to the parent vessel but extends to sur¬ 
rounding perivenous tissues, including the 
communicative veins and their valves, the 
capillary bed and its lymphatics. Consequently, 
there is damage to those also. The thrombus 
is usually absorbed in six to twelve months, 
and recanalization occurs. The involved valves, 
however, become inadequate for normal venous 
function, and the veins become hard fibrous 
cords, which results in venous stasis and 
hypertension. This ambulatory venous hyper¬ 
tension causes increased pressure in the 
venous capillaries, thereby decreasing the sup¬ 
ply of arterial blood to the capillaries and 
causing decreased oxygenation of tissues, with 
resulting edema of the limb. Thrombophlebi¬ 
tis nl«o causes pathologic change in lympha¬ 
tics that prevents tissue fluid from being 
drained off. 

f linical tests for determining the patency of 
venous systems used were as follows: 1. Tren¬ 
delenburg s which consists of applying a tour¬ 
niquet to the elevated extremity with enough 
pressure to occlude the long saphenous vein, 
then allowing the patient to walk. If the 
incompetence is confined to the long saphenous 
alone, the vein remains empty until the legs 
are filled by natural circulation. 2. Linton’s 
te--), which places the tourniquet below the 
knee, ]f the communicating veins are incom¬ 
petent, the surface veins will fill Mow the 
tourniquet within thirty seconds. 

A ll,“rough understanding of th-- anatomy 
<f the v. supply of the leg- is r,rce--;, r > 
r Tit * o f, r,M v% , w 


* v ”%?! r \\\ I; 1 ; * x\ Tk 
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allow blood to flow to the heart and from the 
superficial to the deep veins only. Once dam¬ 
aged the valves become incompetent, allowing 
blood to gravitate from the body into the 
lower limb, resulting in venous stasis and 
hypertension. 

Management of the postphlebitic ulcer con¬ 
sists of the following steps. 1. First, cure the 
ulcer. If it is active, best results are ob¬ 
tained by putting the patient to bed, with 
continuous application of a moist dressing to 
the elevated limb for five to seven days. This 
is followed by application of an elastic adhe¬ 
sive bandage over a petrolatum gauze dressing 
in the form of a modified L'nna boot and 
allowing the patient to be up and about. The 
dressing is changed weekly until complete 
epithelization occurs. 2. Second, operate. The 
operation should be directed to combating the 
venous ambulatory hypertension and interrup¬ 
tion of the neurovascular bed. This consists 
in fal removal of the enlarged superficial 
veins, especially in the lower part of the leg, 
namely, the internal and external saphenous 
veins and their tributaries; flri interruption 
of the communicative veins beneath the fascia, 
especially those on the inner and po-terior 
sides of the lower part of the leg; fci inter¬ 
ruption of the canalized superficial femoral 
vein and the valvcle.-s venous system, the 
internal saphenous vein in the upper port of 
the thigh, and I'd > removal of a strip of fa-eia 
from the posterior aspect of the leg to aid 
lymphatic drainage of the skin and Mib.'i:* 
taneous tissues onto the lymphatic- - of tk> 
mu*cles. n. Support the limb with ;n :.<< 
bandage for at least ihr* e n'.onth- r tl:< 
operation. 

John* A. 7 ,if v s':. M I>. 

L>mph Follicle- in ibe (Vniv Fieri. !>•••'. ■ 
trnkopoub'-, X. J.. ar.d <ir. >!.. L F. . S - :*g. 
(Iyr.ec. 1 . Ob-’.. lp>. 
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Twenty-nine serially blocked cervices from 
adults were studied in this series; 48,3 per 
cent contained lymph follicles. 

No inflammation and no lymph follicles 
were observed in 12 serially blocked fetal cer¬ 
vices. Nevertheless, these fetuses were able 
up to the time of their death to form lymph 
follicles in other tissues. 

It was concluded that the lymph follicles 
in the cervical mucosa are not congenital 
structures but appear after birth and are usu¬ 
ally associated with, and probably result from, 
chronic inflammation. 

Edmund Lissack, M.D. 

Goitre and Arteriosclerosis. Uotila, U.; 
Raekallio, J., and Ehrnrooth, W., Lancet 2: 
171, 1958 

The authors compare postmortem observa¬ 
tions in 250 patients with fatal coronary 
sclerosis with those of 250 who died from 
other causes. 

Goiter was commoner, and the average 
weight of the thyroid was higher, in those 
with coronary sclerosis. Among the patients 
with coronary sclerosis, those with goiter had 
a tendency to a lower average age at death 
and a higher average heart-weight. 

Comparison of body build showed that the 
250 persons with coronary sclerosis were 
slightly shorter and heavier than the controls. 
Among those with coronary sclerosis, those 
with goiter were heavier than those without 
goiter. 

These data are correlated with observations 
made in Finland on the nature and distribu¬ 
tion of endemic goiter, the iodine content of 
the food and the distribution of coronary 
sclerosis. 

It is concluded that goiter and arteriosclero¬ 
sis may have a pathogenetic relation, possibly 
through hypothyroidism and the overproduc¬ 
tion of thyroid-stimulating hormone by the 
pituitary gland. 

Arthur A. Wood, M.D. 

Cytological Screening for Uterine Cancel- 
Through Physicians’ Offices. Calabresi, D.; 
Arnold, N. V., and Stovall, W. D., J.A.M.A. 
168:243, 1958. 

If the cytologic screening test is to be used 


for the detection of carcinoma in apparently 
normal persons, a thorough understanding of 
the significance of the in situ lesion is im¬ 
perative. 

By use of a complete kit sent directly to 
the physician it is also feasible to reach a 
large rural population. 

The salient cytohistologic picture has been 
studied in 65,163 women from whom vaginal 
smears taken by their local physicians over 
the past ten years in the course of an office 
visit. Excellent results from biopsy and clini¬ 
cal follow-up were obtained, and 9,111 patients 
returned for repeated screenings. 

Reporting as an atypical observation the 
presence of normal glandular cells in smears 
of postmenopausal women may assist in im¬ 
proving the detection of endometrial adeno¬ 
carcinoma. 

The relation of in situ to invasive carcinoma 
is an important problem. 

Edmund Lissack, M.D. 

Optimum Spacing of Repeat Follow-up 
Papanicolaou Smears. Schulz, B.; Carlson, 
D. S.. and Birge, E. A., J.A.M.A. 168:248, 
1958. 

The result of 15,389 cytologic examinations 
for carcinoma of the cervix uteri have been 
analyzed for the purpose of deciding how 
frequently such tests should be repeated. 

On basis of a statistical follow-up for three 
years and of impressions covering approxi¬ 
mately seven years, it would appear that 
negative results from cytologic examination, 
when associated with the absence of physical 
abnormalities after a thorough physical ex¬ 
amination, imply that the patient is free of 
cervical carcinoma for at least two years. 

Edmund Lissack, M.D. 

The Surgical Treatment of Pulmonary 
Tuberculosis in the Mentally Ill. Mowlem, A., 
Connolly, C. J.. and Zimmermann, B., Sur¬ 
gery 43:913, 1958. 

This report represents a review of the sur¬ 
gical experience obtained from 403 pulmonary 
resections performed on 338 patients during 
a five-year period from July 1, 1952, to June 
30, 1957. The emphasis in this study has 
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been on the important surgical complications, 
their management, and the problems peculiar 
to the mentally ill. 

The patients were adult psychotic and men¬ 
tally defective persons referred on the basis 
of positive cultures of gastric washings or 
suspected lesions on roentgenograms. Upon 
arrival 6 consecutive cultures of gastric wash¬ 
ings were obtained prior to the institution of 
antibiotic therapy. Such cultures were re¬ 
peated if initially normal thoracic roentgeno¬ 
gram 1 ; strongly suggested the presence of 
tuberculosis. Subsequently all patients with 
bateriologicaliy proved tuberculosis and those 
with typical lesions but consistently negative 
cultures were given antituberculosis medica¬ 
tion. 

Patients with minimal disease whose lesions 
regressed progressively within two or three 
months after institution of medical therapy 
and eventually disappeared were not consid¬ 
ered candidates for operation and antibiotics 
were continued for the duration of their treat¬ 
ment. Patients whose lesions regres c ed after 
a few months of antibiotic administration to 
small and stable nodular residuals without 
open cavities were operated upon and their 
lesions excised. 

Patients with active endobronchial tuber* 

(ulosis were not operated upon until these 
lesions healed. NS hen po-Mble, operation was 
; ‘ho deferred for patients with open cavities 
until tbes,. became smaller, became sealed off 
from the tracheobronchial tree, or healed, leav¬ 
ing only small solid residual foci. Patients 
were not operated upon with positive g: -trie 
vultures at the time of the proposed opera¬ 
tion except when their lesions became en- 
l. tged d< spite antilrotie treatment and the 
m<d for ptomp! removal of the to;us of 
'l>ictd be,ante < v id< nt. Patient' with far- 
;d\,.tUid iulatt lal li sjr,j>s too , x'.msive f,.j 
t'S'.’.itiu without s; j(r ;f,,f, ,,f ir.orthr: t< 
.Mi.o'ints of fut.ct!. sung jeiln-.-.uarv tissue v., i,> 
'• ’ > v vd up :o'via t r< < d n • d. . V.v 
Pb ’i.gs.ij bn . So. ■ hi. • ,! jh. 
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eral and at a distance from segmental and 
subsegmental bronchi, wedge resections were 
carried out. When the disease we? more ex¬ 
tensive and involved one or more segments of 
a lobe but not the entire lobe, segmental resec¬ 
tions were performed whenever possible, in 
order to leave intact as much healthy pulmo¬ 
nary tissue as possible. Care was exercised 
not to cut across diseased areas of the lung. 
Particular emphasis was placed on this, and 
later microscopic examination of the line of 
resection of the excised tissue as well as that 
of the bronchus was made to determine 
whether the margins were involved. Lobec¬ 
tomy was performed when the majority of 
the lobe was involved. Tuberculous bronchiec¬ 
tasis was considered a segmental disease and 
treated by appropriate resection. Pneumonec¬ 
tomy was limited to those patients in whom 
most of one lung wn« destroyed and who-e 
opposite lung was relatively uninvolved and 
displayed adequate function. 

A large number of the patients had bilateral 
disease. Mo«t bilateral resections were per¬ 
formed in stages at intervals of three to nine 
months. Only 20 bilateral simultaneous resec¬ 
tions were performed, mo-t of these on young 
patients, when extensive resection was antic¬ 
ipated on either sj ( ] e . Such patients were 
carefully assessed, and only tbo-c able to v th- 
stand bilateral thoracotomy and tr; ti'Vcrx 
sternotomy in addition to the ro'«\tinris were 
managed in tbi-- manner. 

The aforementioned criteria u-< <i in th* 
selection of the operations weie not rigid, 
change' were requiud for th • pn*b! n. of 
individual patents. 

It should b> point, d ,,;it th. t tl.'.i. " pi. 
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Patients were given 200 to 300 mg. of 
Isoniazid (INH) daily in divided doses and 
1 Gm. of streptomycin sulfate intramuscularly 
twice a week for a total of at least eighteen 
months, a minimum of six months of which 
was received after the last surgical procedure. 
During the past two years, with increasing 
evidence to support the effectiveness of long¬ 
term Isoniazid therapy, this period of anti¬ 
biotic coverage has been prolonged, and pa¬ 
tients are maintained on drugs for twelve to 
eighteen months after uncomplicated opera¬ 
tions. It has been possible to transfer some 
patients back to the referring institutions for 
completion of the course. A program of treat¬ 
ment with large doses of INH supplemented 
by pyridoxine to prevent damage to the nerv¬ 
ous system has been employed in a few selected 
cases, and during the two weeks following 
the operation the routine therapy was inten¬ 
sified and modified to include 1 Gm. of strep¬ 
tomycin daily in addition to daily INH and 
penicillin. After recovery from the operation 
the routine schedule of INH and streptomycin 
was resumed. Other drugs, such as para- 
amino salicylic acid (PAS), dihydrostrep¬ 
tomycin, viomycin and pyrizinamide (PZA), 
singly or in various combinations and doses, 
were administered with or without INH and 
streptomycin when drug allergies arose in 
patients and when specific drug-resistant 
tubercle bacilli were encountered. The INH- 
streptomycin regimen has been considered the 
program of choice for these patients, since it 
is difficult to persuade mentally ill persons to 
accept large oral doses of PAS. 

Care of the mentally disturbed after thora¬ 
cotomy has its peculiar problems, in addition 
to those expected in mentally alert patients. 
These assumed great importance in this series, 
since the group included many types of 
psychosis and mental deficiency. Usually these 
patients were unable to comprehend what was 
taking place, and therefore their active co¬ 
operation during the postoperative period was 
almost nonexistent. Such simple but important 
voluntary measures as coughing and deep 
breathing were not possible and had to be 
replaced by endotracheal suction. Trache¬ 
otomy was very frequently resorted to as the 
best method of cleaning the respiratory tree. 


These difficulties have contributed to the mor¬ 
bidity and mortality rates associated with the 
common complications of thoracic surgery. 

Four hundred and three pulmonary resec¬ 
tions were performed on 338 mentally dis¬ 
turbed patients during the period between 
July 1952 and July 1957. Two hundred and 
eighty-nine segmental resections, 67 lobec¬ 
tomies, 23 pneumonectomies, and 24 wedge 
resections were carried out in unilateral, 
staged bilateral and bilateral simultaneous 
procedures, with an over-all operative mor¬ 
tality rate of 8.2 per cent and a patient mor¬ 
tality rate of 9.7 per cent. 

William E. North, M.D. 

Hiatus Hernia: Its Incidence And Clinical 
Significance. Hafter, E., 3:1, (Jan.) 1958. 

The radiologic aspects, the symptoms and 
the treatment of hiatus hernia are presented, 
on the basis of observations in 300 cases. A 
characteristic triad of symptoms was noted: 
those localized to the retroxiphoid or epigas¬ 
tric region, those due to incompetence of the 
cardia and those due to secondary esophageal 
involvement. All these symptoms are depend¬ 
ent on posture; recumbency or raising the 
intraabdominal pressure produces the symp¬ 
toms, while an upright position results in 
their disappearance. 

To obtain radiologic evidence of a hiatus 
hernia, the terminal portion of the esophagus 
should be filled with contrast medium, the 
patient being recumbent and exhaling, and 
entry of the hernia through the hiatus assisted 
by special positioning of the patient or by 
raising the intraabdominal pressure. The in¬ 
cidence of hiatus hernia among the author’s 
patients with upper abdominal symptoms was 
about 10 per cent, ranking third behind 
cholelithiasis (18 per cent) and duodenal ulcer 
(13 per cent). 

In most cases, the symptoms first appeared 
after the age of 50 years but the diagnosis 
was often not made until several years later. 
In half of the cases the hernias were asso¬ 
ciated with other diseases, most frequently 
cholelithiasis and gastrointestinal diverticulo- 
sis. 

Treatment should be medical in most cases. 
It consists of the patient’s lying in a propped- 
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IMPORTANT ANNOUNCEMENT 

Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 

European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 

A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 


Les auteurs d’articles scientifiques destines a etrepublies dans le Journal 
du College international de chirurgiens sont pries d’adresser leurs articles 
a l’adresse suivante pour l’Europe, le Proche et le Moyen Orient. 

Bureau Europeen du 
College international de chirurgiens 
6-8 rue de la Confederation 
Geneve (Suisse) 

Un comite a ete nomme pour l’examen des articles a paraitre. Les 
auteurs sont pries de joindre a leur travail de brefs resumes en francais, 
anglais, allemand, espagnol, italien et portugais si possible. 
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Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 

European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 

A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 

Les auteurs d’articles scientifiques destines a etre publies dans le Journal 
du College international de chirurgiens sont pries d’adresser leurs articles 
a l’adresse suivante pour l’Europe, le Proche et le Moyen Orient. 

Bureau Europeen du 
College international de chirurgiens 
6-8 rue de la Confederation 
Geneve (Suisse) 

Un comite a ete nomme pour I’examen des articles a paraitre. Les 
auteurs sont pries de joindre a leur travail de brefs resumes en frangais, 
anglais, allemand, espagnol, italien et portugais si possible. 
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THIRD LECTURE SERIES 

1958-1959 

School of the History of Surgery and Related Sciences 
International Surgeons' Hall of Fame 
1524 Lake Shore Drive, Chicago 

LECTURES BEGIN AT 8:00 P.M. 

OCTOBER 21, 1958 . . . ."Changing Concepts of Disease” — Dr. llga Veith, Associate 

Professor in the History of Medicine, Department of Medi¬ 
cine, University of Chicago, Chicago, Illinois 

NOVEMBER 11, 1958 . . . Epochs in the History of Medicine” — Dr. Morris Fishbein, 

Professor Emeritus of Medicine, University of Chicago and 
University of Illinois, Chicago, Illinois 

DECEMBER 2, 1958 . . . "The History of Hospitals” — Dr. Charles U. Letourneau, 

Director, Program in Hospital Administration, Northwest- I 
ern University, Chicago, Illinois 

JANUARY 13, 1959 . . . ."The History of Gynecology” — Dr. A. F. Lash, Clinical 

Professor of Obstetrics and Gynecology, University of Illi¬ 
nois, Chicago, Illinois 

FEBRUARY 3, 1959 . . . ."The History of Neurosurgery” — Dr. Percival Bailey, Dis¬ 
tinguished Professor of Neurology and Neurological Sur¬ 
gery, University of Illinois, Chicago, Illinois 

FEBRUARY 24, 1959 . . ."Notes About the Role of Physicians in Our Military His¬ 
tory” — Dr. George S. Lull, Assistant to the President, Amer¬ 
ican Medical Association, Chicago, Illinois 


MARCH 24, 1959 . "Evolution of Medical Illustration”—Thomas S. Jones, M.S., 

Emeritus Professor of Medical and Dental Illustration, 
University of Illinois, Chicago, Illinois 

APRIL 14, 1959 . "The History of Surgery of Bones and Joints” — Dr. Edvard 

L. Compere, Professor and Chairman of the Department of 
Orthopedic Surgery, Northvestern University and Chicago 
Wesley Memorial Hospital, Chicago, Illinois 

MAY 5, 1959 . "The Evolution of Otorhinolaryngology and Broncho- 


esophagology” — Dr. Francis L. Lederer, Professor and 
Head of Department of Otolaryngology, University of Illi¬ 
nois, Chicago, Illinois 

MAY 21, 1959 . "The History of Plastic Surgery” — Dr. Wayne B. Slaughter, 

Clinical Professor in Charge of Plastic Surgery, University 
of Wisconsin (Madison) and Stritch School of Medicine, 
Loyola University, Chicago, Illinois 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 








Schedule of Meetings 


INTERNATIONAL COLLEGE OF SURGEONS 

1959 


May 21-22 
Huntsville, Alabama 

May 28-30 
Kiamesha Lake 
New York 

June 1-3 

Hamburg, Germany 

June 19-21 
Lyons, France 

September 
Santos, Brazil 

September 28 

Chattanooga 

Tennessee 


Alabama Surgical Section 
U. S. Section, International College of Surgeons 

New York State Annual Meeting 
U. S, Section, International College of Surgeons 

German Section 
International College of Surgeons 

French Section 
International College of Surgeons 

Brazilian Section 
International College of Surgeons 

Tennessee Valley Medical Assembly 
U. S. Section. International College of Surgeons 


TWENTY-FOURTH ANNUAL CONGRESS 
North American Federation 
(Canada, Mexico, U. S. and Central American Sections) 
International College of Surgeons 

SEPTEMBER 13-17 
CHICAGO. ILLINOIS 


1960 

twelfth biennial international congress 

International College of Surgeons 


MAY 15-18 
ROME. ITALY 


Brazilian Section Establishes Own International 
College of Surgeons Home 



Prof. Dr. Mario Degni 
President 
Brazilian Section 

International College of Surgeons 

The Brazilian Section of the Interna¬ 
tional College of Surgeons is now installed 
in its own College Home. 

This enthusiastic Section has taken over 
the entire fifteenth floor of the handsome 
new building at the Rua Amaral Gurgel 
429, adjoining the Rua Major Sertorio, in 
Sao Paulo, and had it laid out into a 
magnificent suite of rooms that lend them¬ 
selves admirably to all the purposes of the 
Brazilian College Home. 

Across the front of the building stretch 
the combined lengths of the auditorium 
and the library, both with wide windows 
admitting direct sunlight. In addition, 
the auditorium has a good sized balcony 
overhanging the Rua Amaral Gurgel. 

The auditorium can seat approximately 
two hundred people. Audiences can thus 
be amply accommodated for lectures and 


educational courses. The Brazilian Sec¬ 
tion is in a position now to organize any 
number of conferences, scientific sessions 
and meetings of all kinds and to house 
them in comfort and with dignity. 

Twin elevators, situated in the center of 
the structure, provide easy access to the 
College floor. To their right is the spa¬ 
cious headquarters of the secretariat, pro¬ 
vided with all the equipment necessary for 
the transaction of the Section’s affairs 
and large enough for committee and busi¬ 
ness meetings. 

The library, of course, can double as a 
lounge on social occasions, particularly so 
as it opens upon a commodious foyer, 
which is equipped for the serving of re¬ 
freshments. Conveniently adjacent to the 
foyer are a cloak room, a serving pantry, 
a kitchen and a service hall. 

These arrangements are ideal for social 
entertainment and will permit the Fellows 
of the Brazilian Section to receive their 
colleagues and their families at their own 
International College of Surgeons Home. 

This College Home is the realization of 
a dream long held by the Brazilian Section. 
At the closing session of the Fourth Na¬ 
tional Congress held last year in Bahia, 
Salvador, the then presiding officer. Dr. 
Matheus Santamaria, symbolically opened 
the Home. It is now open in good earnest, 
ready to serve the membership of the 
Section and to make them feel truly at 
home in their own headquarters. 

May the Brazilian College Home be 
blessed and may it serve the College in 
happy and fraternal unity to further 
growth and prosperity, to the end that 
surgical science and practice be advanced 
and the health and welfare of man be 
furthered. 
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College as Prof. Raymond Darget of Bor¬ 
deaux, Dr. Henri-Marie Laborit of Paris, 
Prof. Agr. L. Leger of Paris, and Dr. Marc 
Iselin of Paris, in honor of whom an in¬ 
ternational celebi’ation was held last 
September; 

HAITI, in which the Haitian Section of 
the International College of Surgeons has 
given concrete evidence of its leadership 
in the surgical activity of the Caribbean 
area; 

MEXICO, where members of the College 
have had a year of unparalleled activity in 
surgical education; 

SPAIN, where Prof. Dr. Francisco Mar¬ 
tin Lagos and Prof. Dr. Guillermo Niinez- 
Perez, of Madrid, conducted a series of 
postgraduate courses, and Drs. Jose Soler 
Roig, Dr. Fernando Martorell and A. Puig- 
vert, of Barcelona, held a variety of semi¬ 
nars and advanced courses, and the 

UNITED STATES, where intensive 
nation-wide educational activity was cli¬ 
maxed by the postgraduate courses of¬ 
fered by the College through the instru¬ 
mentality of the Cook County Graduate 
School of Medicine in Chicago, as well as 
the annual lecture series on the History of 
Surgery and Related Sciences given at the 
International Surgeons’ Hall of Fame. 

Third Annual Around-the-World 
Postgraduate Refresher Clinic Tour 
The year 1958 will be remembered as 
the year of the highly successful Around- 
the-World Postgraduate Refresher Clinic 
Course, not only by the members of the 
United States Section of the International 
College of Surgeons who, together with 
their wives, were members of the Tour, 
but also by the Fellows of the Sections 
which the Tour visited. 

Tour List 

Coordinator of Medical Activities 
Dr. Arnold S. Jackson 
Madison, Wisconsin 
Tour Director 

Mr. James H. Rebstock 


Dr. Demetrius K. Apostle 
Brooklyn, New Yoi'k 
Dr. and Mrs. W. Wayne Babcock 
Bala-Cynwyd, Pennsylvania 
Dr. and Mrs. Philip Barber 
Porterville, California 
Dr. and Mrs. Finis Cooper 
Los Angeles, California 
Dr. W. McK. Craig 
Rochester, Minnesota 
Mrs. Nina Fonville 
Houston, Texas 

Dr. and Mrs. Herbert T. Hayes 
Houston, Texas 
Dr. Paul Ledbetter 
Houston, Texas 
Dr. Theodore Morici 
Passaic, New Jersey 
Dr. and Mrs. Herbert J. Movius 
Los Angeles, California 
Mr. E. H. Mueller 
Milwaukee, Wisconsin 
Mr. Ellis J. Potter 
Madison, Wisconsin 
Dr. Curtice Rosser 
Dallas, Texas 

Dr. and Mrs. Geo. E. Sanderson 
Stockton, California 
Dr. and Mrs. Harold E. Simon 
Birmingham, Alabama 
Dr. and Mrs. Michael J. Stec 
Scranton, Pennsylvania 
Dr. Earl W. Thoma 
Houston, Texas 
Dr. and Mrs. J. L. Webb 
Nelsonville, Ohio 

Tour Lecturers 

Members of the Tour who served as lec¬ 
turers and the subjects they discussed 
were: 

Arnold Jackson, Madison, Wisconsin 
Diseases of the Thyroid 
The Acute Surgical Abdomen 
Surgery of the Biliary Tract 
Winchell McK. Craig, Mayo Clinic 
Head Injuries 
Injuries of the Spine 
Spinal Cord Tumors 
Curtice Rosser, Dallas 

Proper Management of Polyps of the 
Large Bowel 
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Gramms Stain 

HAMILTON BAILEY, 

F.R.C.S. (Eng.), F.A.C.S., F.R.C.S. (Edin.), F.I.C.S. (Hon.) 

SHOLDEN, KENT, ENGLAND 



Christian Gram 
M.B., M.D. 
1853-1938 


It is interesting to know that the discov¬ 
erer of Gram’s method of staining bac¬ 
teria, known to every final-year medical 
student and every doctor in all corners of 
the earth, was not a professional bacteri¬ 
ologist but a physician and a teacher of 
general medicine. 

Christian Gram was born in Copen¬ 
hagen, the son of Julius Gram, LL.D., 
professor of common law in the univer¬ 
sity of that city. In 1871, at the age of 
eighteen, Christian enrolled at the Uni¬ 
versity of Copenhagen to study botany, 
and he pursued his botanical studies for 
three years before becoming a medical 
student. Throughout his life he cherished 
a love for, and knowledge of, plants; this 
knowledge formed the basis of his phar¬ 
macological interest, and his botanical 
training made him extremely familiar 
with the use of the microscope. 


Gram graduated M.B. Copenhagen in 
1878, and in 1882 he took the M.D. degi’ee 
and gained the University medal with a 
thesis On the Size of the Red Blood Cor¬ 
puscles in Man. 

In this thesis he described the method 
of drawing blood into a capillary tube, 
sealing the ends of the tube, allowing the 
blood to clot, breaking the tube at the bor¬ 
der of the clot and the serum, blowing out 
the serum onto a glass slide, and exam¬ 
ining the erythrocytes. His measurements 
were of great exactitude, and are quoted 
to the present day. He also called atten¬ 
tion to the increase in size of the erythro¬ 
cytes in jaundice and in pernicious anae¬ 
mia (macrocytes). 

From 1883 to 1885 Gram studied bac¬ 
teriology at various German universities, 
publishing as a short paper in Friedldn- 
der’s* Journal his observations on a new 
differential staining method for bacteria 
(Gram stain). An unconfirmed tradition 
has it that this discovery was the result 


♦Carl Friedlander, 1847-1887. Pathologist, Friedrichshain 
Hospital, Berlin. 



King Frederick’s Hospital 
Copenhagen, Denmark 
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of an accident—Lugol’s * * solution being 
upset over a freshly stained bacterial 
smear with subsequent attempts to wash 
the iodine off with alcohol. This, if true, 
only goes to show that an epoch-making 
discovery is sometimes made by taking 
advantage of a fortuitous happening. The 
discovery which has perpetuated Gram's 
name was made while he was pursuing 
postgraduate studies in Berlin. Later the 
author of a German textbook on bacteriol¬ 
ogy annexed this discovery for glory of 
the Fatherland by the ingenious claim. 
“The Gram stain, which Christian Gram 
in 1884 discovered at Berlin.” As Gram 
described in his paper “many cocci, par¬ 
ticularly pneumococci and the cocci found 
in pyaemia, are stained intensely, whilst 
some few other bacteria, such as typhoid, 
are decolorized,” to which the editor of 
the journal (Friedlander), quite contrary 
to what was the general custom, wisely 
and generously added a footnote “Un¬ 
doubtedly posterity will be able to verify 
this.” 

On returning to Copenhagen. Gram be¬ 
came resident physician at the Kommunc- 
hospitalet and, for some years, district 
physician in Copenhagen. In 1801 he was 
appointed lecturer in pharmacology and. 
later in the same year, professor of phar¬ 
macology. In 1802 lie became physieian-in- 
chief at the Frederik’s Hospital. In 1000 
lie changed hi< professorship of pharma¬ 
cology for that of medicine. Gram's public 
and teaching duties did no*, leave him 
much time for scientific work, and hi* ]a- 


1 wish to acknowledge the help 1 
have received in writing this biog¬ 
raphy from Prof. Dr. med. H. C. 
Gram, Chief Physician, the Sundfay 
Hospital, Copenhagen. My thanks 
are also due to Messrs. H. K. Lewis 
and Co. Ltd., Medical Publishers, 
London, for giving me permission to 
submit this biography, which is part 
of the 3rd edition of Bailey and 
Bishop's Notable Names in Medicine 
and Surgery. 

H. B. 


ter publications were mainly clinical: he 
published altogether four volumes of clin¬ 
ical lectures. 

Prof. Gram enjoyed a very large private 
practice, but he never allowed this to in¬ 
terfere with his hospital duties; each sin¬ 
gle patient in his department was seen and 
examined by himself with thoroughne-- 
and exactitude. He was much loved by hi- 
patients, and to his pupils he was at the 
same time an authoritative teacher and a 
good friend. 

After his retirement. Prof. Gram spent 
the last fiftt eg year- of hi- life in pur.-tiit 
of hi< hr.- 1 lovi.—botany, and in tin* vigi¬ 
lant pro-edition of public health in* a-ur* - 
t*> prevent tul (rculo-:-. Doubt!*-- hi* *M* 
th" latter v.a- hi- im;<!!:ng duty, L. .*..*)- 
h*- had h*-t hi- wife from pulrn 'i.ar’ gi* 




ANNOUNCEMENT OF MANUSCRIPT AWARDS FOR 1959 

BY THE DIVISION OF OBSTETRICS AND GYNECOLOGY 
OF THE INTERNATIONAL COLLEGE OF SURGEONS 


The Division of Obstetrics and Gynecology 
of the International College of Surgeons is 
pleased to announce its second annual com¬ 
petition for two awards to be given the au¬ 
thors of manuscripts selected by the Prize 
Committee of the Section. The first award 
will be S500 and the second $300. 

The winning manuscript in 1958 was sub¬ 
mitted by Dr. Jose Filipe Afonso, a resident 
in Obstetrics and Gynecology at the King 
County Hospital, Seattle, Washington. It 
was entitled "Effect of Carbonic Anhydrase 
Inhibitors on Water and Electrocyte Metab¬ 
olism in Toxemia of Pregnancy." 

Dr. Afonso presented his prize-winning pa¬ 
per at the International Congress held in 
Los Angeles, California, on March 11, 1958. 

The rules of the competition are as follows: 

Fellows of the International College of 
Surgeons are not eligible. Contestants must 
be (a) interns, residents, or graduate students 
in the field of obstetrics and gynecology, or 
(b) engaged in the practice or teaching of 
obstetrics and gynecology. Contestants must 
hold the degree of Doctor of Medicine from 
an accredited college of medicine. 

Manuscripts are not to exceed 5,000 words. 
They should be typewritten on one side of 
each sheet only, double-spaced and with 
generous margins. Illustrations, if indicated, 
should accompany the manuscript. Original 
drawings or glossy photographic prints 
should be numbered on the back and leg¬ 
ends for the illustrations should be provided. 
A mark of identification, or the author's nom 
de plume, should be penciled on the back 
of each illustration. Tables should be num¬ 
bered and submitted on separate sheets. 
References should be listed at the end of the 
article and numbered, naming the author cf 
the reference, the periodical in which it ap¬ 
peared, the volume of the periodical, the 
pages on which the article was printed and 
the year of publication. 

To conceal the identity of the author, 
manuscripts must be submitted under an 
assumed name. The manuscript must be 
accompanied by a sealed envelope, contain¬ 
ing a card bearing the assumed name of 

C. J. Barone, M.D., Chairman 

Division of Obstetrics and 
Gynecology 

Pittsburgh, Pennsylvania 
R. J. Piert, M.D., Chairman 

Committee on Prizes 

Syracuse, New York 


the author, the title of the manuscript and 
the true name of the author, his degrees, ti¬ 
tles and address. An original and three cop¬ 
ies of each manuscript (carbon, photostatic, 
mimeographic or other) and illustrations 
must be submitted on or before June 1, 1959 
to Dr. Harvey A. Gollin, Secretary of the 
Prize Committee, 55 East Washington Street, 
Chicago 2, Illinois. 

The Committee on Prizes, under its rules 
and regulations, will judge the merits of 
each manuscript, select the two winners of 
the awards and submit the names and ad¬ 
dresses of the authors to the Chairman of the 
Division of Obstetrics and Gynecology be¬ 
fore August 10, 1959. The Chairman of the 
Division will notify the winning authors. If 
no submitted manuscript is deemed accept¬ 
able by the committee on prizes, no award 
will be made. 

The two successful contestants will be 
asked to appear in person to participate in 
the regular scientific program of the Divi¬ 
sion on Obstetrics and Gynecology at the 
annual congress of the United States and 
Canadian Sections of the International Col¬ 
lege of Surgeons, in 1959. Personal expenses 
incurred by such participation must be borne 
by the winners. The awards will be made 
in cash by the Chairman of the Division dur¬ 
ing the course of the 1959 Congress. 

The Secretary of the Committee on Prizes 
will return the unsuccessful contributions to 
their respective authors. Manuscripts which, 
in the opinion of the Committee, are entitled 
to the awards will beccme the property of 
the Division on Obstetrics and Gynecoloqy, 
for publication in the official Journal of the 
International College of Surgeons. If the 
Editors of the Journal reject them for publi¬ 
cation, the authors may submit them to any 
periodical of their choice. 

The purpose of this contest is to advance 
the art and science of obstetrics and gyne¬ 
cology in accordance with the principles of 
the International College of Surgeons, and, 
with the primary aim of the College, to ex¬ 
tend the frontiers and elevate the standards 
of all branches of surgery. 

G. J. Strean, M.D., President 
Canadian Section 
Montreal, Canada 
E. N. C. McAmmond, M.D., 
Secretary 
Canadian Section 
Vancouver, Canada 


A. H. Daro, M.D., Secretary 

Division of Obstetrics and 
Gynecology 
Chicago. Illinois 

H. A. Gollin, M.D., Secretary 

Committee on Prizes 
Chicago, Illinois 
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Statue in Memorj of 

dr. McGuire 

Capitol Square 
Richmond, Virginia 


his establishment of a code of honor 
among medical people on the battlefield. 
In May 1862 at the Battle of Winchester 
he devised and put into effect the plan of 
releasing captured medical officers to their 
respective commands, an idea that was en¬ 
thusiastically adopted by the Union forces. 
McGuire also established an ambulance 
corps in the spring of 1862—consisting of 
four men for each company, each wearing 
a conspicuous badge. In this same year 
Henri Dunant of Geneva wrote the im¬ 
mortal booklet Un Souvenir de Solferino, 
which inspired the founding of the Inter¬ 
national Red Cross in 1863. 

As a peacetime surgeon McGuire was 
among the first, with Sir Henry Thompson 
and John Packard, to practice suprapubic 
cystotomy for prostatic hypertrophy and 
a pioneer in the ligation of the abdominal 
aorta in 1868. Sir Astley Cooper did such 


a ligation in 1817. He was a dexterous, 
rapid surgeon with excellent judgment, 
and among the first users of Lister’s anti¬ 
septic technic. In 1892 he founded the 
University College of Medicine, which in 
1912 was consolidated with the Medical 
College of Virginia in Richmond, and he 
also established St. Luke’s Hospital of 
Richmond. In his presidential address be¬ 
fore the American Medical Association in 
Milwaukee in 1893 he recommended the 
establishment of a national department of 
health. As a citizen he vigorously at¬ 
tacked false statements in books relating 
to the history of the Civil War. 

His death in 1900 was mourned by the 
whole of Richmond. Sir William Osier 
was a pall-bearer. Dr. McGuire’s memory 
is perpetuated by the bronze statue that 
adorns Capitol Square in Richmond, next 
to his beloved “Stonewall” Jackson. 


TO PERPETUATE THAT WHICH WE BUILD 
Include a gift to the International College of Surgeons among your annual contributions. 
Include the International College of Surgeons among the benefactions in your will. 
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Statue in Memory of 
DR. McGUIRE 
Capitol Square 
Richmond, Virginia 


his establishment of a code of honor 
among medical people on the battlefield. 
In May 1862 at the Battle of Winchester 
he devised and put into effect the plan of 
releasing captured medical officers to their 
respective commands, an idea that was en¬ 
thusiastically adopted by the Union forces. 
McGuire also established an ambulance 
corps in the spring of 1862—consisting of 
four men for each company, each wearing 
a conspicuous badge. In this same year 
Henri Dunant of Geneva wrote the im¬ 
mortal booklet Un Souvenir de Solferino, 
which inspired the founding of the Inter¬ 
national Red Cross in 1863. 

As a peacetime surgeon McGuire was 
among the first, with Sir Henry Thompson 
and John Packard, to practice suprapubic 
cystotomy for prostatic hypertrophy and 
a pioneer in the ligation of the abdominal 
aorta in 1868. Sir Astley Cooper did such 


a ligation in 1817. He was a dexterous, 
rapid surgeon with excellent judgment, 
and among the first users of Lister’s anti¬ 
septic technic. In 1892 he founded the 
University College of Medicine, which in 
1912 was consolidated with the Medical 
College of Virginia in Richmond, and he 
also established St. Luke’s Hospital of 
Richmond. In his presidential address be¬ 
fore the American Medical Association in 
Milwaukee in 1893 he recommended the 
establishment of a national department of 
health. As a citizen he vigorously at¬ 
tacked false statements in books relating 
to the history of the Civil War. 

His death in 1900 was mourned by the 
whole of Richmond. Sir William Osier 
was a pall-bearer. Dr. McGuire’s memory 
is perpetuated by the bronze statue that 
adorns Capitol Square in Richmond, next 
to his beloved “Stonewall” Jackson. 


TO PERPETUATE THAT WHICH WE BUILD 

Include a gift to the International College of Surgeons among your annual contributions. 
Include the International College of Surgeons among the benefactions in your will. 
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Postgraduate Courses and Conferences 


AUSTRIA 

VIENNA 

The American Medical Society of Vienna 
and 

The University of Vienna 

Postgradute Courses in Surgical Science 
Provide Opportunities for Postgraduate 
Work in Various Fields of Surgery 

For information write: Dr. M. Arthur 
Kline, F.I.C.S., Secretary, American Medi¬ 
cal Society of Vienna, 11 Universitiits- 
strasse, Vienna, Austria. 


SPAIN 

BARCELONA 

POLICLINIC INSTITUTE 

Dr. Fernando Martorcll, F.I.O.S. 
COURSE IN ANGlOJ.OfiY 
February 1-15, 1950 

(Iralinp with 

Arteriosclerosis obliteran- 
Thromlmangiitis ohlitvran- 
Am-tiry-ms and artorinvi-muis li-tulas 
Thrombophlebitis and pulmonary 
emholi-m 

('ht'inie \< non- in-utllea ncy 
Yai a'o-e \ t in- 


SPAIN 

BARCELONA 

Hospital de la Santa Cruz y San Pablo 
Surgical Service 

Dr. Jose Solar-Itoig. F.I.C.S. 
Director 

ADVANCED COURSES IN SURGERY OF 
THE DIGESTIVE TRACT 
(For Po'-tjrrailuat'’*) 

Under the Auspices of the 
International Collette of Surgions 


UROLOGIC INSTITUTE 
Dr. A. Puigvert. F.I.C.S.. Director 
COURSE XX 

POSTGRADUATE SEMINAR 
on 

Diseases of the I'ladrPr 
Symptomatic and Surgical A‘-p"ct- 

April. 1959 

Tlie-e M-minar.-, la-ting -i>: full days, from 
Sr.'Pt a.m. to 7:09 p.m.. include prari/rr 
in viido-mpy and urography. 

J ho-c r« gi.-top <1 for any .-mimar will In' 
limited in numb'-r and may umthuir their 
v-orl. at tin- In-tiiaTf for thnv month 



Japanese Gift to Hall of Fame 



Dr. Koraei Nakayama, professor of surgery at the University of Chiba in Japan and secretary of 
the Japanese Section of the International College of Surgeons, together with Mrs. Nakayama and Dr. 
Max Thorek, studying five original paintings depicting the development of surgery in Japan gift 

of the Japanese government to the Hall of Fame 



A corner of the Japanese Room in the International Surgeons’ Hall of Fame, the new paintings at 

the left 
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From the Executive Directors Notebook 


PROSPECTS FOR THE NEW YEAR 


With 1958 and its 
activities now a 
memory, we turn 
our attention to the 
n e w year. The 
Southeastern Re- 
g i o n a 1 M e e t i n g 
brought together a 
brilliant array of 
speakers for the 
scientific program 
at Miami, January 
4-7. Miami is one of 
the great vacation centers of our nation, 
and full advantage was taken of the many 
attractions this delightful area has to 
offer. 

Those responsible for this met ting. 
Dr. Harold IlalNtrand and members of his 
various committees, are to be congratu¬ 
lated for a most delightful meeting at the 
lovely Americana Hotel. 

Congress of ihc 

North American federation 

1 he -lirga.il t oiigr* til be he'd jjj ('IsJ- 


State and Regional Meetings 
Being Organized 

Plans are going forward for certain 
state meetings which will be commented 
upon later. 

Announcement of the New York State 
Surgical Section meeting for 1959 will be 
forthcoming in the February issue of the 
Bulletin. 

Dr. Horace Ayers, regent for the state 
of New York, informs me that under the 
new chairman of arrangements. Dr. Mil- 
ton Weinberg, of Jackson Heights. Long 
Island, a meeting will be set up for late 
May at the Concord Hotel. 

In view of the successful meeting held 
there last year, it is thought that many 
will wish to attend. 

The I 960 International 
Congress in Rome 

One thing always tol.ee]) in mind i- the 
International C«ngre— m Rome. Italy. 
May 15-Is. ]PdO. Prof. Pietro Valdoni, 
Prof. A. Mario Dogliotti am! Prof. (Jiu* 
seppe Bendandi. v.ith their < ommit?*'< 

arc i.-.i-ily eng.sg* d in - ling that t Li- v.j]! 
a....<• <s ........ .,,j... .. 



I)r. Ito— T. Mrlutirr 


ftawwttciafy. . . EUROPE—1959 

THE TOUR UNUSUAL 

For Members Of The 

INTERNATIONAL COLLEGE OF SURGEONS 
• HOLLAND • SCANDINAVIA • FINLAND 
« RUSSIA • FRANCE • IRELAND 


Featuring Surgical Clinics and Meetings 
in AMSTERDAM, the NETHERLANDS and HELSINKI, FINLAND 


Dates to be announced 

STEAMSHIP—42 Days AIR—30 Days 

Departing New York July 17, 1959 Departing New York July 25, 1959 


For Further 
Information Contact 


119 S. STATE ST. 
CHICAGO 3, ILLINOIS 



"Your Official Travel Representative” 


INTERNATIONAL COLLEGE OF SURGEONS 

5th Annual Clinical Tour 

AROUND THE WORLD 

October-November 1959 

Dr. Edward Compere, F.A.C.S., F.I.C.S. 
Co-ordinator 

Visiting HAWAII - JAPAN - HONGKONG - SIAM 
INDIA - COLOMBO - EGYPT - LEBANON 
JERUSALEM - TURKEY - GREECE 

52 Days By Air 

Approximate Cost: First Class—$3480.00 
Tourist Class—$2850.00 


For Further 
Information Contact 

119 S. STATE ST. 
CHICAGO 3, ILLINOIS 
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professor in 1945. He now is emeritus 
professor of surgery at Northwestern Uni¬ 
versity Medical School. 

In 1982 he was instrumental in estab¬ 
lishing the Cook County Graduate School 
of Medicine. Over twenty-five thousand 
medical men have taken work at the 
school. 

He also somehow finds time to address 
medical societies and to contribute to the 
literature of his chosen fields of interest. 

Brilliant as is Dr. Meyer’s professional 
career, it is more than matched by his 
personal attributes. My experience with 
him in stressful moments has proved the 
man. He pays no lip service to virtue, but 


by deed, example and leadership enlight¬ 
ens minds and leads to constructive action. 
Friendship, loyalty and responsibility are 
more than words to him. They are the 
dominant motifs of his pattern for living. 

It was not an easy task, even for one so 
generously endowed by Providence with 
multi-faceted abilities, to achieve the po¬ 
sition Dr. Meyer has as surgeon, teacher, 
administrator and public spirited citizen. 
He is in the prime of life. May his useful¬ 
ness to surgery, to the community and to 
humanity continue ad mnltos amios and 
may he find much jov and fullness in his 
service to the world. 

M. T. 


Qualifications for Membership 

United States Section International College of Surgeons 


The Qualification and Examination Council for Membership in the United States Section 
of the International College of Surgeons has published a booklet of qualifications required 
of candidates applying for the various types of membership offered by the International Col¬ 
lege of Surgeons. For the convenience of the many surgeons who have expressed interest in 
membership in the International College, this booklet is available upon request. 

Qualification Council Date 

United States Section—International College of Surgeons 
1516 Lake Shore Drive, Chicago 10, Illinois 


Please mail me “Qualifications for Membership” information. 

□ Fellow □ Associate □ Junior (please indicate) 
My practice consists of: (please check) 

□ Anesthesiology □ Ob. and Gyn. Surgery 

□ General Surgery □ E. E. N. T. Surgery 

□ Colon and Rectal Surgery □ Orthopedic Surgery 

□ Neurologic Surgery □ Plastic Surgery 


□ Radiology 

□ Surgery of Trauma 

□ Urologic Surgery 

□ Pathology 


Name 


Address 


Qjjy Zone State 

Please print or type name and address 
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Dr. Max Thorek Semmelweis Lecturer 



l 

AIIOVU: I)r. Max Thorek dcliterinc the 19.",8 
Semmel«eis Lecture at the New York Acadcmj 
of Medicine, Nmember 14. 195 s ' 


ItLLOW: Dr. Mav Thorek with Dr. Peter Hnlbcrc, 
secretary of the American-Huncarian Medical 
Association, at the Semmelweis Lecture 



Dr. Max Thorek. Founder of the Inter¬ 
national College of Surgeons, delivered the 
1958 Annual Semmelweis Lecture before 
the Ameriean-Hungarian Medical Associa¬ 
tion. Inc., at the New York Academy of 
Medicine, in New York City, on Friday. 
November 14. His lecture dealt with Im¬ 
pending Death Under Anesthesia (Causes , 
Symptoms and Therapy). 

Dr. Thorek. on this occasion, was pre¬ 
sented with the Association’s annual Sem¬ 
melweis medal and scroll. 



AllOVK: Dr. Alcxar.dir llorota, president of thi 
American - Huncarian Medical Associating ; ftr. 
Max Thorek. and Prof. Hcla SrhPk. a forr-*r 
reeipirnt of the Semmelweis A« ard 


ItLLOW: l)r. Max Thnrrt s<-r<pti~r Semr-rlw * i» 
Award from Pre-Adept It/.rot* 


0 $ 






The Man and his Portrait 

DR. NICHOLAS A. MICHELS HONORED BY GRADUATING STUDENTS 


The 1958 graduating class of the Jeffer¬ 
son Medical College, in Philadelphia, Penn¬ 
sylvania, presented as its gift to the col¬ 
lege a portrait of its favorite professor, 
Dr. Nicholas A. Michels, F.I.C.S., profes¬ 
sor of anatomy and senior member of the 
Daniel Baugh Institute of Anatomy. 

The portrait, painted by John C. Johan¬ 
sen, one of America’s greatest contem¬ 
porary portrait painters, is both an ex¬ 
cellent likeness of Dr. Michels, who is 
shown standing, in his academic robes, and 
a striking presentation of the essential 
nature of the modern man of science. 

A native of St. Paul, Minnesota, Dr. 
Michels received his undergraduate col¬ 
lege education at St. Thomas Military Col¬ 
lege in St. Paul. He received his M.A. 
degree from the University of Minnesota, 
and his doctorate, maxima cum laudc, 
from the University of Louvain, in Bel¬ 
gium, where he worked under the eminent 
cytologist, Victor Gregoire. Later he stud¬ 
ied at the Sorbonne, in Paris, and, with 
Dr. Ferrata, the famous hematologist of 
Italy, at Siena. Returning to the United 
States in 1923, he studied hematology with 
Dr. Alexander Maximow, a Russian his¬ 
tologist, at the University of Chicago, and 
then became associated with the world- 
famous Dr. H. Globus, neuropathologist 
at Mt. Sinai Hospital in New York. 

Dr. Michels has taught at the St. Louis 
Medical School, at the Creighton Univer¬ 
sity Medical 'School in Omaha, and, since 
1929, at Jefferson. 

All this while he has continued his re¬ 
search, his writing and his participation 
in the scientific world’s effort to increase 
knowledge and better the condition of 
mankind. 



Dr. Micliels Beside his Portrait 


Characteristically, Dr. Michels says of 
himself, 

“The man who gave me my start in 
science was Dr. Hal Downey, now retired 
as Professor Emeritus, of the University 
of Minnesota Medical School, known as the 
father of American hematology. In 1918 
he gave me the problem of the mast cells 
for my M.A. thesis. For fifteen years, 
both here and abroad, I worked on mast 
cells, studying them from fish to man. My 
studies proved the mast cell to be not a 
mucoid degenerating cell (Pappenheim 
and others) but an independent functional 
blood cell. 

“The man who convinced me to under¬ 
take teaching anatomy in a medical school 
as a life’s career was Dr. H. Globus, of 
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international College of burgeon# 

Founded by Dr. Max Thorek 
(Geneva, Switzerland, 1935 - Washington, D. C., 1940) 

A World Federation of General Surgeons & Surgical Specialists, Inc. 
"Instrument of the Free World" 


OFFICE OF THE 

INTERNATIONAL SECRETARY GENERAL 

850 WEST IRVING PARK ROAD 
CHICAGO 13, ILLINOIS 

Dear Doctor: 

We are preparing a Directory of the membership of the International College 
of Surgeons in the United States and the rest of the world. This will include 
also the Constitution and Bylaws of the College, information on qualifications for 
membership, a description of the activities of the College, as well as a full 
list of members, alphabetically and regionally arranged, with pertinent information 
about each member. 

The publication of this Directory will entail an expense to the College of 
between 25 and 30 thousand dollars. The material is now being prepared for the 
printers, and we are soliciting your subscription for a copy of this handy and 
informative volume. 

The pre-publication price for a copy of this important book is $5.50 — 
after publication $7.50. 

We would appreciate your cooperation. Please return the attached sub¬ 
scription blank in the enclosed self-addressed envelope, and oblige 


Yours sincerely, 

PUBLICATIONS COMMITTEE 
INTERNATIONAL COLLEGE OF SURGEONS 



Directory Department 
International College of Surgeons 
1516 Lake Shore Drive 
CHICAGO 10, ILLINOIS 
U. S. A. 


Please enter my subscription for one volume (or 
more if desired) of the DIRECTORY OF THE 
INTERNATIONAL COLLEGE OF SURGEONS, 
for which I enclose my check for $5.50 per volume 
pyc-piiblication price. Please send book to: 


Dr. 


NAME (Please print) 


Address 


City, State 


Country 




News Briefs 


DR. EARL INGRAM CARR 
HONORED BY CLEARY COLLEGE 

I)r. Earl Ingram Carr, F.A.C.S., F.I.C.S., 
of Lansing, Michigan, member of the board 
of the United States Section of the Inter¬ 
nationa) College of Surgeons and a former 



I 

Dr. Karl Ingram Carr 
r.A.C.S, IM.C.S. 

regent for the state of Michigan. wa< one 
of five distinguished recipients of honorary 
degrees front Cleary College in Yp-ilanti. 
Michigan. 


v 



✓ 


Dr. Clement L. Martin 

r..\.c.s„ r.i.cs. 


DR. CLEMENT L. MARTIN 
PRESIDENT OF TRI-STATE 
PROCTOLOGIC SOCIETY 

Dr. Clement L. Martin. F.A.C.S.. 
F.I.C.S.. D.A.B.. of Chicago, treasurer of 
the International College of Surgeon-. \va- 
elc-cted president of the Tri-State Prorto- 
logic Society. December 1, lb.'-. The 
tnember.-hip of the Society compri-*- 
Board-certified pn-ctologi-t- of IlIinoL. 
Indiana and Wi-con-in. 



INTERNATIONAL 
COLLEGE OF SURGEONS 

Office of 
Wm. J. Burns 

Director of Advertising and Exhibits 
Box 539, Lansing 3, Michigan 

Wm. J. Burns 

Director of Advertising for the Interna¬ 
tional College of Surgeons, announces the 
appointment of three regional representa¬ 
tives for The Journal of the International 
College of Surgeons to aid in servicing ad¬ 
vertisers and their agencies. 

Eastern Representative 

Jerry Meyer 
NOE. 42nd Street 
New York 17, New York 
OXford 7-2375 

Middle States Representative 

Samuel N. Turiel 
750 N. Michigan Avenue 
Chicago 11, Illinois 
DEIaware 7-3511 

Pacific Coast Representative 

Frank M. Cohen 
9116 Gibson Street 
Los Angeles 34, California 
TExas 0-7898 


DR. WINCHELL McIL CRAIG 
PARTICIPATES IN U. S.-EGYPT 
CONFERENCE 

Dr. Winchell McK. Craig, F.A.C.S., 
F.I.C.S. (Hon.), emeritus head of the Sec¬ 
tion of Neurologic Surgery in the Mayo 
Clinic, took part as an honorary consultant 
in a joint meeting of a U. S. Naval Med¬ 
ical Research Unit with members of the 
Egyptian Public Health Service in Caii’o, 
Egypt. 

DR. RICHARD A. PERRITT 
COMPLETES LECTURE TOUR 

Dr. Richard A. Perritt, F.I.C.S., member 
of the senior attending staff, department 
of ophthalmology, Chicago Wesley Memo¬ 
rial Hospital, delivered an address at the 
International Congress of Ophthalmology 
in Brussels on September 9. 

Between September 12 and October 22, 
Dr. Perritt gave a number of talks under 
the auspices of the Asia Pacific Society of 
Ophthalmology. He addressed meetings in 
Cairo, Karachi, New Delhi, Bombay, Ma¬ 
dras, Calcutta. Colombo, Bangkok, Hong¬ 
kong, Manila and Tokyo. 

DR. BEN-HENRY ROSE HONORED 
BY GOVERNMENT OF HAITI 

At a special ceremony held on Septem¬ 
ber 19, Ben-Henry Rose, M.D., F.I.C.S., 
was honored by the Haitian Government 
with the medallion and certificate of his 
appointment as an Officer in the National 
Order of Merit and Honor of the Republic 
of Haiti for meritorious professional serv¬ 
ices rendered to Haitians upon his several 
visits to that country and to their compa¬ 
triots residing in New York City. 

The investiture was performed by a spe¬ 
cial envoy, M. Lucien Daumec, who was 
sent by President Duvalier for this occa¬ 
sion. 
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Officers of Woman r s Auxiliary 

HONORARY PRESIDENTS 

Mrs. Max Thorek Mrs. Desiderio Roman* 

Mrs. Henry W. Meyerding Mrs. Custis Lee Hall 

Mrs. Herbert Acuff -Mrs. Fred Albee 


PRESIDENT 

Mrs. Earl Ingram Carr 

Tarring, Michigan 


PRESIDENT-ELECT 
Mrs. Park Niceley 

Knori i Hr, Trnnr 


FIRST VICE-PRESIDENT SECOND VICE-PRESIDENT 

Mrs. Virgil T. DeVault Mrs. D. H. Downey 

Arlington, Virginia pox 't, O) i«» 

THIRD VICE-PRESIDENT 
Mrs. Herbert W. Goebert 

Coatririllr, Pennsylvania 


RECORDING SECRETARY CORRESPONDING SECRETARY 

Mrs. Adolph Maller Mrs. Clement L. Martin 

*'} tragn, Jlhnn'* C) <rgn, IV # 

FINANCIAL SECRETARY 
Mrs. Jerome .1. Moses 

(*/ irngn, lUtrtnp 


TREASURER 
Mrs. Lons L. Pi.zak 

JPr» V.. / 



Woman f s Auxiliary 

THE PRESIDENT’S MESSAGE 
Introducing Mrs. Park Niceley 



Mrs. Earl Ingram Carr 


By the time this message reaches you, 
the first month of the new year will be 
well on its way. Well on its way we can 
hope, to a year full of achievement for the 
College and most especially for our Aux¬ 
iliary. 

As the year goes by, I expect to have 
you meet, in the Bulletin, as many of your 
Board as possible. And after telling you 
of the highly successful Mid-Atlantic Re¬ 
gional Meeting, I shall introduce you to 
your President-Elect, Mrs. Park Niceley. 


The Regional Meeting at the charming 
Homestead was sure of success under the 
direction of Dr. Elbyrne Gill and his de¬ 
lightful family. Many of our members 
were there, and they inspired a number of 
those who had not joined the Auxiliary 
previously, to become members at that 
time. The camaraderie and friendship, 
always so evident at the Regional Meet¬ 
ings, make them a delight to attend. Four 
of our Board members, Mrs. Niceley, Mrs. 
Downey, Mrs. Goebert, and Mrs. Weigel, 
were pi'esent. 

The Ladies’ Committee in charge of 
Women’s Activities consisted of Mrs. El¬ 
byrne Gill, Chairman, Mrs. Russell Buxton, 
Mrs. George Bourne, Mrs. Francis McGov¬ 
ern and Miss Jean Gill. We are grateful to 
them all and especially to Miss Gill, who 
worked assiduously, registering and 
charming the doctors and their wives at 
one and the same time. 

Now here is Mrs. Niceley to tell you of 
her woi’k and accomplishments as mem¬ 
bership chairman for 1958 and until Sep¬ 
tember 1959, when she will assume the 
office of president. Those of you who know 
her need no word from me to emphasize 
her ability and graciousness. She will 
speak for herself in the following para¬ 
graphs. Ruth Smith Carr 


Our Membership Program 


To increase the membership of the 
Woman’s Auxiliary is of prime impor¬ 
tance, for our interest in the exchange 
scholarships for graduate students and 
medical research is ever being increased. 


The financing of our projects, in this 
field of international relations, rests en¬ 
tirely in the hands of each surgeon’s wife, 
for our financial resources are derived 
from the annual dues. 
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The membership drive has been set up 
with Mrs. I). H. Downey, our second vice- 
president, ably assisting the chairman, and 
eight of the board members who have gra¬ 
ciously consented to serve as regional 
chairmen. 

The regional chairmen and their as¬ 
signed states are as follows: 

Mrs, M. Leopold llrodny 

47 Arlington Hoad, Brookline. Massachusetts 
Maine, Vermont, New Hampshire, Massachusetts. 
Connecticut 

Mrs. Virgil T. DcVnult 

10117 20th Hoad. South. Arlington 2, Virginia 
New York, New Jersey, Pennsylvania, Maryland, 
District of Columbia 

Mrs. Park Niceley 

Wchgnrber Hoad, Route .£15, Knoxville, 

Tonne 1 -*ee 

Delaware, Virginia, West Virginia, Kentucky. 
Tonne* set? 

Mrs. William G. Thtiss, Sr. 

2827 Soutlnvood Hoad, Mountain Brook, 
Birmingham. Alabama 

North Carolina, South Carolina. Georgia, Florida. 
Alabama, Mississippi, Louisiana 

Mr*.. Casey K, Patterson 
5205 Brookview Drive, Dallas. Texas 
Atl.areas, Missouri, Knn'a*, Oklahoma. Texas 

Mrs. Arnold S. Jackson 

1001 Adams Street, Madison 5, Wisconsin 
Ohio, Indiana, Illinois. Wisconsin, Michigan, Min¬ 
nesota, Iowa 

Mrs. Leo J. AdeKtein 

I<508 South Norton Avenue, Los Angcdc* 4. 
Califoi nia 

New Mexico. Colorado, t'tab, Arirona, Nevada. 
Lon i r California 

Mrs. Lester Johnson 

ILU'O F.nrhanto Vt‘ta. San Jo e <27, Cahf..n-ia 
Washington, Oregon, Idaho, Montar a, Wyorr.i* p, 
Noith Dal ota. South Dakota, NO rn* • a 

It is our desire tluit each lady renew 
liromptly her membership when *■};•• r ,.. 
reives tlu* renewal notice in January, s,, 



Mrs. Park Nicelev 

that a follow-up letter will not be neces¬ 
sary. AIpo a challenge is extended to each 
member to actively peek to add a new mem¬ 
ber to our roster. We all have friends 
whose husbands are members. Lot us se¬ 
cure their membership and each play an 
active part in this important membership 
drive. 

To those of you who have no* been a 
member of the Woman's Auxiliary, v.e <!<< 
extend a cordial invitation for you tnaih!- 
iate with ns this year. 

The dues for membership are t< n dol¬ 
lars a year and v.v asp that you *• vour 
check now t>> tin* chairman of \our r> gi'>n. 
so that we tan extend tin- hand of Auxil¬ 
iary friend-;,ip to you. 

Vti ■<’ 157 ; - * n ,Y V» 


I am interfiled in furthering the program of the Amilian to the Internjtioe.i! Co’Dgr c< 
Surgeon*. Unclosed it nn check (M 0.0x1 per member) covering rnefberthipf , > for th.r fiV.'ovi- *; 

N \M1.: 

VDPP.l.vv 

't«l» rlerl 7Vr At-ti! to. I r ^ Jr 1 1 .. 

UK L>Vr Oiftf* K It':*' * 

Vf* t/e, ♦ | trtttk'r* 





Memorial Fund 

OF THE 

Woman’s Auxiliary of the 

United States Section 

INTERNATIONAL COLLEGE OF SURGEONS 


People long to perpetuate the memory of a loved one who lias been lost 
in death. The Woman’s Auxiliary of the International College of Surgeons 
has established a Memorial Fund for such a purpose. There is a permanent 
record in the archives of the organization of all those for whom such a me¬ 
morial has been established. The fund will be used for medical research 
and scholarships. 

When a gift to the Memorial Fund is received by the chairman, a digni¬ 
fied and beautiful card of acknowledgment is promptly mailed to the person 
designated by the donor. Please make checks payable to the Memorial Fund, 
giving the name of the deceased honored by the contribution and the name 
and address of the person to whom the card of acknowledgment is to be sent. 

Not only members of the International College of Surgeons and of the 
Woman’s Auxiliary are welcome to use the Memorial Fund to honor deceased 
relatives and friends, but anyone who Avishes to pay a final tribute in this 
meaningful manner may do so. 

Lucille Le Sage 
Chairman 


WOMAN’S AUXILIARY MEMORIAL FUND 

Donor------ 


Honoring 
Notify — 


Send checks payable “Memorial Fund” 
Mrs. Robert Le Sage, Chairman 
Shores Acre, Dixon, Illinois 


32 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 





Section News 

CHINA-HONGKONG 


The China-Hongkong Section held a 
general meeting on December 4,1958, and 
elected the following officer?: 

Dr. Kenneth K. L. Hui 
PRESIDENT 
Dr. S. H. Lin 
Y1CE-P RRStTVENT 
Dr. S. C. Chan 
Hon. Treasurer 
Dr. Roj Mar 
Hon. Secretary 


COUNCIL MEMBERS 
Dr. Arthur Woo 
Dr. John Gray 
Dr. Stephen D. Sturton 
Dr. Hans Tang 
Dr. E. H. Paterson 

The Section also took action to elect 
Dr. Arnold S. Jackson and Dr. Curtice 
Rosser as honorary members of China* 
Hongkong Section. 


ECUADOR 




Hr. t I’nnrhann UuraUm. «•«cr«tarj ; Hr. IVluardo Ordrs Mt*r«ita. pn *ji!.r>1 -cfi-rl ; !»r. "Inn'ere 

Malilimailii Cart**, |ir« »>irj« nt; Hr. Jt>-< Itamirr/ IIjims airt-nr« Mtimt. ami l>r. I'rflm'Pro fit nr 

triAvuffr 


Dr. Jom» Ramirez Duui:i\ *>:' Gu:.\:.*juii. 
a fellow <>! the In'* it!":;;,! ('**!!* g, , 
Sutgtoijv . siH H'.VJ. lie r w.th Dr. 
Eduardo Ortega Moreira. I-M.CS. 

<*J {'.till, t .1 S, tit.', (• ** .• C ;) 

1 a under (*>( ().;.>’*,} i *,*\w . * . 

I * *11 treat * >i 'bif 1 v ;• *. 1 , *. 



Dr. 1 »*h!i>!(* (.ir!** > * > , 


i>r.-i*i* tit of the E<r 8* ■* •», 

I re- nil * t <’',*« •; 'a , , ►. ; 

Dr. Eduardo OrUg.t 'tori ir.i 
!’: 5 -r ! \;-E: s . 

Dr. J»-i- Il.iRiirt : Durr «. 

Y: * .s’ i 

Dr. J r. nriMti Birr., \ *.**. 

*7 i * * i 

Dr. !’. re! r - < * ! - 


** i. 






Cysticercus in Anterior Chamber of 
the Eye 

Dr. Samran Wangspa 

Sturge-Weber Syndrome 

Dr. Kobchai Promindaroj and 
Dr. Sunit Chemsiriwatana 






m.. 

Mt' il 


Mai. Gen. Sanguan Rojanavongse 
M.D., D.Sc., F.R.F.P.S.G., F.I.C.S. 
President 

Proper Management of Polyps of Large 
Bowel 

Dr. Curtice Rosser 

Management of Large Benign Tumors of 
the Rectum 

Dr. Herbert Hayes 

Large Pancreatic Pseudocysts 
Motion Picture 
Dr. Finis Cooper 

The afternoon session was devoted to 
papers presented by members of the Thai 
Section. The program was as follows: 
Incidence of Thyroiditis in Thailand 
Dr. Tinrat Stitnimankarn 



Prof. Daeng Ivanchanaranya 
M.D., D.Sc. in Med. (Hon.), F.I.C.S. 
President-Elect and Vice-President 

Perforation of the Ear Drum 
DR. Sadab Dhiraputra 

Liver Biopsy by Vim’s Needle 

Dr. Kampee Mallikamas, Dr. Sutham 
Tappawongse and Dr. Niyom Towong 




\ V 


\ n 

Cl 1 ' 




\v. 




„ no- Aipd (Hon.) PM.C.S. (Hon.), Under-Secretary of State- 
Dr. Luang B ! n j id i'c Health f pres i di ng over the Opening Ceremony, November 5,1958 

. _ ____ nn oftTirTAMO 
























Medical News Front 



Major General Oliver K. Niess 


GENERAL NIESS NAMED 
AIR FORCE SURGEON GENERAL 
Major General Oliver Iv. Niess has as¬ 
sumed office as Surgeon General of the 
United States Air Force. As Command 
Surgeon of the Pacific Air Forces in Ha¬ 
waii, he was instrumental in establishing 
medical care for United States nationals 
throughout southeast Asia. 

GOULD LARYN GOLOG1C AWARD 
The International Committee for the 
Gould Award announces that the 1958 
I>ri7e has been awarded to Prof. 1’umio 
Nakamura, M.I)., of the Kyoto Prefectural 
Medical College. Kyoto, Japan, for hi< 
elect ruphysiologic studies of laryngeal 
function. 


POSTGRADUATE COURSE 
ON DISEASES OF THE CHEST 

The Council on Postgraduate Medical 
Education of the American College of 
Chest Physicians will present the twelfth 
Annual Postgraduate Course on Diseases 
of the Chest at the Sheraton Hotel. Phila¬ 
delphia. March 30-April 3. 1959. 

The most recent advances in the diag¬ 
nosis and treatment of heart and lung dis¬ 
eases, medical and surgical aspects, will 
he presented. 

Tuition for this five-day course will he 
one hundred dollars, including luncheon 
meetings. 

Further information may he obtained 
by writing to the Executive Director. 
American College of Chest Physicians, 112 
East Chestnut Street, Chicago II. Illinois. 

CHILEAN RESEARCHER TOURING 
UNITED STATES 

Dr. Hector Orrcgo Puelma. head of tin* 
medical department at the Hospital del 
Torax of Santiago and director of tin* 
Graduate Medical School of the UniverHu 
of Chile, is touring the United Stab and 
visiting hospitals and laboratories at :!’<• 
invitation of the Arlington-Funl. labora¬ 
tories Division of l\ S. Vitamin Corpora¬ 
tion and tb>* ArlinpPiri-Futil, Lab-.r..tore- 
de Chile, Inc. 



Maj. Gen. Sanguan Rojanavongse 
M.D., D.Sc., F.R.F.P.S.G., F.I.C.S. 
President 

Proper Management of Polyps of Large 
Bowel 

Dr. Curtice Rosser 

Management of Large Benign Tumors of 
the Rectum 
Dr. Herbert Hayes 
Large Pancreatic Pseudocysts— 

Motion Picture 

Dr. Finis Cooper 

The afternoon session was devoted to 
papers presented by members of the Thai 
Section. The program was as follows: 
Incidence of Thyroiditis in Thailand 
Dr. Tinrat Stitnimankarn 


Cysticercus in Anterior Chamber of 
the Eye 

Dr. Samran Wangspa 
Sturge-Weber Syndrome 
Dr. Kobchai Promindaroj and 
Dr. Sunit Chemsiriwatana 
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Perforation of the Ear Drum 
Dr. Sadab Dhiraputra 
Liver Biopsj r by Vim’s Needle 

Dr. Kampee Mallikamas, Dr. Sutham 
Tappawongse and Dr. Niyom Towong 


Dr. Luang Binbakya Bidabhed, M.D., D.Sc. in Med. (Hon.), F.I.C.S. (Hon.), Under-Secretary of State 
for Public Health, presiding over the Opening Ceremony, No^ ember 5,1958 
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Medical News Front 



Major General Oliver K. Nie.«<; 


GENERAL NIESS NAMED 
AIR FORCE SURGEON GENERAL 
Major General Oliver K. Niess has as¬ 
sumed oflice as Surgeon General of the 
United States Air Force. As Command 
Surgeon of the Pacific Air Forces in Ha¬ 
waii, he was instrumental in establishing 
medical care for United States nationals 
throughout southeast Asia. 


GOULD LARYNGOLOGIC AWARD 
, International Committee for the 
Gould Award announces that the 1058 
lirire lias been awarded to Prof. Fumio 
N.thnnniro, M.l)., of the Kyoto Prefectural 
Medical ( allege. Kyoto, .Japan, for hi* 
elect rophy>if»logic studies of laryngeal 
function. 

Hie C.ould Award is presented annually 
for outstanding research in laryngology. 

1 he International Committee for tin 
Gould Award for 1050 will consist «,f sir 
Wtor Negus, ].{o H ; „j,.y St.. London. W 
l :Pr«,r. Cotoji Satta, No. m Morikaua 
' Gunt.yod.u. Tokyo: and Dr. Hans mr 
L<dr n. North Michigan Av nue. Oucag- 

ll.it t K 

1 ' ' • ” *. of tl <• award. ) 

' ! 1 • • * d. It <“u » 


in 


POSTGRADUATE COURSE 
ON DISEASES OF THE CHEST 

The Council on Postgraduate Medical 
Education of the American College of 
Chest Physicians will present the twelfth 
Annual Postgraduate Course on Diseases 
of the Chest at the Sheraton Hotel. Phila¬ 
delphia, March 30-April 3, 1959. 

The most recent advances in the diag¬ 
nosis and treatment of heart and lung dis¬ 
eases, medical and surgical aspects, will 
lie presented. 

Tuition for this five-day course will he 
one hundred dollars, including luncheon 
meetings. 

Further information may he obtained 
by writing to the Executive Director. 
American College of Chest Physicians. 112 
East Chestnut Street. Chicago II. Illinois. 


CHILEAN RESEARCHER TOURING 
UNITED STATES 

Dr. Hector Orrego Puelma, head of the 
medical department at the Hospital del 
Torax of Santiago and director of the 
Graduate Medical School of the Univer-ity 
of Chile, is touring the United State* and 
visiting hospital* and laboratories at the 
invitation of the Ariington-Funk Labora¬ 
tories Division of U. S. Vitamin Corpora¬ 
tion and the Arlington-Funk Laboratories 
do Chile. Inc. 


Dr. Orrego. during hi* tour, engaged j tl 
a fruitful exchange of information and 
opinion with Dr. Ca*imir Funk, the inter¬ 
nationally famou* binrhf mtH and origina¬ 
tor of vitamin therapy, who at pre-«-n* i- 
devoting hinwlf to cancer r<'<■ arch. Dr. 


Onvgo v.a* accompanied on hi- in*j»*ttinr. 
■ •f the laboratory - when- Dr. Fur.k mn- 
•iu.-:- hb r. - ar, i, by Mr. H. R. Rum*, 
pr.-ah:.! ar.d t ! airman of ♦* e h<r..r<l of 
I . S. 5 Pamir, ( < r; •ra'ion, r.r.d hv *t 


A. Rot tv. 


r 


-'em, Mr. 1. 


FACTS ABOUT THE COLLEGE AND 
ADVANTAGES OFFERED ITS MEMBERS 


THE INTERNATIONAL COLLEGE OF SURGEONS 

Is the only International College of Surgeons in existence 

Is the only World Federation of General Surgeons and Surgical Specialists 
in existence 

Is a member of the Council for Coordination of International Congresses of 
Medical Sciences Activities 

Is a Founder Corporate Member of the World Medical Association 

Maintains highest possible professional and ethical standards 

Has Sections in 63 nations and 13,000 members 

Has active Divisions in all Surgical Specialties 

Publishes a monthly scientific Journal and Bulletin providing a world-wide 
forum for surgeons 

Offers Continuous Postgraduate Courses in many parts of the world 

Maintains International Surgeons’ Hall of Fame and School of the History 
of Surgery and Related Sciences 

Holds frequent and important Congresses on the International, Federation 
and National levels as well as significant Regional Meetings 

Sponsors Annual Around-the-World Postgraduate Clinic Courses 

Offers Scholarships, Grants to residents. Grants for research, and Scholarship 

Loans to promising surgical students 

Issues Travel Credentials (International Passports), which open doors to its 
members in hospitals, clinics and medical schools throughout the world 

Offers comprehensive group health, accident, malpractice and life insurance 
coverage 

Is devoted to humanitarian endeavors regardless of race, creed or color 

For details concerning requirements for membership write to 

Secretariat—International College of Surgeons 
1516 Lake Shore Drive • Chicago 10, Illinois 


38 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


In Memoriam 


FERDINAND AUGUST LEOPOLD 
JOSEPH VERBEEK 
M.D., F.I.C.S. 

1902-1958 

Dr. Ferdinand August Verbeek, F.I.C.S., 
of Groningen in the Netherlands, died on 
October 16, 1958. 

Dr. Verbeek was born in Veghel, in 
North Brabant, on December 18, 1902. He 
was educated at the Gymnasium (Canisius 
College) at Nijmegen, graduating in 1921, 
and at the University of Utrech. He was 
graduated from the University in 1930 
with the degree of Doctor of Medicine. He 
had by that time done a great deal of work 
in his chosen specialty of neurosurgery. 

He then spent three years (1932-1934) 
in the United States. For two and a half 
years he served as assistant in the neuro¬ 
logical department of the Johns Hopkins 
Hospital under Dr. Walter Dandy. He 
• I'nit tluee months in Boston at the Peter 
■'Hit Liigham Hospital, working under 
'••B. Cushing: six weeks in Philadelphia 
Un< '' r )r ‘ (ila »'les Frazier, and four weeks 
m Lochoter. Minnesota, under Drs. A. 
Ad-m and \\\ McK. Craig. 


RICHARD ALLEMANN 
M.D.. F.I.C.S. 

Zurich, Switzerland 

1883-1958 

The Swiss Section of the International 
College of Surgeons has sustained an ir¬ 
reparable loss in the death of Prof. 
Pvichai-d Allemann, one of the most devoted 
Fellows of the Swiss Section. He was 
taken from us at the height of his ac¬ 
tivities. 

Prof. Allemann was born in 1883 at 
Solothurn and received his medical educa¬ 
tion in Geneva, Zurich and Paris. Besides 
being a general surgeon, he also acquired 
a great deal of knowledge of urology. 

In 1927 he settled in Zurich. His innate 
kindness, tireless devotion to his patient' 
and ingratiating personality brought linn 
a large private practice. He was a mai. 
of high intelligence. His mind wn.- b-dh 
keenly analytic and brilliantly original 

In addition to his tremetidmi.- prart’> * 
Prof. Allemann unremitting!} earn'd <<• 
his scientific investigation'. H<- c"nt!i'> 
uted forty-one original work' !<» ih<‘ 
ature of urology. 


In Memoriam 


JOSEPH BERNARD MURPHY 
B.Ch., B.A.O., F.A.C.S., F.I.C.S. 

1899-1958 


Dr. Joseph Bernard Murphy, F.A.C.S., 
F.I.C.S., of St. John’s, Newfoundland, 
Canada, died very suddenly on October 9, 
1958. 

Dr. Murphy was born in Newfoundland 
on April 9, 1899, and was educated at St. 
Bonaventures College and at St. Francis 
Xavier College. He then studied medicine 
at the National University of Ireland, be¬ 
ing graduated in 1927. His academic de¬ 
grees include the M.B., B.Ch., and B.A.O. 

He served a two-year internship and a 
five-year residency at the St. John’s Gen¬ 
eral Hospital. For at least twelve years 
thereafter Dr. Murphy annually spent six 
weeks in attendance at the Lahey Clinic 
and the Carney Hospital in Boston or at 
the French, Beth Israel, Mt. Sinai, Memo¬ 
rial, Harlem and Polyclinic Hospitals in 
New York. 

Dr. Murphy’s specialty was general sur¬ 
gery. He was surgeon-in-chief at St. Clare’s 
Mercy Hospital and in Service B at St. 
John’s Genei'al Hospital. He also was vis¬ 
iting surgeon at the Grace, Mental and 
Merchant Navy Hospitals. 

He was a member of the British Medical 
Association, of the Newfoundland Medical 
Association, and the American College of 
Sui'geons. 

Dr. Murphy was elected to membership 
in the International College of Surgeons 
in 1948. He was highly esteemed, and had 
only recently accepted the honor of becom¬ 
ing a Regent for the province of New¬ 
foundland. 

In his early days Dr. Murphy was a 
keen sportsman, especially so in baseball. 
He was also an ardent fisherman and 
golfer. 


The Minister of Health of Newfound¬ 
land, who had been a classmate of Dr. 
Murphy, said of him: 

“He came back to Newfoundland to be¬ 
gin the practice of surgery at a time that 
made him a link between two medical 
epochs in Newfoundland. The First World 
War had killed off a whole generation of 
the flower of Newfoundland’s young man¬ 
hood, and the older men were being suc¬ 
ceeded not by their sons but by their 
gi’andsons. There was this gap in age 
between the men who had established 
modeim sui-gical methods in Newfound¬ 
land and those who were to cany on and 
sustain their great traditions. Di\ J. B. 
Murphy was one of those who succeeded 
in filling this most creditably. 

“He was a great Newfoundlander. He 
epitomized all that is best in our national 
life. He had high intelligence without 
pretentiousness. He worked hai*d and he 
played hard. He had a rare gift for 
friendship. He devoted all his working 
life and all his great talents to the better- 
ment of professional standai'ds in his 
home town. He will be missed by a host 
of people and remembered kindly in many 
an isolated nook of the Island as long as 
gi’atitude and l’emembi’ance remain a trait 
of Newfoundland character.” 

Dr. Murphy is survived by his wife, 
the former Alice Harris; a son Dennis; 
and three daughtei’s: Mrs. E. Sharpe of 
Gi’and Falls, Brenda, a teacher in St. 
Johns, and Elizabeth, who is at school in 
Montreal. 

Nigel Rusted, M.D., F.I.C.S. 

St. John's, Newfoundland 
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General Surgery 


Transcutaneous Hepatic Cholangiographic 
Study: Its Importance in the Diagnosis 
and Management of Biliary Disease 

KARL .1. HALUGAN, M.P., F.A.C.S.. F.I.r.S • 

\ND RAHIM FARII). M.D *' 

,!! R.-f I GITA. NEW JI.l’.MY 


T HE differential diapno'i** of jaun¬ 
dice is at time.' so diliicult that it 
taxes all one’s mj'omiity and one’s p- 
'ource-. Fr« qiientlv, even after the differ- 
<ntiation Between medical and ''irriral 
jaundice hn- Been made. th>‘ -ite and na- 
turi' of the oB-traction m c«-e* of *\tr.i- 


liej'atie jaundice j- Md! m do'iBt. With 


the jaundice,! patient 

\\};n 

}.. ' ;. j * % a 

underpotii «Badeev 

* 

{up -*i «*( 

qih - 1 |>»!l JV, • ; r:~ > 

* w ! * \ 
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icterus is due to stones, stricture or malig¬ 
nant disease. This problem has arisen many 
times, and the usual clinical, biochemical, 
roentgenographic and other technics are 
noninformative. It is true that intravenous 
cholangiographic study has been helpful, 
but in those with a serum bilirubin level 
above 3 to 5 mg. per hundred cubic centi¬ 
meters this test is of minimal value. The 
usual biochemical studies may be mislead¬ 
ing, particularly if infection has super¬ 
vened and involved the smaller ducts. 

In reviewing our research work we con¬ 
sidered carefully biopsies of the liver, 
catheterization of the hepatic vein with 


wedge pressure readings, and oxygen and 
metabolite exchange. The concenti'ation of 
the antibiotics in the liver and bile ducts 
was noted, and hepatophlebographic stud¬ 
ies were performed. Values for transami¬ 
nase and for blood ammonia were deter¬ 
mined; tests for meat intoxication were 
included, as were observation of electro¬ 
lyte patterns, splenoportographic studies, 
determination of splenic pulp pressure, the 
use of isotopes and transcutaneous cholan¬ 
giographic investigation. 

After careful consideration of these re¬ 
search programs it was our opinion that 
transcutaneous cholangiographic study, 


Table 1. — Correlation of Roentgen Observations with History and with 
Laboratory, Operative and Postmortem Data 


Clinic 

Diagnosis 

Duration of 
Jaundice 

Scrum 

Total 

Bilirubin 

Direct 

Alkaline 

Phosphatase 

Rocntgcyi 

Data 

Operative 

Data 

No. of 
Cases 

Congenital 
biliary atresia 

2 years 

30 

— 

11.4 

Unable to 
puncture any 
duct 

Complete 
biliary atresia 

i 

Hepatic 

jaundice 

4 weeks 

3.4 

1.8 

4.2 

Unable to 
puncture any 
duct 

No operation 

i 

Recurrent 

jaundice 

25 weeks 

4.8 

3.6 

11.7 

Stricture of 
common duct 

Stricture of 
common duct 

i 

Hepatic 

jaundice 

20 weeks 

15.0 

12.3 

10.0 

Stricture of 
common duct 

Sclerosing 

cholangeitis 

i 

Common 
duct stone 

3 weeks 

6.3 

3.8 

8.6 

Common duct 
stone 

Common duct 
stone 

i 

Carcinoma of 
head of 
pancreas 

2 weeks 

14.6 

12.8 

9.8 

Obstruction 
of lower 
common duct 

Carcinoma of 
common duct 

i 

Common 
duct stone 

6 weeks 

10.2 

6.8 

16.5 

Complete 
obstruction of 
hepatic duct 

Metastatic 
carcinoma of 
liver" 

i 

Metastatic 
carcinoma of 
liver 

4 weeks 

22.6 

16.4 

25 

Complete 
obstruction of 
hepatic duct 

Periductal 

metastasis'* 

i 

Choledocho- 

lithiasis 

4 weeks 

14.2 

14 

7.4 

Carcinoma of 
common duct 

Periductal 

metastasis 

i 

Choledocho- 

lithiasis 

3 weeks 

31.0 

17.0 

12.1 

Carcinoma of 
head of 
pancreas 

Metastatic 
carcinoma of 
hepatic pedicle 

i 







Total 

10 


^Postmortem observation. 
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HALL7GAN AND FAP.ID: HEPATIC CHOLANGIOGP.APHY 



A 

IV 


B 

( oiiipatecm nf biliaty radical' of licht and loft hepatic duct'. 
.<.! hep die duct. postmortem demonstration of right and 


A. no'tniojtMii itijut.cn of 
left hepatic duct'. 


hepatophlehopraphie exa m i na t i o n for 
e-omipyinp lesions and the U'-o of i«o- 
tojitu for cietfitiiu- metast;i“e- or a pri- 
m;tr\ prowth in the liter would he vnlu- 
.'h!e, 1 his article is .a preliminary report 
"a the t r.uiM'titain otis cholanpiopram. 
which we hate evaluated as to its safety, 
it complications, : , n d it'tahieasa method 
"i duompt. "ion in the jaundiced. We 
ha\< '•todod it ahoas a tin .ms of obtain* 
my ’ol. udtut.' and ch> mi< .il studio* of 

HsJ* 1 - JPljd, ♦} i, ( um... »t*». • 


of the liver with the patient in the supine 
position under general ane'the*ia. This 
method never became popular, because of 
fear of biliary leakape* and the technic..1 
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icterus is due to stones, stricture or malig¬ 
nant disease. This problem has arisen many 
times, and the usual clinical, biochemical, 
roentgenographic and other technics are 
noninformative. It is true that intravenous 
cholangiographic study has been helpful, 
but in those with a serum bilirubin level 
above 3 to 5 mg. per hundred cubic centi¬ 
meters this test is of minimal value. The 
usual biochemical studies may be mislead¬ 
ing, particularly if infection has super¬ 
vened and involved the smaller ducts. 

In reviewing our research work we con¬ 
sidered carefully biopsies of the liver, 
catheterization of the hepatic vein with 


wedge pressure readings, and oxygen and 
metabolite exchange. The concentration of 
the antibiotics in the liver and bile ducts 
was noted, and hepatophlebographic stud¬ 
ies were performed. Values for transami¬ 
nase and for blood ammonia were detei'- 
mined; tests for meat intoxication were 
included, as were observation of electro¬ 
lyte patterns, splenoportographic studies, 
determination of splenic pulp pressure, the 
use of isotopes and transcutaneous cholan¬ 
giographic investigation. 

After careful consideration of these re¬ 
search programs it was our opinion that 
transcutaneous cholangiographic study, 



Table 1. — 1 

Correlation of Roentgen Observations with History and with 
Laboratory, Operative and Postmortem Data 


Clinic 

Diagnosis 

Duration of 
Jaundice 

Scrum 

Total 

Bilirubin 

Direct 

Alkaline 

Phosphatase 

Roentgen 

Data 

Operative 

Data 

A r o. of 
Cases 

Congenital 
biliary atresia 

2 years 

30 

— 

11.4 

Unable to 
puncture any 
duct 

Complete 
biliary atresia 

i 

Hepatic 

jaundice 

4 weeks 

3.4 

1.8 

4.2 

Unable to 
puncture any 
duct 

No operation 

i 

Recurrent 

jaundice 

25 weeks 

4.8 

3.6 

11.7 

Stricture of 
common duct 

Stricture of 
common duct 

i 

Hepatic 

jaundice 

20 weeks 

15.0 

12.3 

10.0 

Stricture of 
common duct 

Sclerosing 

cholangeitis 

i 


Common 3 weeks 6.3 3.8 8.6 Common duct Common duet 1 

duct stone stone stone 


Carcinoma of 
bead of 
pancreas 

2 weeks 

14.6 

12.8 

9.8 

Obstruction 
of lower 
common duct 

Carcinoma of 
common duct 

1 

Common 
duct stone 

6 weeks 

10.2 

6.8 

16.5 

Complete 
obstruction of 
hepatic duct 

Metastatic 
carcinoma of 
liver* 

1 

Metastatic 
carcinoma of 
liver 

4 weeks 

22.6 

16.4 

25 

Complete 
obstruction of 
hepatic duct 

Periductal 

metastasis* 

1 

Choledocho- 

lithiasis 

4 weeks 

14.2 

14 

7.4 

Carcinoma of 
common duct 

Periductal 

metastasis 

1 

Choledocho- 

lithiasis 

3 weeks 

31.0 

17.0 

12.1 

Carcinoma of 
head of 
pancreas 

Metastatic 
carcinoma of 
hepatic pedicle 

1 







Total 

10 


^Postmortem observation. 
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B 

-r.mij.rifwm ofWIiar.v radical- of ricrht and left hepatic duct*. A. vn-Uv.ntUm inj.ction of 
>vU hfj»ntir duct. /*\ rovtnioitom demonstration of rijrht and Ir>f* hepatic duct*-*. 


hepatnphlebopraphic examination for 
space-orcupyiny lesions ami the use of iso¬ 
topes for detect inr meta-tases or a pri¬ 
mal \ prowth in the liver would be valu- 
ai>ie. rhis article is a preliminary report 
on 'he traits utam on- eholanpiopram. 
whieh V.e have evaluated as to its safety, 
it- complication-, ;,mi it-value a-a method 
•>'‘"tnpre-si.n in the jaundiced. We 
ha.\ ( 'tniiud it abo a- a means of ohtain- 
mr I'll.- « nl'.uj. - ami ch. mhal studies of 
!,!1 ' n,Iui - ‘■■imininp tie- *oncentration 
" 1 " ,!i *h<‘ bilr and admini-- 

t-n-.ptt-, . am Li-dm. tly into tl:.. biliary 


<»f the liver with the patient in the supine 
position under yoneral anesthesia. This 
method never became pojuilar. because of 
fear of biliary leakape' and the technical 




JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


FEBRUARY, 1959 


Table 2. — Percentage of Successful Attempts to Puncture Biliary Tract 
in Cases of Obstructive and Nonobstructivc Biliary Disease 


Ca use 

No. of Cases 

Result of Procedure 

Total Percentage 

Biliary atresia 

i 

Failed to puncture any duct 

10 

Hepatitis with jaundice 

i 

Failed to puncture any duct 

10 

Extrahepatic obstructive jaundice 

8 

Successful puncture of biliary tract 100 

Totals 

10 

Over-all percentage of success 
in jaundiced patients 

80 


difficulty in finding a small duct in the ab¬ 
sence of any definite anatomic landmarks 
as guides. One fatality was reported as due 
to biliary leakage. 

At the Medical Center more than 3,000 
liver biopsy specimens were obtained 
without complications except in 1 case. 
Bleeding occurred in a case of cavernous 
hemangioma of the liver, in which opera¬ 
tion had to be performed as an emergency. 
There has been no instance of biliary leak¬ 
age, and with this background we consid¬ 
ered the danger of leakage minimal. 

At present we have adopted a different 
site and a different technic and changed 
the patient’s posture, which, in our opin¬ 
ion, has improved the results obtained. 

Postmortem studies in our cases of ob¬ 
structive jaundice revealed a greater num¬ 
ber of available biliary branches in the 
right lobe than in the left (Fig. 1). This 
is true also of the normal liver; conse¬ 
quently, the right lobe is selected for this 
procedure. It is technically difficult to in¬ 
sert the needle with the patient in the su¬ 
pine position and point it upward, back¬ 
ward and toward the right, and puncturing 
the left lobe of the liver offers a greater 
opportunity of penetrating the pericar¬ 
dium or the pleural cavity. This happened 
to us early in our work, and dye was in¬ 
jected into the pericardium. In order to 
prevent complications, the position was 
then changed to that suggested by one of 
us (R. F.), which is now known at the 
hospital as the Farid position. Puncture 


of the right lobe through an intercostal 
space is inefficient, because with this 
method one would puncture only the 
smaller peripheral ducts, which are not so 
markedly dilated. The subcostal approach 
of Kidd," that is, at a point just below the 
costal margin at the juncture of the outer 
and middle third of a line joining the mid¬ 
line to the lateral border of the abdominal 
wall, with the needle inserted at an angle 
of 45 degrees to the horizontal plane and 
15 degrees to the inner side of the vertical 
plane, was also discarded because of the 
possibility of perforating the gallbladder 
or injuring of the larger hepatic vessels. 
Our aim was to puncture either of the 
hepatic ducts or large radicals as near to 
the ducts in the hilum as possible, trans- 
versing the minimal amount of tissue. 

We submit this procedure as an aid in 
the differential diagnosis of jaundice and 
also as a method of localizing the site and 
the agent causing obstruction at this 
point. This procedure has been usually 
unsuccessful in cases of the nonobstructive 
type. 

Material .—Since February 1957, we 
have performed this test 23 times on 20 
patients. Ten of these were jaundiced and 
10 were not. Of the nonjaundiced patients, 
the only one in whose case we succeeded 
in puncturing any duct was one with a 
history of obstructive jaundice and com¬ 
mon duct exploration revealing dilated bile 
ducts without obstruction. Three of the 10 
jaundiced patients were reexamined, 
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Landmark .—A point located 3 cm. below 
the xiphoid process and 3 cm. to the right 
of the midline is the landmark of this pro- 
cedux-e. In this approach, with the patient 
in the right oblique position, the needle 
should be directed almost at a 60-degree 
angle to the horizontal plane and 20 to 30 
degrees upward (Fig. 2). This is the only 
approach feasible with the Farid position. 

Technic .—A 17-gauge or 18-gauge nee¬ 
dle (6 inches long) is introduced in an 
appropriate 60-degree angle to the table 
and 20 to 35 degrees upward. Negative 
pressure is applied as the needle advances, 
until bile or a white mucoid material is 
aspii’ated. The measurement of pressure 
is inaccurate when white bile is present. 
Blood vessels may be punctured; this, how¬ 
ever, may be overcome just by withdraw¬ 
ing or advancing the needle. If blood is 
aspirated the needle should be irrigated 
with saline solution. When the needle has 
entei’ed a biliary radical and the contents 
of the duct have been fully aspii-ated, 15 
to 18 cc. of a contrast medium (diodrast) 
is injected, and roentgenogi-ams in differ¬ 
ent positions are taken. Fluoroscopic con¬ 
trol will be of great value if technically 
feasible. The patient should be advised to 
take shallow breaths during the procedure. 
Before withdrawal of the needle, the 
ductal contents should be completely as¬ 
pirated. To avoid complications, we prefer 
to enter the liver parenchyma as soon as 
the pei'itoneal cavity is entered. 

Complications. — Biliai-y peritonitis is 
the important expected and l-eported com¬ 
plication of this procedure. We were so 
foi'tunate as not to encounter any serious 
mishaps. Slight interscapular pain and 
pain in the l’ight shoulder lasting one to 
two hours was noted in all of our patients. 
In 1 case nausea and vomiting occurred. 
In our first attempt the pericardium was 
punctured without any disturbing effects. 
A roentgen follow-up revealed disappeai’- 
ance of the dye within forty-eight hours. 


Our opei'ative and postmortem studies 
showed that there was no sign of leakage 
or hemoiThage in any of our cases. 

ZUSAMMENFASSUNG 

Die Vei-fasser geben einen Uberblick 
liber die Literatur iiber transhepatische 
Cholangiogx-aphie. Sie glauben, dass dieses 
Verfahren aus Angst vor Durchsickern 
von Galle und vor Blutungen vernachlas- 
sigt worden ist. 

Gestiitzt auf Erfahrungen mit mehr als 
3000 Probeexzisionen der Leber ohne 
Komplikationen halten sie das Veiffahren 
fur gerechtfertigt. Die Anwendung der 
“Farid-Lagerung” des Patienten, die Aus- 
wahl des rechten statt des linken 
Lebei-lappens unter Beriicksichtigung be- 
stimmter anatomischer Mei-kpunkte und 
Direktiven bei Einfiihrung der Nadel wer- 
den zu vei-besserten Ergebnissen der 
Methode fiihren. Die Verfasser sind iiber- 
zeugt, dass das Verfahren routinemassig 
in alien Fallen von obstruktiver Gelbsucht, 
wo differentialdiagnostische Schwiei'igkei- 
ten bestehen oder Sitz oder Art der Er- 
ki’ankung sich nicht bestimmen lassen, 
angewendet werden sollte. Acht Falle von 
obstruktiver Gelbsucht werden einschliess- 
lich der Opei'ations- und Obduktionsergeb- 
nisse erortert. 

Das Gallengangsystem wurde in 80 
Prozent der Kranken der Verfasser erfol- 
greich dargestellt. 

RIASSUNTO 

Viene fatta una rassegna della lettera- 
tui'a sulla colangiogi-afia transepatica. 
Questo mezzo di indagine e stato trascu- 
tato, secondo 1’autore, per il timoi'e della 
fistola biliare e dell’emori’agia. 

Un’esperienza fatta su oltre 3000 biop- 
sie epatiche senza complicazioni fa ritenere 
questo procedimento accettabile. La posi- 
zione di Farid e la scelta del lobo destro 
piuttosto che di quello sinistro, avendo dei 
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punti di repere sicuri per l'infissione dell’- 
ago, eonsente di avere dei risultati buoni. 
Gli aulori sono persuasi che il metodo 
debba entrare nella pratica corrente in 
ogni caso di ittero ostruttivo in cui non si 
posea fare la diagnosi differenziale 0 non 
si possa stabilire la sede e il tipo della le- 
sione. 

Yengono discussi 8 casi di ittero ostrut¬ 
tivo controllati operatoriamente 0 autop- 
ticamcnte. Nell’80fr dei casi studiati si 
sono avute belie immagini delle vie biliari. 


RKsUMEN 


Se hace una revision de la literatura 
soln-e colangiografia transhepatica. Parece 
ser que esta tecnica ha sido algo dejada do 
lado por el temor de hemorragia 0 coler- 
ragia. 

Lo 1 ' autore- consideran el metodo justi- 
licable deqnies de haber realizado mas de 
8.000 biopMa«. del higado. Se obtienen lo-; 
mejore- re-ultado- poniendo al enfermo en 
poGcinn de Farid, practicando la puncion 
on el lubulo derecho, en vez de en el izqui- 
ei do y utilizando punto^ anatdmico^ fijos 
para la intmluccibn de la aguja. 

( Pfen In'- auloit ' (pie debe ser e-^ta bi- 
"P"ia mi metodo rutinario en todoi b.- 
ia> "' rn ( l>io se proci-f el diagnostic exac- 
<i " ,;i mitilr.thva de mia ictericia ob- 
v !i art IMS. Se Ple-entan echo ca-o- do 

", hili:,r O'tudio del higado 

dm.ml. la op* r..ca.n y po-t-ntortem. 

1.1 .Ob ■! luli.tr ha -id.. d< ma^tr.ido miIG. 

‘ ' ! *’ " ' 'nil S 0 f <!,. J11. , tjf, ; 

1 ' !i> . mi.t, 


querdo. ajudam a melhorar 0? resultados 
nesse metodo. Estao convencido? de que 
essa operacao deve ser rotina em todos os 
casos de ictericia obstrutiva em que 0 diag¬ 
nostic diferencial e de localizacao nfio 
puderam ser feitos. Discutem oito casos 
de ictericia obstrutiva com revisao do pre 
e posoperatorio. Em 80G- dos casos dos 
AA. tern sido feita a demons tracao do 
sistema biliar. 

RESUME 

Une revue de la lilterature sur la cho- 
langiographie transhepatique est presen¬ 
tee. Les auteurs estiment que cette tech¬ 
nique a etc negligee par crainte d’un 
suintement ot d’une hemorragio biiiaire. 

Avec une experience de 3.000 biopsies 
hepatiques, ils considerent cette methode 
comme justifiee. La “po-ition Farid" et la 
selection du lobe hepatique droit plutot que 
gauche, des points de repere anatomiques 
precis et une bonne technique d’in^ertion 
de 1’aiguille, tendront a ameliorer le- re-ul- 
tats. Les auteurs expriment la conviction 
que cette methode merite d’etre adoptee 
comme methode de routine dan- t<ui< Ion 
ca« d’ictere par ob-truction dan' le-queL 
le diagnostic difTerentiel e-t impo--ib]e, <m 
lorsque le siege on le tjjn* de la !<'-inn r.e 
peuvent etre determine'. Unit c;i' d’aGre 
par ob'truction a*.ec ivinios oj <>..’■ ir* 
et po't mortem du f< b di- 

]j - voie- l.iliain - out < t<’ mi-* < r. < 
dene** a\e -*icc* - dar- s 11 ’ <;» c. * d< 
auteur-. 
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U P TO 1870,when Redwood 1 presented 
a case of perforated peptic ulcer 
successfully treated by conservative 
therapy, surgical intervention was the 
only accepted means of treatment for this 
condition. 

This concept, however, was confined to 
the theoretical field, since only in 1935 
were the methods and technic of such 
treatment presented and stressed by Wan¬ 
gensteen 2 in his publication: Non-Opera¬ 
tive Treatment of Localized Perforations 
of the Duodenum. From then on, more or 
less conservative surgeons directed their 
attention and efforts to improvement of 
this new method of therapy for a lesion 
that had previously been considered a 
critical surgical emergency. 3 

In their research, the timely aid of the 
progress made in the chemotherapy, fluid- 
electrolyte balance and antibiotics found 
a prominent place, so that some surgeons 
became more inclined toward the institu¬ 
tion of a conservative method in both 
selected and nonselected cases. They based 
their assertions on the fact that a per¬ 
foration of the stomach or duodenum will 
close itself if the stomach is kept empty 
so that nothing passes through the open¬ 
ing. Furthermore, it was noted, as a rule, 
that even early operation reveals sealed- 
off perforations that must be torn down 
in order to accomplish surgical closure of 
the lesion, and that the mortality and 

♦Surgical Department (B Service) of the Harrison S. 
Martland Medical Center of Newark. Dr. C. Rich, Chief. 

♦♦Surgical Department of the Medical School of Bologna, 
Prof. C. Placitelli, M.D., Director. 

Submitted for publication July 11, 1958. 


morbidity rate of the operative approach 
is sensibly higher than that of nonopera¬ 
tive treatment. On these premises is based 
the conservative management, to be dis¬ 
cussed here. It is considered the treat¬ 
ment of choice and is routinely carried 
out in certain clinics.' 1 

The series of cases here presented con¬ 
sists of a total of 181 patients with per¬ 
forated peptic ulcer, observed during the 
past ten years. The majority of these pa¬ 
tients (175, or 96.6 per cent), were treated 
surgically; the remainder were treated by 
conservative therapy consisting of suction, 
parenteral infusions and antibiotics. 

The details of these two different types 
of management will be presented later. 

Diagnosis .—The diagnosis of perforated 
peptic ulcer was made preoperatively, ex¬ 
cept in 1 instance, on the basis of subjec¬ 
tive and objective signs and symptoms. 
Roentgenographic examination was al¬ 
ways performed, and in all but 25 per 
cent of the cases pneumoperitoneum was 
present. In only 1 case, as has been men¬ 
tioned, a preoperative diagnosis of acute 
appendicitis with rupture was made. Dur¬ 
ing the operation a gangrenous perforated 
appendix was observed, together with a 
perforated peptic ulcer, which had not 
been detected in preoperative study of the 
patient. 

Site of Perforation. — The duodenum 
was found to be the most common location 
of the perforation (86.8 per cent), fol¬ 
lowed by the stomach (12 per cent). There 
were also 2 cases of perforated marginal 
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U P TO 1870,when Redwood 1 presented 
a case of perforated peptic ulcer 
successfully treated by conservative 
therapy, surgical intervention was the 
only accepted means of treatment for this 
condition. 

This concept, however, was confined to 
the theoretical field, since only in 1935 
were the methods and technic of such 
treatment presented and stressed by Wan¬ 
gensteen 2 in his publication: Non-Opera¬ 
tive Treatment of Localized Perforations 
of the Duodenum. From then on, more or 
less conservative surgeons directed their 
attention and efforts to improvement of 
this new method of therapy for a lesion 
that had previously been considered a 
critical surgical emergency. 3 

In their research, the timely aid of the 
progress made in the chemotherapy, fluid- 
electrolyte balance and antibiotics found 
a prominent place, so that some surgeons 
became more inclined toward the institu¬ 
tion of a conservative method in both 
selected and nonselected cases. They based 
their assertions on the fact that a per¬ 
foration of the stomach or duodenum will 
close itself if the stomach is kept empty 
so that nothing passes through the open¬ 
ing. Furthermore, it was noted, as a rule, 
that even early operation reveals sealed- 
off perforations that must be torn down 
in order to accomplish surgical closure of 
the lesion, and that the mortality and 
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morbidity rate of the operative approach 
is sensibly higher than that of nonopera¬ 
tive treatment. On these premises is based 
the conservative management, to be dis¬ 
cussed here. It is considered the treat¬ 
ment of choice and is routinely carried 
out in certain clinics. 4 

The series of cases here presented con¬ 
sists of a total of 181 patients with per¬ 
forated peptic ulcer, observed during the 
past ten years. The majority of these pa¬ 
tients (175, or 96.6 per cent), were treated 
surgically; the remainder were treated by 
conservative therapy consisting of suction, 
parentei’al infusions and antibiotics. 

The details of these two different types 
of management will be presented later. 

Diagnosis. —The diagnosis of perforated 
peptic ulcer was made preoperatively, ex¬ 
cept in 1 instance, on the basis of subjec¬ 
tive and objective signs and symptoms. 
Roentgenographic examination was al¬ 
ways performed, and in all but 25 per 
cent of the cases pneumoperitoneum was 
present. In only 1 case, as has been men¬ 
tioned, a preoperative diagnosis of acute 
appendicitis with rupture was made. Dur¬ 
ing the operation a gangrenous perforated 
appendix was observed, together with a 
perforated peptic ulcer, which had not 
been detected in preoperative study of the 
patient. 

Site of Perforation. — The duodenum 
was found to be the most common location 
of the perforation (86.8 per cent), fol¬ 
lowed by the stomach (12 per cent). There 
were also 2 cases of perforated marginal 
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gency subtotal gastrectomy, indicated by 
either bleeding ulcer or pyloric stenosis. 
On all these patients, subtotal gastrectomy 
with antecolic gastrojejunostomy ox-alis 
inferior, isoperistaltic, was performed. 
The retrocolic approach was used only in 
a few instances, and no substantial dif¬ 
ference was noticed between these two 
methods as to function and the postopera¬ 
tive period. 

The mortality rate of this part of the 
series is represented by only 1 patient, 
who was operated upon sixteen hours after 
perforation had occurred. In view of this. 


one can theorize that, an indication being 
present, a subtotal gastrectomy can be con¬ 
sidered during the first twelve-hour pe¬ 
riod. provided that time and opportunity 
for a good preparation of the patient are 
available. 5 

During the same period, 6 patients with 
perforated peptic ulcer were treated con¬ 
servatively with continuous gastric suc¬ 
tion. intravenous therapy and antibiotics. 
The indications for such treatment were, 
according to each single case, either the 
duration of the perforation, the advanced 
age of the patient, or the general condi- 
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Table 2.— Interval Between Perforation and Institution 

of Therapy 


Hours 

No. of Patients 

No. of Deaths 

Ape at Death, Yr . 

Mortality, % 

No. of Patients 
Insufficiently 
Prepared 

1-3 

7 

0 

— 

— 

0 

4-5 

24 

i 

61 

4 

0 

6-8 

62 

i 

75 

1.6 

0 

9-12 

42 

5 

24, 36, 41, 75, 75 

11.8 

28 

13-18 

17 

4 

46, 53, 56, 67 

23.5 

13 

19-24 

6 

0 

— 

— 

3 

25-36 

5 

3 

37, 62, 57 

60 

3 

37-48 

4 

1 

61 

25 

1 

over 48 

8 

5 

39, 49, 50, 54, 69 

62.5 

5 

Totals 

175 

20 


11.4 

53 


The 3 deaths in the group represented 
by twenty-five to thirty-six hours, were 
all those of patients insufficiently pre¬ 
pared, 2 of whom were in shock at the 
time of hospitalization. The same can be 
said for the mortality rate in the time 
group thirty-seven to forty-eight hours. 

In the time groups thirteen to eighteen 
hours and nine to twelve hours, 41 of the 
59 patients treated underwent operation 
insufficiently prepared. Of these, however, 
in contrast with the preceding data, only 
9 did not survive. It is our conclusion that 
the lower mortality rate here observed is 
directly related to the earlier age, better 
general condition and better recuperative 
capacity possessed by these patients. 

In view of these facts, we consider the 
mortality rate directly related to the pe¬ 
riod of time that elapses between perfora¬ 
tion and hospitalization, as well as to the 
institution of an adequate preoperative 
preparation, consisting in the administra¬ 
tion of a sufficient amount of fluids and 
aspiration of the gastric cavity. 

The over-all mortality rate among the 
175 surgically treated patients was 11.4 
per cent. This percentage of failure is 
fairly high if one considers the preceding 
reported statistics and particularly the 


fact that our series concerns cases ob¬ 
served during the past ten years, i.e., dur¬ 
ing a period in which the contributions 
and assistance of fluids, electrolytes and 
antibiotic therapy were readily at hand. 

In our opinion, such a high rate of fail¬ 
ure can be much improved and lowered to 
1.4 per cent (as reported in the statistics 
of Baritell, 0 Vaughan and Warren, 7 
Beahrs, s and Lassen, Table 3), if thorough 
and careful preparation and postoperative 
management of the patient are be sought 
and secured. 

Of the 175 patients who underwent 
operations, 15 were subjected to emer- 


Table 3.- 

—Mortality in 

Operative 

Cases 

Author 

Years 

No. of 
Cases 

Mortality, 

% 

Luer 3c 

1938-1948 

318 

18.2 

Kingsbury 

1944-1949 

169 

9.5 

Beahrs 8 

1941-1951 

114 

2.6 

Schmitz 

1948-1952 

103 

5.8 

Baritell 0 

1947 

88 

1.1 

Vaughan and 
Warren 7 

■ 

1944-1949 

70 

1.4 

Lassen 

1947-1951 

60 

6.7 

Totals 


1,026 

6.7 
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Spontaneous Complication of Cholelithiasis 
by Gluteal Abscess 

PASCUAL MAGALDI. M.D.. F.I.C.S. 

BUENOS AIRE?. ARGENTINA 


T HE stranfre course followed by un¬ 
treated cholelithiasis presents a com¬ 
plication that is not only uncommon 
but extremely*rnre, owinp to the fact that 
there are no suryical antecedents during 
clinical observation and because of the dis¬ 
tant site of evacuation of the ab-eess. 

Consulting reports of both Argentine 
and foreijrn ca^es. I was unable to find 
another similar to the one to be reported, 
and thN has led me to its publication, not 
only becau-e of itv peculiarity but because 
of the brilliant Mirpica! treatment. • 


The author reports the case ol an 
Italian woman aged 69, presenting 
illustrations end comment. In this 
case gluteal abscess developed cs a 
spontaneous complication cf chole¬ 
lithiasis. Few such cases have been 
reported in the literature. Because o! 
this, and because surgical treatment 
resulted in excellent results, the c u- 
tkor considers the case deserving cf 
attention. 
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En presence de perforations importan- 
tes, suspection d’ulceres neoplasiques, ul- 
ceres hemorragiques ou stenose pylorique, 
ou durant les 12 premieres heures apres 
la perforation, une gastrectomie subtotale 
peut etre indiquee et pratiquee. La aussi 
il faut observer et appliquer les regies 
relatives a la preparation du malade et 
a 1’evaluation de son etat. Le traitement 
conservateur ne devrait etre envisage que 
lorsqu’on dispose d’un equipement appro- 
prie, avec la possibility de pouvoir suivre 
le malade de faqon attentive et constante, 
et settlement dans les cas ou l’anamnese et 
les signes cliniques ne laissent aucun doute 
quant a l’imminence d’une perforation. 

Les auteurs estiment qu’un traitement 
chirurgical complet, plus qu’aucune autre 
methode, diminue la periode de maladie 
et abaisse le taux des complications. 
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Pharmacology more than any other branch of medicine seems to have fascinated 
the Arabs. Century after century there was not a single medical writer who did 
not devote some of his writings to science, thus incessantly increasing the list of 
medicaments which already swelled Arabic pharmacy. Arabic pharmacology spread 
through Persia in the tenth century in the form of works written in Neo-Persian. 
In one of these hooks written by Abu Masur Muwaffaq, five-hundred and forty-nine 
medicaments and their effects are mentioned, and in the Hami (thirteenth century) 
fourteen hundred drugs are studied. 

— Marti-lbane: 
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Spontaneous Complication of Cholelithiasis 
by Gluteal Abscess 

PASCUAL MAGALDJ. M.D., F.I.C.S. 

BUENOS AIP.E?. ARGENTINA 


T HE strange course followed by un¬ 
treated cholelithiasis presents a com¬ 
plication that is not only uncommon 
but extremely trare, owing to the fact that 
there are no surgical antecedents during 
clinical observation and because of the dis¬ 
tant site of evacuation of the abscess. 

Consulting reports of both Argentine 
and foreign cases. I was unable to find 
another similar to the one to he reported, 
and this has led me to its publication, not 
only because of its peculiarity but because 
of the brilliant surgical treatment. • 


The author reports the case of an 
Italian woman aged 69, presenting 
illustrations and comment. In this 
case gluteal abscess developed as a 
spontaneous complication of chole¬ 
lithiasis. Few such cases have keen 
reported in the litcrciure. Because of 
this, and bc-ccusc suraiccl treatment 
resulted in excellent results, the au¬ 
thor considers the case deserving a! 
attention. 
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langiogram was taken, revealing a normal 
biliary tract. 

A rubber drain was placed in the fora¬ 
men of Winslow, and the abdomen was closed 
in layers with wire and clips. During the 
operation a curettage of the abscess cavity 
was effected, since fungoid material was ob¬ 
served in the wall of the cavity, and 10 cc. 
of cibazol was injected. 

The postoperative course was normal. 


f 





Fig. 1 (see text). 


cavity were continued; routine analyses were 
made, and the patient was prepared for defi¬ 
nite surgical intervention. A cholecystectomy 
was carried out with the patient undei gen¬ 
eral anesthesia induced with pentothal- 
curare and pantocaine 2 per cent injected 
intravenously. 

The surgical team consisted of: the oper¬ 
ating surgeon (Dr. Magaldi); assistants, Dis. 
Naselli and Scillone, and anesthetist, Dr. 


Costa. 

The peritoneum was opened by a subcostal 
incision, and the parietovisceral a<Jhesu°ms 
were freed. The gallbladder was isolated and 
was noted to be intact except for a fistula 
near the neck, adhering to the posterior 
parietal planes, the fistulous tract continuing 
in the middle segment of the wall of the flank- 
corresponding to the Grynfeld space. There 
the dissection was finished, with closure of 
the fistulated parietal peritoneum. 


The cholecystectomy having been per¬ 
formed (see photograph) an operative cho- 


COMMENT 

The evolution of the pathologic process 
in this case may be summarized as fol¬ 
lows : 

June 3: Patient admitted to hospital 
and abscess drained. 

June 16: Cholecystectomy performed. 

June 25: Patient discharged, cured. 

July 3: Patient started working at 
home, with no complaints. 

On consulting the Argentine and for- 
eign_ literature, I encountered the follow¬ 
ing publications. In Argentina Ronco- 
roni, a surgeon of Rosario, reported the 
first case, which was published in the 
Bulletin of the Rosario Society of Sur¬ 
geons, 2:4, Feb. 4, 1935, under the title 
“Spontaneous External Biliary Fistula.” 
The second case was reported by Drs. 
Michans and Mugaburu and published in 
the Bulletin of the Argentine Society of 
Surgeons (2:708, 1941), under the title 
“Cholecystoumbilical Fistula.” To date 
I have not found any other case reported 
from Argentina. 

In the foreign literature, Thilesus re¬ 
ported the first case in 1670. Later, in 
1890, Courvoisier published a complete 
summary of known cases, with a count of 
169 external biliary fistulas; and the latest 
publication was that by Henri and Orr 
(Surgery 26:4, 1941), in which 37 addi¬ 
tional cases were well studied and reg¬ 
istered. 

From a study of the aforementioned 
publications, the complication appears to 
be much more infrequent in our day, ow- 
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gluteal location. In no literature con¬ 
sulted have I found a report of a case in 
which a giant abscess has failed to fis- 
tulize; in which it perforated the neck of 
the gallbladder instead of the fundus, the 
usual site of perforation, and in which it 
was finally cured after cholecystectomy. 

The peculiar and distant evolution of 
this complication which caused it to evac¬ 
uate through the- weakened abdominal 
wall (in my case the Grynfeld space), the 
formation of a large gluteal subcutaneous 
abscess, and the absence of clinical dem¬ 
onstrations in the exploration of the upper 
part of the abdomen all go to show that 
this was indeed an extremely exceptional 
case. 

RESUME 

L’auteur rapporte le cas d’une Italienne 
de 68 ans, qu’il accompagne d’illustrations 
et de commentaire. Dans ce cas 1’abces 
de la fesse s’est developpe en tant que 
complication spontanee d’une cholelithiase. 
La litterature contient peu de cas sembla- 
bles. C’est pourquoi, et aussi parce ce 
que l’operation a donne d’excellents resul- 
tats, Fauteur estime que ce cas merite de 
retenir l’attention. 

ZUSAMMENFASSUNG 

Der Verfasser berichtet unter Hinzu- 
fiigung von Abbildungen und Bemerkun- 
gen fiber den Fall einer 68jahrigen Ita- 
lienerin, bei der sich als spontane 


Komplikation einer Cholelithiasis ein 
Glutiialabszess entwickelte. Nur wenige 
derartige Falle sind veroffentlicht worden. 
Aus diesem Grunde und wegen des aus- 
gezeichneten Erfolges chirurgischer Be- 
handlung halt der Verfasser es ffir ge- 
rechtfertigt, den Fall vorzustellen. 

SUMARIO 

Relata o caso de uma mulher de 68 anos 
no qual um abcesso glueteo se formou como 
complicagao espontanea de uma colelitiase. 
Este fato e o tratamento cirurgico com 
resultado excelente yorna o caso, na opi- 
niao do A, digno de atengao. 

RIASSUNTO 

L’autore riporta il caso di una donna di 
68 anni in cui si produsse un ascesso 
gluteo come complicazione spontanea di 
una colelitiasi. Di casi simili ne esistono 
pochi altri in letteratura e sono degni di 
essere ricordati; il risultato della cura 
chirurgica fu eccellente. 

RESUMEN 

El autor hace referenda a una enferma 
italiana de 68 anos en la que se produjo 
expontaneamente un absceso gliiteo en el 
curso de una colecistitis. En la literatura 
se citan pocos casos parecidos. Por esto 
y porque el tratamiento quinirgico pro¬ 
dujo la curacion es por lo que el autor cree 
el caso digno de atencion. 


It is the common 
are no two alike. 


wonder of all men, how among so many millions of faces there 
—Sir Thomas Browne (Religio Medici) 
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Thrombophlebitis of the Superficial and 
Deep Veins Treated with 
Phenylbutazone (Butazolidin) 

EGJIOXT J. ORBACH, M.D., F.I.C.S. 

NEW BRITAIN, CONNECTICUT 

T HE treatment of thrombophlebitis 
has been profoundly influenced by the 
introduction of anticoagulant ther¬ 
apy, which greatly reduces the danger of 
embolism in thrombophlebitis associated 
with surgery, pregnancy, and trauma. 

More recently it has been reported that 
perivascular inflammation associated with 
acute superficial thrombophlebitis could be 
rapidly rc-olved hv the use of an anti¬ 
inflammatory apt nt, phenylbutazone.* 


The anther evaluates the results 
cl short-term therapy with phenylbu¬ 
tazone in the treatment of 22 patients 
with acute thrombophlebitis affecting 
superficial and cr deep veins o! the 
extremities. Signs cf acute inflamma¬ 
tion subsided rapidly and completely 
in almost every case, and it proved 
unnecessary to administer phenyl- 
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gluteal location. In no literature con¬ 
sulted have I found a report of a case in 
which a giant abscess has failed to fis- 
tulize; in which it perforated the neck of 
the gallbladder instead of the fundus, the 
usual site of perforation, and in which it 
was finally cured after cholecystectomy. 

The peculiar and distant evolution of 
this complication which caused it to evac¬ 
uate through the weakened abdominal 
wall (in my case the Grynfeld space), the 
formation of a large gluteal subcutaneous 
abscess, and the absence of clinical dem¬ 
onstrations in the exploration of the upper 
part of the abdomen all go to show that 
this was indeed an extremely exceptional 
case. 

RESUME 

L’auteur rapporte le cas d’une Italienne 
de 68 ans, qu’il accompagne d’illustrations 
et de commentaire. Dans ce cas l’abces 
de la fesse s’est developpe en tant que 
complication spontanee d’une cholelithiase. 
La litterature contient peu de cas sembla- 
bles. C’est pourquoi, et aussi parce ce 
que l’operation a donne d’excellents resul- 
tats, I’auteur estime que ce cas merite de 
retenir l’attention. 

ZUSAM MENFASSUNG 

Der Verfasser berichtet unter Hinzu- 
fiigung von Abbildungen und Bemerkun- 
gen iiber den Fall einer 68jahrigen Ita- 
lienerin, bei der sich als spontane 


Komplikation einer Cholelithiasis ein 
Glutaalabszess entwickelte. Nur wenige 
derartige Falle sind veroffentlicht worden. 
Aus diesem Grunde und wegen des aus- 
gezeichneten Erfolges chirurgischer Be- 
handlung halt der Verfasser es fur ge- 
rechtfertigt, den Fall vorzustellen. 

SUMARIO 

Kelata o caso de uma mulher de 68 anos 
no qual um abcesso glueteo se formou como 
complicagao espontanea de uma colelitiase. 
Es te fa to e o tratamento cirurgico com 
resultado excelente yorna o caso, na opi- 
niao do A, digno de atenqao. 

riassunto 

L’autore riporta il caso di una donna di 
68 anni in cui si produsse un ascesso 
gluteo come complicazione spontanea di 
una colelitiasi. Di casi simili ne esistono 
pochi altri in letteratura e sono degni di 
essere ricordati; il risultato della cura 
chirurgica fu eccellente. 

RESUMEN 

El autor hace referencia a una enferma 
italiana de 68 ahos en la que se produjo 
expontaneamente un absceso gluteo en el 
curso de una colecistitis. En la literatura 
se citan pocos casos parecidos. Por esto 
y porque el tratamiento quirurgico pro¬ 
dujo la curacion es por lo que el autor cree 
el caso digno de atencion. 


It is the common wonder of all men, how among so many millions of faces there 


are no two alike. 


—Sir Thomas Browne (Religio Medici) 
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Thrombophlebitis of the Superficial and 
Deep Veins Treated with 
Phenylbutazone (Butazolidin) 

EGMOXT J. ORBACH. M.D.. F.I.C.S. 


NEW BRITAIN, 

T HE treatment of thrombophlebitis 
has been profoundly influenced by the 
introduction of anticoagulant ther¬ 
apy, which greatly reduces the danger of 
embolism in thrombophlebitis associated 
with surgery, pregnancy, and trauma. 
More recently it has been reported that 
perivascular inflammation associated with 
acute superficial thrombophlebitis could be 
rapidly re-olved by the use of an anti¬ 
inflammatory agt nt, phenylbutazone.*' 

Since the appearance of the initial re¬ 
port- by Sigg ; in Switzerland and Stein 
and by Uo-e- in the United States, several 
"fhiT Mudii- have confirmed the impre— 


CONNECTICUT 


The author evaluates the results 
cf short-term therapy with phenylbu¬ 
tazone in the treatment of 22 patients 
with acute thrombophlebitis affecting 
superficial and or deep veins of the 
extremities. Signs of acute inflamma¬ 
tion subsided rcpidly and completely 
in almost every case, and it proved 
unnecessary to administer phenyl¬ 
butazone lor longer than one week 
to any of the patients treated. Phle¬ 
bitis recurred in 2 patients; a second 
course of phenylbutazone was sue- 
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olution of the inflammatoi'y process with¬ 
out recurrence. During administration of 
phenylbutazone under these conditions, no 
significant toxic effects of the drug have 
been observed. 4 

Although the published studies men¬ 
tioned above have dealt principally with 
disorders of the superficial veins of the 
extremities, cases of deep-vein phlebitis 
have also been successfully treated with 
phenylbutazone. 4 The present study was 
initiated to determine the clinical useful¬ 
ness of this agent, together with adjunc¬ 
tive measures including early ambulation 
and consistent use of compression band¬ 
ages, in the treatment of thrombophlebitis 
affecting either superficial or deep veins. 

Technic: Twenty-two patients with 
acute thrombophlebitis were selected for 
trial with phenylbutazone. In 12 of the 
patients the disorder affected only super¬ 
ficial veins of the leg or thigh; deep veins 
were affected in the other 10, with 
superficial veins also involved in 1 case. 
The patients ranged in age from 33 to 78 
years, most of them being between 50 and 
70. Although none had any history of 
previous embolism, several had had epi¬ 
sodes of thrombophlebitis. Symptoms of 
the current disorder were of recent origin, 
and in most cases had been present for 
less than two weeks before phenylbutazone 
therapy was initiated. The phlebitis oc¬ 
curred postoperatively in 2 patients, after 
injection of sclerosing agents in 4, after 
mechanical trauma in 1 (diabetic) patient, 
and was of obscure origin or associated 
with varicosities in the rest. 

Phenylbutazone was administered orally 
to 16 patients and intramuscularly to 6. 
The usual oral dose was 300 mg. daily, 
given in divided doses, for the first two 
or three days. When administration was 
continued beyond that time, the dose was 
frequently reduced to 200 mg. daily. In 
no case was it necessary to continue oral 
phenylbutazone therapy longer than a 


week, and the total amount administered 
to any patient did not exceed 2.1 Gm. Used 
intramuscularly, a single injection of 
600 mg. of phenylbutazone was generally 
sufficient to accomplish a lasting result, 
since the drug is absorbed slowly from 
intramuscular depots. No analgesic agent 
other than phenylbutazone was given to 
these patients, and narcotics were not em¬ 
ployed in any case. 

In all cases, compression bandages were 
used to reduce the initial edema and to 
prevent further swelling, and early am¬ 
bulation was encouraged. In several cases 
of superficial thrombophlebitis the vein 
was incised and the clotted or stagnated 
blood removed. Because patients in this 
study were to be given phenylbutazone for 
no longer than one week, hematologic 
studies were not considered essential and 
were not routinely performed. 

lies lilts of Therapy. — Superficial 
Thrombophlebitis: Therapy with phenyl¬ 
butazone produced a satisfactory resolu¬ 
tion of inflammatory activity in all of the 
patients treated. Pain and tenderness were 
relieved after one or two days of therapy, 
even in several patients with rather se¬ 
vere pain, and local heat was no longer 
apparent after two or three days. After 
a longer and variable interval, generally 
three days to one week, venous cords be¬ 
came less palpable and signs of periphlebi¬ 
tis disappeared completely. 

Deep Thrombophlebitis: The patients in 
this group were relieved of symptoms and 
objective signs of inflammation after two 
to five days of phenylbutazone therapy. 
Extreme tenderness, present in most of 
them when first seen, usually disappeared 
completely within two or three days; 
edema was absent after four or five days; 
and Homans’ sign, which was usually 
present at the beginning of treatment, 
could no longer be elicited after about a 
week, except in 1 patient, in whom it per¬ 
sisted for more than two weeks. 
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OP.BAC15: THHOMBOTHLEBITI? 


No toxic or other undesirable effect? 
from phenylbutazone therapy were ob¬ 
served in any of the patients treated in 
this study. 

Phlebitis recurred in 2 patients after 
being controlled initially with phenylbuta¬ 
zone. In 1 case the second episode was 
terminated as easily as the first. In the 
other case the recurrence was not treated 
again with phenylbutazone, since the pa¬ 
tient was a diabetic woman with the Kim- 
melstiel-Wilson syndrome. 

COMMENT 

The precise mechanism by which 
phenylbutazone acts in resolving thrombo¬ 
phlebitis is not entirely clear. The drug 
has definite analgesic and antipyretic 
activity, which may account in part for 
the rapid subsidence of pain and systemic 
fever that occurred after its administra¬ 
tion in this study, it promotes water re¬ 
tention, and the subsequent hemodilution 
may play a therapeutic role in the allevia¬ 
tion and prevention of propagation of 
thrombophlebitis. It is likely, however, 
that the wM important effect of phenyl- 
bntarom* on thrombophlebitis is its spe- 
eifie anti-intl,■inunaton activity. Stein" 
ha,*- ‘■hown that the intlammation following 
»\j»*iinnntallv induced venou^ thrombosis 

lit til'* 1 ,'ibhil is itiliiltiff.U lit- tilittm’lltnt^. 


inflammatory activity might similarly 
abolish internuncial neuron activity by 
decreasing afferent impulses from the site 
of inflammation. 

Although the doses of phenylbutazone 
used in this study proved adequate t<* 
achieve prompt subsidence of signs of 
phlebitis, other investigators have occa¬ 
sionally employed doses up to 600 mg. 
daily for short periods without untoward 
effects. Such doses may sometimes be re¬ 
quired for optimal results when the con¬ 
dition is refractory nr chronic. 

Une therapeutique do enurte duree au 
phenylbutazone a ete etudiee sur une svrie 
de 22 cas do thmmboplilebite aigue do- 
veines superficielles ou profondes de- ox- 
t remites. 

Les symptOmes d’infiammation aigue 
ont rapidement et compRtemert di-paru 
dans presque tons !e< cu- apri- uu iraitv- 
ment n’excednnt jamais une -emaim. 

Sur deux cas de recidive. un ,-<ct>nd 
traitement a aniene la gm’ri-nn dim- mi 
cas; le second ca? n’a pa- etf* trail*'. 

I/ab-ence de t<*xi; ite du pln'nj Ibuta, - **!;* 
admini-tre dan- ci - mnditioa- in fait m 
uuxiliaire pn'cieux. H’autn • r« oh« rvh 
wnrernant .-an action -urn - ti**'ii*'< * 
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Riickfall von Venenentziindung; bei einem 
von diesen envies sieh eine zweite Phenyl- 
butazonbehandlung a 1 s erfolgreich, bei 
dem anderen wurde kein weiterer Behand- 
lungsversuch unternommen. 

Das Ausbleiben toxischer Wirkungen 
des Phenylbutazons lasst darauf schlies- 
sen, dass sich das Mittel mit grossem 
Nutzen in der Behandlung der Thrombo¬ 
phlebitis oberflachlicher oder tiefer Venen 
anwenden lasst. Weitere Untersuchungen 
iiber die Moglichkeiten in der Behandlung 
dieser Krankheitszustande sind am Platze. 

RESUMEN 

La terapia con fenil-butazona dio buenos 
resultados a corto plazo en 22 casos de 
tromboflebitis, ya de las venas superficia- 
les va de las profundas o ya de ambas, en 
las extremidades. 

Los signos de inflamacion aguda cedie- 
ron pronto y por completo en casi todos 
los casos, y se comprobo lo inecesario de 
prolongar el tratamiento durante mas de 
una semana. 

Uno de los dos enfermos que recidivaron 
fue sometido de nuevo al mismo trata¬ 
miento lograndose la completa curacion; 
en el otro no se intento. 

La ausencia de efectos toxicos de la 
fenilbutazona en estas situaciones, indica 
que este medicamento puede ser muy util 
en el tratamiento de las tromboflebitis 
superficiales o profundas. 

Se senalan ademas trabajos de investi- 
gacion sobre la aplicacion del medica¬ 
mento en estas enfermedades. 

RIASSUNTO 

Gli effetti della terapia con fenilbuta- 
zone stati studiati in un gruppo di 22 
malati con tromboflebite acuta delle vene 


superficiali o profonde degli arti inferiori. 

I segni della flogosi scomparver imme- 
diatamente e completamente in quasi tutti 
i casi e non fu mai necessario prolungare 
il trattamento oltre i sette giorni. La 
flebite recidivo in 2 malati, uno dei quali 
fu di nuovo curato con successo col fenil- 
butazone. 

L’assenza di manifestazioni tossiche da 
parte del farmaco, in queste condizioni, 
indica che esso puo essere impiegato con 
la massima utilita nella cura delle trombo- 
flebiti, e merita ulteriori controlli. 


REFERENCES 


1. Sigg, K.: liber die Behandlung der Phlebitis 
mit Butazolidin, Praxis 43:172, 1954. 

2. Stein, I. D., and Rose, 0. A.: Treatment of 
Superficial Thrombophlebitis with Phenylbutazone 
(Butazolidin), Arch. Int. Med. 93:899 (June) 
1954. 

3. Stein, I. D.: Further Observations on the 
Treatment of Superficial Thrombophlebitis with 
Phenylbutazone (Butazolidin), Circulation 12:833 
(Nov.) 1955. Elder, H. H. A., and Armstrong, 
J. B.: The Use of Phenylbutazone in the Treat¬ 
ment of Superficial Thrombophlebitis, Practitioner 
178:479, 1957. Levine, A. J.: Phenylbutazone in 
Superficial Thrombophlebitis, Brit. M. J. 5048: 
826 (Oct. 5) 1957. Connell, J. F., and Rousselot, 
L. M.: The Evaluation of Anti-Inflammatory 
Drugs in Surgical Lesions, Ann. New York Acad. 
Sc. 68:155 (Aug. 30) 1957. 

4. Pratt, G. H.: Complications of Phenylbuta¬ 
zone in Treatment of Thrombophlebitis, Geriatrics 
11:31, 1955. Braden, F. R.; Collins, C. G., and 
Sewell, J. W.: Phenylbutazone (Butazolidin) in 
the Treatment of Thrombophlebitis: a Prelim¬ 
inary Report, J. Louisiana State M. Soc. 109:372 
(Oct.) 1957. Skversky, N. J.; Yarrow, M. W., and 
Lewinn, E. B.: Phenylbutazone in the Treatment 
of Deep-Vein Thrombophlebitis, J. Albert Ein¬ 
stein M. Center 5:268 (Sept.) 1957. Sigg, K.: New 
Approaches to the Treatment of Thrombosis, 
Angiology 8:44, 1957. Pratt. 4 

5. Stein, I. D.: Inhibition of Experimental Ve¬ 
nous Thrombosis, Angiology 6:403, 1955. 

6. Leriche, R.: Surgical Treatment of Remote 
Sequelae of Phlebitis and Non-Medical Intense 
Edema of the Lower Limbs, Bull, et mem. Soc. 
chirurgiens Paris 53:187, 1927. 

7. Lorente de No, R.: Analysis of the Activity 
of the Chains of Internuncial Neurons, J. Neuro¬ 
physiol. 1:207, 1938. 


168 



Genitourinary Surgery 


Urachal Adenocarcinoma of the Urinary Bladder 

Report of Two Cases 
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T HE incidence of adenocarcinoma of 
the urinary bladder in relation to the 
total number of tumor? of the bladder 
has been reported at 0.5 per cent. 1 In all. 
72 case? of urachal adenocarcinoma of the 
urinary bladder have been reported.- Un¬ 
common condition?, by some irrational 
mathematical law, proup themselves in 
cycles. Within a few week? we encoun¬ 
tered 2 ca^es of adenocarcinoma of the 
bladder of the mucus-secreting type, of 
urachal oriyin. 

The following classification of adenocar¬ 
cinoma of the bladder, suyye-ted by 
Wheeler, Hill and Ackerman, is generally 
accepted: (1) primary, occurring either 
in a normallv tdaced or in an t x-t ronhh-d 


Two cases of ccenccarcinomcr of 
the bladder, mucus-secreting typo, 
urachal in origin, arc added to the 
lilercturc. 

In 1 cese c wide scgmontal resec¬ 
tion of the bladder wes c’one. with 
recurrence of the tumor and meter- 
laser to the omentum end mcrentery. 
In the ether care the condition was 
inoperable, in view cf the extent end 
cdvcnccm.cn! cf the freionr,. 
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LEUKOPLAKIA SOUAMOUS CELL CARCINOMA 

Fig. 1.—Pathogenesis of adenocarcinoma of the bladder. (Courtesy of authors and 
publisher: Howard, A. H., and Bergman, R. T., J. Urol. 59 -.455-460 [March] 191,8). 


REPORT OF CASES 

Case 1.—A. R., a 42-year-old Negress, was 
admitted to the Urological Service on May 9, 
1956, complaining of frequency, urgency, 
nocturia and terminal gross hematuria of 
three weeks’ duration. She had had an epi¬ 


sode of urinary distress two years earlier, 
associated with a suprapubic abscess. This 
was treated with antibiotics. 

Examination revealed a nodular supra¬ 
pubic mass 4 by 5 cm., which, as indicated 
by bimanual palpation, seemed related to 
the wall of the bladder. Intravenous uro- 
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graphic study revealed normal upper tracts. 
The dome of the bladder appeared irregular 
in the cystopram. On cystoscopic study a 
solid-roofed tumor 4 cm. in diameter pro¬ 
jected into the lumen from the left of the 
midline. Biopsy of this mas« < Fip. 2, above i 
showed markedly metaplastic cells dippinp 
into polypoid tissue projections. Clumps of 
atypical cells were noted, with tissue spaces 
surrounded by dense lymphocytic reaction. 
Because of necrosis and inflammation, an 
exact diagnosis was not possible. A repeat 
biopsy ( Fip. 2, brloir 1 showed numerous atyp¬ 
ical cells with moderately larpehyperchromntic 
nuclei, pcnerally anaplastic and pleomorphic, 
tendinp also to form plands. A tendency to* 
mucin formation was noted peripherally. 

A diagnosis was made of adenocarcinoma 
of the urinary bladder, mucus-secret inp type. 



Fip. ?> tragi' 1).—Photomicropraph of u jk at 
liiop-v speeman. -lawinp anaplastic and pUo. 
mntphie cell- with tendency to mucin at ci p,au<J 
formation. 
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The Oxytocics in Obstetrics 

A Clinical Evaluation of Synthetic Oxytocin 
(Syntocinon*) 
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Syntocinon was employed in 210 
cases for the following indications: 
uterine irritability, ejection of milk, 
induction of labor and postpartum 
disturbances. Dosage varied with 
the indications for use. 

A slight, fleeting elevation in blood 
pressure was noted in 2 cases. 

Loss of blood was minimal in most 
of the cases. Five patients exhibited 
soft uteri and some bleeding. This 
was controlled by administration of 
1 cc. of intramuscular Methergine, 
thirty-five to forty minutes after in¬ 
travenous injection of Syntocinon. 

Regardless of the route of admin¬ 
istration of Syntocinon and the anes¬ 
thetic employed, Syntocinon proved 
to be a safe and effective oxytocic. 


T HE uterus is undoubtedly one of the 
most dynamic organs in the body. 
Since 1732, the literature has been 
replete with accounts of investigations of 
uterine physiology. It is a fact that the 
pregnant uterus becomes increasingly mo¬ 
tile until, at term, uterine contractions 

From the Department of Obstetrics, Bernalillo County- 
Indian Hospital, Albuquerque. _ , 

♦Syntocinon furnished by Mr. H. Althouse, Sandoz, Phnr- 
maceuticals. 


become forceful enough to expel the fetus. 
Exactly what constitutes the stimulus for 
the initiation and perpetuation of this 
powerful uterine contractility, however, 
is not known. In spite of its relatively 
limited knowledge medical science has 
been able, through the employment of 
specific drugs known as oxytocics, to stim¬ 
ulate and increase the motor activity of 
the uterus. The oxytocics are, therefore, 
the drugs of greatest consequence in all 
stages of labor. 

Two of the most common oxytocic 
agents in present use are the alkaloids of 
ergot (ergonovine) and the oxytocin prin¬ 
ciple of the posterior lobe of the pituitary 
gland. In addition to these, other oxytocics 
have found, their way into the practice of 
obstetrics. 

Quinine slightly influences the pregnant 
uterus, crossing the placental barrier. 
Histamine acts directly on the myome¬ 
trium, but the usual therapeutic dose, 
when clinically investigated, failed to elicit 
significant oxytocic response. Epinephrine 
in large doses induces uterine motility, 
while small amounts inhibit contractions. 
Many other preparations known to have 
some stimulating influence on uterine mo¬ 
tility have been replaced by newer and 
more effective drugs. 

Methylergonovine, a semisynthetic ergot 
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alkaloid, is most appropriately adminis¬ 
tered at the end of the third stage of labor. 
It causes a strong uterine contraction that 
constricts the large blood sinuses as soon 
as the placenta is expelled. Postpartum 
hemorrhage is further prevented by its 
prolonged action. A contraindication to 
the use of ergot is the second stage of 
labor, as compression of the cord and 
asphyxiation of the fetus are almost cer¬ 
tain. If it is given before the placenta is 
detached from the uterine wall, separation 
and delivery will be delayed, because the 
lower uterine segment is the area most 
profoundly affected by ergot. 

The action of the oxytocin fraction of 
the po-terior pituitary lobe closely simu¬ 
lates the physiologic activity of the preg¬ 
nant uterus. Thi-' j« t the contractions 
begin from tig* fundus and proceed down¬ 
ward. Its j-vstemic duration is short. 
I’itocin may be administered with caution 
in the first, the second and, sometimes, the 
third stage of labor, 

(diver and Shafer’ discovered, in ]Sho. 

(he extract of tic posterior pituitary gland 

(obtaining oxytocin and vasopressin hor- 

tnoiii ', but it v.a- lir-t used ju obstelric- 
?“<•••* .. > ■ > 


ring pure oxytocin. In 1055. Boissonnas. 
Guttmann. .Jaquenoud and Waller.'- devel¬ 
oped a new synthesis of oxytocin (Synto- 
cinon). By this method, for the first time, 
the production of synthetic oxytocin on a 
large scale became possible. Being syn¬ 
thetic. it is pure and free of vasopressin. 
Studies by various investigators have 
shown that, pharmacologically. Svntocinon 
is qualitatively and quantitatively equiva¬ 
lent to natural oxytocin. 

Materials, Methods and suits. —Syn¬ 
thetic oxytocin (Svntocinon) was used on 
210 patients at the Bernalillo County- 
Indian Hospital in the following cate¬ 
gories: (1) uterine irritability: (2) milk 
ejection: (3) labor induction and (4) post¬ 
partum. 

1. Hirin'- Irritahitit'/: Knowledge of 
the stage of uterine irritability as preg¬ 
nancy nears an end may ,-erve a- a deci¬ 
sive tool in the management of many ter¬ 
minal ob.-tetric problem-. Innva-ej ute¬ 
rine activity implie.- that -pontant 
labor is imminent, while the* oppo-jte i~ 
true of the relatively quie-o lit uter;i' 
Unle.-s uterine irritability i- height*: - .*'! 
to the degree required for -j ••ntan> 
labor, the accepted method- of indue* e-L 
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bed rest for about an hour before the test 
and the abdomen observed for fifteen 
minutes to detect any spontaneous con¬ 
tractions. Syntocinon in doses of 0.01 unit 
cubic centimeter in 10 cc. of 5 per cent 
G/W is prepared in a syringe. At the end 
of a spontaneous contraction, 0.01 unit is 
injected intravenously. This is repeated 
at one-minute intervals until a contraction 
occurs. The total dose is the oxytocin sen¬ 
sitivity index. It will be frequently noted 
that the induced contraction is stronger 
than the preceding spontaneous contrac¬ 
tion. This is indicative of myometrial 
participation to the point of exciting the 
entire uterus. 

The oxytocin-sensitivity test was ap¬ 
plied to 10 patients admitted to the hospi¬ 
tal in false labor. Each underwent a com¬ 
plete anamnesis and physical and pelvic 
examinations. When twenty-four hours 
had elapsed and signs of labor had not 
appeared, the test was used. Results re¬ 
vealed that patients who received 0.04 
units or less of Syntocinon went into labor 
spontaneously, with or without rupture of 
the membranes. In 1 patient labor was 
induced and delivery accomplished in four 
hours and 16 minutes. Those who required 
more than 0.04 units before responding 
with a contraction showed no signs of 
labor and were discharged from the hos¬ 
pital the next day. These returned in 
active labor after not less than five days. 


2. Milk Ejection : Only in recent years 
has the oxytocin hormone of the posterior 
pituitary gland been employed for its 
activity in the ejection of milk from the 
engorged human breast. This action of 
oxytocin on the mammary gland was first 
observed by Ott and Scott 8 in lactating 
goats and was confirmed by numerous in¬ 
vestigators. Experimental work led to the 
conclusion that lactation is completed in 
four stages: 1. Mastogenesis,, _ '■ g 

early in pregnancv is under tf, 
of the estrog/ ■ cause en 


of the glandular tissue and ducts, the al¬ 
veolar development being determined by 
progesterone. 2. Lactogenesis follows the 
production of prolactine by the acidophil 
cells of the anterior pituitary after separa¬ 
tion of the placenta. 3. Galactopoiesis, the 
continuing secretion and excretion of milk, 
is under the neurohormonal stimulus of 
sucking, via the hypothalamus and the 
postei’ior pituitary gland. 4. Cessation of 
lactation results when sucking is discon¬ 
tinued and prolactin production ceases. 
With the recurrence of the gonadotrophic 
function of the pituitary, prolactin produc¬ 
tion is inhibited. The onward flow of 
milk is under the influence of the oxytccin 
hormone of the posterior pituitary, which 
causes contraction of the unstriped muscle 
fibers around the glands and ducts. When 
the production of this hormone is insuf¬ 
ficient, engorgement of the breast is mani¬ 
fest. 

Oxytocin is not effective until there is 
milk in the breast and is useless in the 
treatment of simple engorgement due to 
venous and lymphatic stasis occurring on 
the second to fourth postpartum day. 
Numerous investigators have recom¬ 
mended its administration to mothers with 
breasts painfully engorged with milk. 
Clinically, Douglas, Kramer and Bonsnes 0 
reported encouraging results with oxyto¬ 
cin ; softening of the breast occurred, and 
the infant obtained an adequate amount 
of milk. 

In this study Syntocinon was employed 
for the relief of mammery engorgement in 
10 normal lactating women. Nine were 
in their fourth or fifth postpartum day ; 
one was in her thirteenth postpartum 
month. Two units of Syntocinon were 
given intramuscularly. Within two min¬ 
utes ejection of milk and relief of pain 
were effected in all patients. 

A 36-year-old Indian woman, gravida 5, 
para 4, aborta 1, \vn~ admitted to the Medical 
Service on A' i , a, for diagnostic study. 
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Three day." after admission the patient com¬ 
plained of severe pain in the brea=t, due to 
engorgement. She was unsuccessfully treated 
with Meperidine. Upon ob-tetric consultation 
it was learned that the patient had been de¬ 
livered thirteen months previously on the Res¬ 
ervation and was -till breast-feeding her in¬ 
fant. She expre-"Cd the desire to continue to 
do sr> after her hospitalization. Syntocinon, 2 
units, was riven intramuscularly. Within five 
minute- milk was emitted from the breasts 
and the pain subsided. 

?>, 1 vitiation of Labor: The employment 
of oxytocic.-- to hasten the process of child¬ 
birth is not new. It was not until 10-13. 
however, that the method of intravenous 
drip administration of these agent? 
aroused universal interest. Since that time, 
Heilman 1 '' and many others have discussed 
the indications and contraindications of 
this procedure. 

Cnldeyro-llarcia and his associates' 1 
demonstrated the relation between the 
rate of infusion of oxytocin and the ro- 
sultinj' alterations m uterine contractility 
and the rational hasjs for a method of 
evaluatin') the functions of the pregnant 
human uterus, The r« suit-. >.,.em to .-uyye-; 
tin po sibility of (mployiny the intrave- 
noa infn ion Syntocinon a- a ri-eanh 
*o d fot *\p!"iinp ut* vine function in nor¬ 
ma! and : bnonnal ‘i!u.»ti> ns. (’aM<yr<'- 
Hauia it’d 1'.. ■ ;r.i' s> ;i !. i that SmiI". 


20 mm. of mercury, was noted in 2 pa¬ 
tients. Similar elevations in blood pres¬ 
sure had been observed previously in 
women whose labor was induced with 
pitocin. 

Cask 1.—A 25-year-old Indian woman, para 
5. gravida -5. was admitted to the obstetric 
department of the hospital on March 1(1, MW. 
She stated that her last menstrual period had 
occurred on June S, 1037. Examination dis¬ 
closed a full-term prep-nancy, the fetal head 
engaged and the cervix effacing. Labor con¬ 
traction's were not palpated. 

Owing to the fret that the patient lived on 
the Navajo Reservation, 150 miles from the 
nearest ho-pital, she was detained for a uter¬ 
ine irritability tc~t. Uterine contractions were 
elicited with 0/>2 units of Syntocinon. Intra¬ 
venous drip Syntocinon was then begun, t>> 
which the patient re-ponded veil. She w;s 
delivered after a labor of four h"ur- and six¬ 
teen minutes. 

During labor ;.n increase in blte.j pr<--un 
of only 10 mm. of mercury v.-s r<-ci rd* d Tie 
intravenous drip S> nto- ir.na v.- dh-•.-,tir,u< d 
b< fore delivery, and a s<*, tr e le m-irrh.-.p- 
siad. Th.i' v;.- control!'-} with u:* rile- rr- »- 
; nd intravenous M> tie rri; 
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Noack 13 studied postpartum hemorrhage 
in 58,000 woman between 1937 and 1953 
and reported the incidence at 10 per cent. 
When those with predisposing factors, 
such as operative delivery, placenta prae- 
via, premature separation of the placenta, 
multiple pregnancy and hydrmanios were 
excluded and only those with spontaneous 
vertex delivery considered, the number re¬ 
mained at 4,474. Noack concluded that 
previous abortion or operative delivery, 
bleeding in each pregnancy, prolonged 
pregnancy, prolonged labor and infants 
above the average in weight were factors 
predisposing to postpartum hemorrhage. 
Prophylactic intravenous injection of oxy¬ 
tocic drugs after delivery of the anterior 
shoulder was recommended. Dax*o and his 
co-workers 11 advocated the pitocin infu¬ 
sion for the control of hemorrhage due to 
uterine atony. Shulman and his associa¬ 
tion, 13 however, stated that 8 patients with 
uterine atony were studied and failed to 
respond to treatment with pitocin and er- 
gotrate, all requiring surgical treatment. 
British physicians used an alkaloid of er¬ 
got, without better results. 

The present uterotonic drugs are not 
clinically devoid of undesirable side ef¬ 
fects. A comparative clinical evaluation 
of various oxytocin preparations adminis¬ 
tered to 894 patients was compiled by 
Friedman, 18 who reported that only di- 
hydroergotamine was ineffective. Ergono- 
vine and methylergonovine were shown to 
possess emetic and vasopressor properties. 
The purified oxytocic principle of the pos¬ 
terior pituitary gland (Syntocinon) alone 
was almost free of untoward effects. 

One hundred and eighty consecutive pa¬ 
tients, white, Indian and Negro, who were 
delivered by the vaginal route, were given 
5 units of Syntocinon intravenously at the 
presentation of the anterior shoulder. The 
first 5 patients exhibited soft uteri and 
bleeding within thirty-five to forty min¬ 
utes after delivery and were successfully 


treated with 1 cc. of intramuscular 
Methergine. The remaining patients were 
routinely given 1 cc. of Methergine in ad¬ 
dition to the Syntocinon before leaving 
the delivery room. Two of these patients 
had hemorrhages on the sixth postpartum 
day, but dilation and curettage revealed 
that the bleeding was due to retained frag¬ 
ments of placenta. The bleeding encoun¬ 
tered in the first 5 patients may possibly 
be explained by the inactivation of Synto¬ 
cinon by oxytocinase. Bleeding in the 
other 175 patients was minimal, not ex¬ 
ceeding 50 cc. The placenta was manually 
removed in 2 instances. 

Ten additional patients were given 10 
units of intravenous Syntocinon after de¬ 
livery of the infant by cesarean section. 
This permitted visualization of the uterine 
contraction, which proved to be from the 
fundus downward. The amount of bleed¬ 
ing was reduced, affording a better visual 
field for repair of the myometrium. 

RESUME 

Le Syntocinon a ete utilise dans 210 cas; 
il s’agissait des indications suivantes: ir¬ 
ritability uterine, ejection de lait, debut 
du travail de l’accouchement et troubles 
post-partum. Les doses administrees ont 
varie suivant les cas. 

Une elevation minime et passagere de 
la pression sanguine a ete notee dans 
deux cas. 

II y a eu une perte de sang insignifiante 
dans la plupart des cas. Cinq malades ont 
presente un uterus ramolli et un peu de 
saignement, etat qui a pu etre neutralise 
par 1’administration intramusculaire de 
1 cc de Methergine 35 a 40 minutes apres 
l’injection intraveineuse de Syntocinon. 

Quels que soient la voie d’administration 
du Syntocinon et l'anesthesique utilise, le 
Syntocinon s’est revele etre un oxytocique 
sur et efficace. 
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SUMAP.IO 

Syntocinon foi empregado em 210 casos 
com as seguintes indicacoes: irritabilidade 
uterina, retencao de kite, induccao do tra- 
balho de parto e disturbios do posparto, 
Foi notada uma discreta elc-vacao da pres- 
silo em 2 cases. A perda de sangue foi 
minima em mu it os casos. 5 doentes exibi- 
ram discrete snngramento e amolecimento 
uterino, o fjue foi controlado pela adminis- 
tratyto de loc. de Metherginc- intramuscu¬ 
lar. 33-JO minutes depois da injeqao de 
Syntocinon. Esta droga provou ser uni 
ocitocico seguro e eficiente sem correlacao 
com a via de administracao nem o tipo de 
am'stesico enipregado, 

7.1‘S \MMi;NJ"Asst‘Ne> 

Syntocinon wurde in 21ft Fallen bei fob 
genden Indibationcn angewandt: Itoizbar- 
l.eit tier Gebarrnntter. Au"cheidung von 
Milch. Indul.tion von \V»-hon und Wochen- 
b'-tt-'-tormiso-n. J>i#* IfoMerung v.ech-elte 
.!<■ naeh <kr '• orlicg. n«kn Indication, 

Line !«• ielite \<•rubergelieiide UJut- 
dinci.'-- rhohung v.nrde in yv.ei Fallen !><•- 

idi.ii 111« {. 


la indueeion del parto y postpartum. La 
dosificacion varia con las indicaeiones. 

En dos casos se produjo una ligera ele- 
vacion pasajera de la presidn sanguinea. 
La mayor parte de las veces la perdtda de 
sangre fue minima. En cinco enfermas 
se pudo apreciar un utero blando con li¬ 
gera hemorragia. Esto fue combatido con 
la administracidn intramuscular de 1 c.c. 
de Metergina 35 o 40 minutes despues de 
hi inyeccidn de Syntocinon. 

Independientemente de la forma de ad- 
mini-tracion y del anestesico empleado el 
Syntocinon ha demostrado ser un nxitecieo 
efcctivo y seguro. 
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“The Dentist,” by Jan Yictoors (1620-1676), who was born in Amsterdam and 
followed the school of Rembrandt. Many of his subjects were taken from the Old 
Testament, but he also painted peasant assemblies, charlatans, landscapes, maikets, 
etc. The dentist depicted in this painting was apparently itineianl and worked 
before an admiring audience. It was pa'nted in 1654 and gives an insight into 
the humorous aspect of the painter’s character. (Reproduced by courtesy of the 
Rijksmuseuni, Amsterdam, The Netherlands.) 

—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S. ( Edin .), 
F.I.C.S. (Hon.) 
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Detection of Carcinoma in Gynecology 
by Cytologic Technics 

REUBEN' STRAUS. M.D. 

Bl'RB\NK. rALIKOKMV 


E MERSON once said “Nothin*: preat 
is ever achieved without enthusiasm." 

! That statement certainly is applicable 
to the field of cytolojry. Since Papanico¬ 
laou's early effort'- and introduction of the 
cylolopic technic for the diagnosis of can¬ 
cer. a livmr w?ou> amount of enthusiasm 
ha- hern reiterated for the procedure all 
over the world, and innumerable articles 
have been written about it. It is incon¬ 
ceivable. therefore, that significant proy- 
re-- should not have been achieved in the 
ientific -tudy and clinical applicat ; on of 
cytoh.yif fchnit'^. No -uryron in clinical 
pr.ictife, with it- time-consuminp commit¬ 
ment'-. ran find time to l.tep a''iva-t of 
all i urn ut d- *.i-lopment- p<rtaininy to hi- 
••pet ialt\ : so it i-, the re-pon-ibility of 
ptofi-•ien.-.l Co;;yr<"<-. thereftir**. to 
■•ummarir** and pii-'o' Mich pertinent in¬ 
formation. 


The author emphasizes the impor¬ 
tance of the proper management of 
the patient, the collection of material 
end the proper preparation end 
treatment of the slides. Emphasis is 
placed upon making the smear by 
squeezing the collected material be¬ 
tween glass slides and spreading it 
evenly. The limitations of the cyto¬ 
logic procedure should be recog¬ 
nized. particularly with regard to the 
incidence of "iclse negative" end 
"lake positive" tests; and. especial¬ 
ly. the limitations cf the examiner in 
regard to a'yrkcryctic cells should 
be remembered. The usefulness of 


the tcchmc 


cmnna 


hTr 


The pro¬ 


cedure is an imp 
the ctmarr.rntanu 
cr.d d;ccr.c:"ic me 
*5 rr« crc ° fc r v*jc?o. 
proyr.C'Uc ir?t :r. 
cr .iff sfrnrjjt c* 


ortar.t addition to 
m of prophylactic 
drome. A plea clso 
’ use cf the <r/lo- 
the management 
these patients. 
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on the cyclic changes in the cells in vag¬ 
inal smears related to the menstrual cycle. 
Eighty-one years later Papanicolaou pub¬ 
lished his studies on the same subject, at 
a time when it was highly controversial. 
This added further impetus to his efforts, 
but it was not until the late 1930’s that he 
began his studies with Traut on the poten¬ 
tiality of vaginal smears in the diagnosis 
of malignant tumors, which resulted in 
their publication in 1943. There was a lag 
of ninety-six years between the time the 
epithelial cells of the female genital tract 
were first studied and the use of such cyto¬ 
logic means for the diagnosis of carcinoma 
was conceived. 

Exfoliative cytology would not have 
reached its present state of development 
were it not for the technical development 
made by Papanicolaou. The ether-alcohol 
fixation of wet films and the specialized 
method of staining are invaluable for the 
preservation and definition of the fine 
morphologic details of the cells. 

Preparation of Smears .—There is no 
phase of cytology that is more important, 
except the actual cytologic diagnosis, than 
the collection and preparation of the ma¬ 
terial for examination. Failure on the part 
of the attending physician to heed the 
principles that have been set forth for 
this purpose results in a waste of his ef¬ 
forts and the patient’s money. The obste¬ 
trician and gynecologist are probably 
better oriented than the average physi¬ 
cian in this facet of the technic, but even 
many of these, judging from my own ex¬ 
perience, do not submit material adequate 
for study. There are many specialized 
methods for the procurement of the speci¬ 
men. A wooden tongue blade, Ayer’s spat¬ 
ula, cotton applicators, cervical caps, 
tampons and suction pipettes have all been 
advocated at different times in the pro¬ 
curement of the material for study, with 
varying advantages and disadvantages. 
Originally I recommended that one smear 


be made from the lateral vaginal wall (for 
endocrine evaluation) ; another from the 
material in the posterior fornix of the 
vagina, and a third from the material in 
the cervical canal. This material usually 
is irregularly smeared on glass slides (in 
varying amounts) and then dropped into 
the ether-alcohol fixative. Often this re¬ 
sults in irregular films, some areas being 
excessively thick and others excessively 
thin. Few persons take the trouble to 
make uniform smears, with adequate sep¬ 
aration of the cells. 

As an improvement, Reagan- has rec¬ 
ommended that a drop of the material 
scraped from the vaginal portion of the 
cervix, and another drop aspirated from 
the endocervix, be squeezed and each 
spread between glass slides in a manner 
similar to that used in making bone mar¬ 
row films. 

For optimum cellular preservation, the 
slides are immediately plunged into alco¬ 
hol-ether fixative. Drying of the smears to 
any degree prior to fixation results in a 
considerable artefact. As a rule, the slides 
are left in the fixative for a minimum of 
one hour, after which they can be re¬ 
moved. 

Clinical Application .—There are three 
clinical areas for application of the cyto¬ 
logic study of desquamated cells in the 
female genital tract. One of these is the 
screening of a large number of patients; 
the second is the diagnostic application of 
the procedure, and the third is its prog¬ 
nostic usefulness in the treatment of cer¬ 
vical carcinoma. 

I have attempted to secure some recent 
statistical information on the value of 
cytologic study. Much of this was dis¬ 
cussed in October, 1956, at an Interna¬ 
tional Congress on Cytology in conjunc¬ 
tion with the Annual Meeting of the 
American Society of Clinical Pathologists, 
transactions of which have recently been 
published. 
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Table 1 reveal? a detection rate varying 
from 0.23 to 1.85 per cent in screening 
for cervical carcinoma. It ?hould be 
pointed out, however, that the higher per¬ 
centage i? usually associated with private 
practice, in which some degree of selec¬ 
tivity of test material exists. 


7’,\r:i.r: l.—f'j/fojr , !/ir ,,f 
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<7 Scrrrrh’<i 


tif V*rpt>r* 

litr 
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see,non 

0.7R 

Pahlin <-t a! 


n>;» 

Martin et «J 

11.2ft; 
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1.00 

IIiki'o-i (M<mphi‘| 

1.10,000 

O.e, 

S'irj-P r (ft!. 

25,000 

0.7 

Nn!..!(' (fit orgjai 

17.701 

0.00 

12 report* 


0.25-1 .SO 


Tin- accuracy of diagnostic cytologic 
study is revealed by the information in 
Table 2, v. hi eh is limited to uterine car¬ 
cinoma. Tin-accuracy of positive diagnoses 
vara- fj < m ','2 to 98.9 per cent, Fal-e po— 
di'o r< ports hate b an as high as 11 .it per 
n ot and f;.l-i- negative reports a? high as 


STEAL'S: CYTOLOGIC TESTS TOP. CAP.CIVOMA 

chief differences are as follows: \\ ith in¬ 
vasive carcinoma the cells tend to be 
smaller, show more plcomorphism. exhibit 
more muliinucleation and have macronu- 
cieoli when contrasted with the larger, 
more uniform, single cells of carcinoma 
in yitn. Additional studies by McCormack 
and Beloviclr in a series of 2G9 cases iden¬ 
tified 113 as carcinoma ■'■it” and 156 as 
invasive carcinoma of the cervix, with an 
accuracy proportion of 03 per cent and 
94 per cent respectively. 

The case for endometrial carcinoma is 
not so good (Table 2). Berg and his asso¬ 
ciates'' reported 55 cases, in two-thirds of 
which there was a positive or suspicious 
smear prior to operation. After operation 
the smears were reviewed and 3 more car¬ 
cinomas were identified, raiding the inci¬ 
dence to 75 per cc-nt. They pointed out, 
however, that cytologic' study F not sn 
important in the detection of endometrial 
carcinoma, since symptom- were pre-cut 
in a high percentage of the ra-“- that 
would have led to the diagno-tic fli!a*i<ui 
ml cuwVvvwvvwt. 

In Table 3 1 have outlined a prop-.-..’ 
schedule for the detection of carcinoma 
which, if faithfully follov.id, '•houM 1* 
effective in de tecting carcinoma of th" f< ■ 
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Table 3. —Proposed Schedule for Detection of Carcinoma 
(Routine Examination Yearly) 


If no lesion present 


1 


- Make “Pap” Smears 
and do 
Schiller Iodine Test' 

1 

If negative 
repeat yearly 


-> If positive 

\ 

Biopsy cervix (knife) 
D & C' 


If lesion present 

I 

Biopsy lesion 
and 

make "Pap" Smears 

\ 

If smears positive 
and 

Biopsy negative 

Continue search 
with 

Smears and biopsy 


If biopsy positive ■ 

I 

Treat Cancer 


male genital ti'act in its earlier stages. It 
is recommended that patients undergo 
such examinations at yearly intervals. 
When the cervix is first examined, it is 
wise to perform Schiller’s iodine test, in 
which there has been a recrudescence of 
interest, because of its ability to indicate 
cervical carcinoma. If a “decolorized” area 
is seen by this procedure, smears from this 
area and a biopsy are recommended. If 
the result is negative, smears alone are 
made in the manner previously described. 
If both of these procedures yield negative 
results, then the examination is repeated 
in a year. If the smear is positive, a coni¬ 
zation biopsy of the cervix with a cold 
knife is recommended. If a lesion is pres¬ 
ent, revealed either with or without the 
Schiller iodine test, then the lesion is biop- 
sied and smears are made. If these are 
negative, the examination is repeated in a 
year. If the smears are positive and the 
result of biopsy negative, there should be 
a continued search with smears and biop¬ 
sies until the problem is solved. 

From my personal experience, the cyto- 
prognostic test initially reported by Gra¬ 


ham, 7 a procedure which has its usefulness 
in the management of radiation therapy 
for carcinoma of the cervix, is not suffi¬ 
ciently appreciated and used. After the 
institution of radiation treatment for car¬ 
cinoma, certain changes occur in the des¬ 
quamated cells, both neoplastic and non¬ 
neoplastic, in the genital tract. These 
consist chiefly of enlargement of the cyto¬ 
plasm and the nucleus, development of 
vacuoles in the cytoplasm or nucleus, 
wrinkling of the nucleus, multinucleation 
of cells and serration of the cells. Usually 
100 consecutive cells are counted, either 
malignant or nonmalignant. If more than 
75 per cent of these show the aforemen¬ 
tioned changes, it is concluded that the 
tumor would show a good response to radi¬ 
ation (RR). If fewer than 60 per cent of the 
cells show these changes, it is then the 
impression that a poor radiation response 
will ensue. The peak of such changes oc¬ 
curs usually about the thirteenth day after 
the beginning of treatment. It would ap¬ 
pear, therefore, that this test has consid¬ 
erable importance in determining whether 
or not radiation alone would be sufficient 
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for the particular patient, or whether it 
should he supplemented or replaced by 
radical operation. 

In one .-erics of 105 case?," CG patients 
with a pood p.R were studied. Of this group 
00.0 per cent were free of symptoms five 
years later, and only 0.1 per cent showed 
evidence of recurrent carcinoma. Of 39 
patients who had poor responses in this 
study, only 20.5 per cent were free of 
symptoms after a five-year interval, and 
70.5 per cent showed evidence of recur¬ 
rence. 

Similar change.- may occur in desqua¬ 
mated cells of the vaginal tract spontane¬ 
ously or after stimulation with hormones 
-Ur)) as androgens. In this instance the 
re-pon-e in the cells is classified as “sen¬ 
sitivity re-pon-e" (sp.). If more than 10 
per cent show the changes, it is classified 
as a good si’.. If fewer than 10 per cent 
-hew chaiigi s, it i- clas-ifiod as a poor SP.. 
In a -tud.v by Graham cited by Kjellgren.’' 
of a -< Hi - of 130 patients treated by 
m adiatPei alone, when a significant st; 
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and mitotic activity at times resembling 
neoplasia. On the other hand, the neoplas¬ 
tic process may produce changes in the 
cervix early in its development that also 
include metaplasia, atypical proliferation 
and partial loss of polarity, which are not 
definitely identifiable as carcinoma in vita. 
It is logical to conclude, therefore, that 
clear differentiation of an inflammatory 
process from a neoplastic process in this 
stage of development, when overlapping 
criteria are present, is impossible. 

Similarly, cells desquamated by such 
epithelium will lie highly atypical, not 
clearly neoplastic, and will exhibit fea¬ 
tures that cause cytologies to refer to 
them as atypical or dyskaryotic cells. In 
the standard Papanicolaou cln«-ifiration 
these cells may he classified as fla<- II or 
Class HIP. In a newly-i-«ue<! journal, 
Acta Ciitoiorjica, which reached my de-k 
only a few days ago. there wa- a sympo¬ 
sium by leader.- in the field of cytology in 
which the dyskaryotic tell wa- clearly de¬ 
fined. According to Graham," tin* nuclei!- 
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Table 3. — Proposed. Schedule for Detection of Carcinoma 
(Routine Examination Yearly) 


If no lesion present 

I 

■ Make “Pap” Smears 
and do 

Schiller Iodine Test' 

I 

If negative 
repeat yearly 


->. If positive 

I 

Biopsy cervix (knife) 
D & C- 


■ If lesion present 

i 

Biopsy lesion 
and 

make “Pap” Smears 

I 

If smears positive 
and 

Biopsy negative 

l 

Continue search 
with 

Smears and biopsy 


If biopsy positive ■ 

I 

Treat Cancer 


male genital tract in its earlier stages. It 
is recommended that patients undergo 
such examinations at yearly intervals. 
When the cervix is first examined, it is 
wise to perform Schiller’s iodine test, in 
which there has been a recrudescence of 
interest, because of its ability to indicate 
cervical carcinoma. If a “decolorized” area 
is seen by this procedure, smears from this 
area and a biopsy are recommended. If 
the result is negative, smears alone are 
made in the manner previously described. 
If both of these procedures yield negative 
results, then the examination is repeated 
in a year. If the smear is positive, a coni¬ 
zation biopsy of the cervix with a cold 
knife is recommended. If a lesion is pres¬ 
ent, revealed either with or without the 
Schiller iodine test, then the lesion is biop- 
sied and smears are made. If these are 
negative, the examination is repeated in a 
year. If the smears are positive and the 
result of biopsy negative, there should be 
a continued search with smears and biop¬ 
sies until the problem is solved. 

From my personal experience, the cyto- 
prognostic test initially reported by Gra¬ 


ham, 7 a procedure which has its usefulness 
in the management of radiation therapy 
for carcinoma of the cervix, is not suffi¬ 
ciently appreciated and used. After the 
institution of radiation treatment for car¬ 
cinoma, certain changes occur in the des¬ 
quamated cells, both neoplastic and non¬ 
neoplastic, in the genital tract. These 
consist chiefly of enlargement of the cyto¬ 
plasm and the nucleus, development of 
vacuoles in the cytoplasm or nucleus, 
wrinkling of the nucleus, multinucleation 
of cells and serration of the cells. Usually 
100 consecutive cells are counted, either 
malignant or nonmalignant. If more than 
75 per cent of these show the aforemen¬ 
tioned changes, it is concluded that the 
tumor would show a good response to radi¬ 
ation (RR). If fewer than 60 per cent of the 
cells show these changes, it is then the 
impression that a poor radiation response 
will ensue. The peak of such changes oc¬ 
curs usually about the thirteenth day after 
the beginning of treatment. It would ap¬ 
pear, therefore, that this test has consid¬ 
erable importance in determining whether 
or not radiation alone would be sufficient 
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for the particular patient, or whether it 
should be supplemented or replaced by 
radical operation. 

In one series of 105 case?,'' 66 patients 
with a pood RR were studied. Of this proup 
00.0 per cent were free of symptoms five 
year? later, and only 0.1 per cent showed 
evidence of recurrent carcinoma. Of 39 
patients who had poor responses in this 
study, only 20.5 per cent were free of 
symptoms after a fi\e-year interval, and 
70.5 per cent showed evidence of recur¬ 
rence. 

Similar change- may occur in desqua¬ 
mate d cells of the vaginal tract spontane¬ 
ously or after stimulation with hormones 
Mich as androgens. In this instance the 
rc'-poii'-c* in the cells is classified as “sen- 
Mti\ity response" (sit). If more than 10 
per cent show the changes, it is classified 
as a pood s!'.. If fewer than 10 per cent 
-how clump '. it is classified a< a poor SR. 
In a study by Graham cited bv Kjellgron/' 
of a s, r i,. of ip.o patients treated by 
irradiation alone, when a significant PR 
v a- pi i nt. 7.". per edit had a pood fivc- 
'.■er Miniw.l. When the SR was poor, 
*!'* >‘a'e of fi\e-\tar survival was only 
IS p> r edit. On the other hand, in 
and!,, . i i. - of 125 <a-<-. 7 5 per cent 
of tla \ .’out' who had a poor SR. whdi 
•>' '■ 1 b, i. dieul oji-ration serviced for 
*•' 1 11 ( f.'.'-;.<ar survival r.Ue, 

• \ . r. V . - id w, go .1 ( n . , r 1.1,1) 

1 * J * 1( ***' v ith .'i jw *<i >R w i r» op* r- 
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and mitotic activity at times resembling 
neoplasia. On the other hand, the neoplas¬ 
tic process may produce changes in the 
cervix early in its development that also 
include metaplasia, atypical proliferation 
and partial loss of polarity, which are not 
definitely identifiable as carcinoma in yitu. 
It is logical to conclude, therefore, that 
clear differentiation of an inflammatory 
process from a neoplastic process in this 
stage of development, when overlapping 
criteria are present, is impossible. 

Similarly, cells desquamated by such 
epithelium will be highly atypical, not 
clearly neoplastic, and will exhibit fea¬ 
tures that cause cytologjst> to refer to 
them as atypical or dyskaryntic cells. In 
the standard Papanicolaou classification 
the.se cells may be classified as f']as> H nr 
Class IIIB. In a nowly-is-uod journal, 
Ada Cut'il'ir/im , which reached mv dc-k 
only a few days ago, there v,v a s\mpi- 
sium by leader? in the field of cytology in 
which the dyskarvotic cell v.clearly de¬ 
fined. According to Graham.' the nucleus 
of the dyskaryntic ceil exhibits the t riteria 
of malignancy, but the mubvr-<tnph.sir.se 
ratio is not disturb'd. In this in-'.mc" it i- 
impossjide t<> identify tho-,* c> 1!' d* finit*!;. 
as cither nfopla-Gc nr nos.-j < <q \>-ti,. It 
is n'cc's.-ry. tla r* f«>n . to follow *J < 
timt with auditi"u:.l (•••okpir * 

«»** » ■*. until * x ) t *i 

♦ i 4 \ • r a <:» * 4 : 

t t * * . 


! , 


* r ». r 




JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


FEBRUARY, 1959 


tivas”; especialmente debe recordarse lo 
dificil que soil de interpretar la celulas 
discarioticas. Insiste el autor en la uti- 
lidad de sii tecnica considerandola eomo 
una importante ayuda al armamentarum 
para la profilaxis, asi como para el dignos- 
tico medico, Pide un mayor empleo del 
test citoprognostico en el tratamiento de 
estos enfermos. 

RIASSUNTO 

Viene messa in luce l’importanza della 
raccolta del materiale, dell’accurata pre- 
parazione dei vetrini e della loro colora- 
zione. Lo striscio deve essere fatto com- 
primendo il materiale fra due vetrini in 
modo da spargerlo uniformemente. Bi- 
sogna ricordare che i metodi citologici 
hanno delle limitazioni, soprattutto in 
rapporto alle risposte false positive e false 
negative e in rapporto alia difficolta di 
riconoscere le alterazioni nucleari. La 
tecnica tuttavia e molto utile e rappresenta 
un mezzo importante per la profilassi e 
la diagnosi. Esso pertanto merita di 
essere ulteriormente diffuso. 

sumArio 

0 autor poe enfase na importancia do 
cuidado adequado do paciente, a coleta de 
material e a adequada preparagao e trata- 
mento das laminas. 

Enfase e dada a maneira de obter esfre- 
gago adequado, apertando o material ob- 
tido entre laminas de vidro, espalhando o 
de maneira uniforme. 

As limitagoes do procedimento citolo- 
gico devem ser reconhecidas particular- 
mente com relacao a ineidencia de testes 
“falso positivo” e “falso negativo”; em 
particular as limitagoes do examinador 
com relagao as celulas diskarioticas deve 
ser lembrada. 0 emprego da tecnica e 
discutido. 

0 procedimento e uma adigao impor¬ 
tante ao armamentario da medicina 


diagnostica e profilactica. Suplica e feita 
para maior uso do teste de citoprognostico 
no tratamento destes pacientes. 

ZUSAMMENFASSUNG 

Der Verfasser hebt hervor, dass es 
wichtig ist, Sorgfalt beim Umgang mit 
dem Patienten, bei der Gewinnung des 
Untersuchungsmaterials und bei der An- 
fertigung und Behandlung der Praparate 
zu verwenden. Er betont, dass der Ab- 
strich durch Quetschung und gleich- 
massige Ausbreitung des Untersuchungs¬ 
materials zwischen den Glasplattchen 
hergestellt werden muss. Man muss ler- 
nen, dass dem zytologischen Verfahren 
Grenzen gesetzt sind besonders im Hin- 
blick auf die Hiiufigkeit “falscher nega- 
tiver” und “falscher positiver” Ergeb- 
nisse; es darf besonders auch nicht 
vergessen werden, dass die Moglicbkeiten 
des Untersuchers, Kernveranderungen in 
den Zellen zu beurteilen, nicht unbegrenzt 
sind. Der Nutzen der Technik wird her- 
vorgehoben. Das Verfahren ist ein wich- 
tiger Zuwachs im Riistschatz der 
prophylaktischen und diagnostischen Me- 
dizin. Die zj'fologische Untersuchung 
fiir prognostische Zwecke sollte in grosse- 
rem Umfang bei der Behandlung der 
Kranken angewendet werden. 

RESUME 

Discussion sur l’importance de la tech¬ 
nique des frottis ainsi que du prelevement 
du materiel a examiner, au point de vue 
diagnostic et prophylaxie. Les limites des 
examens cytologiques sont indeniables 
(“faux tests positifs” et “faux tests nega- 
tifs”), sans oublier celles de l’anatomo- 
pathologiste en ce qui eoneerne les cellules 
dyskaryocinetiques. L’auteur recommande 
une utilisation plus courante du test cyto- 
pronostique. 
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Massive Hematoma of the Broad Ligament 
Complicating Cesarean Section 

Report of a Case 

RAYMOND S. HOLTZ. M.D., F.I.C.S. 

HARTFORD, CONNECTICUT 


T HIS is in all probability the first 
time that a case of this nature has 
ever been reported. The rarity of 
what occurred is supported by the fact 
that an intensive search of the medical 
literature has failed to uncover another 
exactly similar case, although it seems 
most probable that similar cases have oc¬ 
curred in the past and were either un¬ 
recognized or never reported. 

J. Fuentes Jr. 1 did report a case of 
hemorrhage of the broad ligament sec¬ 
ondary to rupture of the uterine vessels 
as a cause of maternal death, but in this 
case the condition did not complicate 


From the Department of Obstetrics, J. J. McCook Memo¬ 
rial Hospital, Hartford. 

Submitted for publication Jan. 8, 1957. 


A rare case of massive hematoma 
of the broad ligament complicating 
cesarean section is reported. It is 
the author's impression that this is 
the first such case to be reported. 
The experience has convinced him 
(I) that the surgeon should never 
minimize the possible hazards of ce¬ 
sarean section and (2) that abdom¬ 
inal bleeding may be manifested in 
bizarre fashion. In this case, being 
unaccompanied by pain, it led to an 
erroneous diagnosis by the resident 
in obstetrics. 


cesarean section and was apparently not 
recognized until it was demonstrated at 
postmortem examination. 

REPORT OF CASE 

Mrs. J. Q., a white woman aged 22, para 2, 
gravida 3, was admitted to the J. J. McCook 
Hospital on Sept. 19, 195G, for a third cesa- 
rean section. The indication for the first sec¬ 
tion, performed in 1953, was cephalopelvic 
disproportion. The second section had been 
performed in April 1955. 

Clinical History.—-The patient had under¬ 
gone appendectomy in 1953, tonsillectomy and 
adenectomy at the age of 5 years, and excision 
of a mole on the back in childhood. When she 
was 7 years old there was some question of 
tuberculosis, and she was sent to a health 
camp for several months. The most recent 
thoracic roentgenogram, taken on July 10, 
1956, was normal. The patient had always 
complained of low back pain during preg¬ 
nancy. 

Family History. —The patient’s mother died 
in a motor accident at the age of 38. The 
father was living and well. Her husband and 
her two children were living and well. There 
was no family history of carcinoma, tubercu¬ 
losis or insanity. 

Present Illness. — lmp Dec. 22, 1955; edc 
Sept. 29, 1956. The present pregnancy was 
not attended by any abnormalities except for 
Rh-negative antibodies in a dilution of 1:128 
on Sept. 19,1956. On August 21 no antibodies 
had been present. Serologic values w r ere “neg¬ 
ative.” 

Examination on Admiss : on. —Physical ex¬ 
amination showed the patient to be pale and 
tired-looking. Her height was 64 inches 
(162,5 cm.) and her weight 131 pounds (159.4 
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Ky.'). Examination of the eyes. ear?, no=e 
and throat revealed no abnormality. There 
were enriotj*- teeth ljoth above and below. The 
tonsils had been removed. The thyroid was 
not enlarged. There was no cervical adenop¬ 
athy. 

L'/rtwhintimi of Chrrt .—Auscultation and 
percussion revealed no abnormality. The apex 
v.as in the fifth left inter-pace, rpj inches 
'8.7 cm.) left of the midline. A roentpeno- 
! r ram of the ch<-i taken on July 10 was nor¬ 
mal. The blood pro-sure in millimeters of 
mercury v.as ps systolic and 50 diastolic; the 
ptibe rate was 7 ) and the re-piratorv rate 20. 
The- br<as(s >bowed normal antepartum en- 
laiyinvnt. Then v.<re no palpable masse*. 
Ib" nipple- were dry. Pigmentation and 
elevation were average. 

f VI 1 ' r f.rlrrjhitiri. —The arms were nor¬ 
mal. with no axillary adenitis, scars, deformi- 
ti's or limitation of motion. 

/'net-.—Th<re v.;> no deviation of the xer- 
t‘lu.1 column in anv direction. 

.thd'uioi—A midline sp;,r from previous 
'/ li'i't' v.i- pn nt The heipht of the 


HOLTZ: HEM VTOV X XNIi CESXKEXN SFCTiOX 

Operation .—The patient was taken to th" 
operatinp room for cesarean section. Spinal 
anesthesia was employed. The Wood pn-s-uro 
before induction was 120 sy.-tnlie and GO 
diastolic, the pulse rate FG. After administra¬ 
tion of the spinal anesthetic the blood pn.—tin’ 
was 05 systolic and GO diastolic and tin 1 pul-e 
rate FO. A low flap *r;»n«ver.-c ce-an an sec¬ 
tion was done, and the patient was delivered 
of a normal boy at 8:11 a.m.. with Io— of blood 
lower than aver.a ye. The rdnexa.e were in¬ 
spected and were normal. The paravertebral 
{miters and the cul de -re were sucked <>ut. 
The lower uterine -eyment v.; - in-p-vt, d for 
bleedinp hut was ob-r>rvtd to b" dry. The 
abdominal cavity was cl'"fd in the 11 -.M.-.I man¬ 
ner. and the patient left the operatinp i<>nm 
in pood condition. Tin’ blood pn —un re¬ 
mained above 100 -y-toli' until n««*n. win’’ 
it dropped to S'* sv-folic and GO di:-tolie. At 
1 :.°,0 p.m. it fell t<> 70 sy-t'dir and !' dir s*ohr. 
and oOO cc. of Mood wn- yiven. Th.e a’*’ ndiry 
-taff wa< not notified by tin’ re-id-nt in ob¬ 
stetrics. At 5 pm. the blood pn — ure v. 
100 sy-tedic and 70 di: stolic : nd th*> pul ■ 
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the abdominal cavity. A huge purplish black 
hematoma about the size of a football, con¬ 
taining possibly 2 to 3 quarts of coagulated 
blood, was observed on the right side, extend¬ 
ing from the lower uterine segment up to and 
pressing against the undersurface of the liver. 
Apparently it had originated in the lower 
uterine segment and dissected its way up¬ 
ward between the leaves of the broad liga¬ 
ment. A vertical incision was made in the 
huge mass, several handfuls of firmly organ¬ 
ized blood clot were scooped out and the mass 
clamped at its base with Kocher clamps. The 
bladder flap sutures were cut; the flap was 
reflected anteriorly, and supracervical hyste¬ 
rectomy was done, since the source of bleed¬ 
ing could not be immediately established and 
supi’acervical hysterectomy was the surest and 
most expeditious method of controlling the 
hemorrhage. 

It was amazing to note the extent of the 
destruction in the lower uterine segment. All 
that remained was a black mass of mushy, 
friable tissue. A blanket of gelfoam was 
placed over the friable stump. The i-eflected 
vesicouterine tissue was pulled over the gel- 
foam and sutured to the rectovaginal septum, 
although the edge of the reflected tissue could 
not be brought into actual touch with the 
septum. In anticipation of a stormy post¬ 
operative course, a Levine tube was passed 
into the stomach and 2 cc. of calcium panto¬ 
thenate given at once and every three hours 
for four doses as a prophylactic against disten¬ 
tion. The blood pressure at completion of the 
operation was 90 systolic and 60 diastolic, 
the pulse rate 76. Convalescence was surpris¬ 
ingly smooth and uncomplicated; the patient 
was discharged on the eighth postoperative 
day, in good condition. The total quantity 
of blood given this patient by transfusion was 
4,000 cc. 

COMMENT 

In the author’s opinion there is much to 
be learned from the case reported. First 
of all, one should never minimize the 
potential hazard of a cesarean section, 
either in one’s own mind or in the mind 
of the patient. There seems to be a grow¬ 
ing tendency to regard cesarean section 
as a trifle, simply because the mortality 
rate is low. It must be borne in mind that 
somewhere along the line some patient is 


sooner or later bound to be the unfortu¬ 
nate victim of anesthetic, cardiac, vascular 
or other accident resulting in serious ill¬ 
ness or even death. One should therefore 
guard against thinking or speaking of this 
procedure in terms of oversimplification. 

Second, one must realize that abdominal 
bleeding may manifest itself in quite a 
bizarre fashion; so much so that, in this 
particular case, the resident house officer 
admitted unequivocally that he missed the 
diagnosis of abdominal bleeding because 
of the unusual absence of pain and because 
of the softness and flatness of the ab¬ 
dominal wall. It was his impression that 
the patient was suffering from severe post¬ 
operative circulatory collapse, resulting 
possibly from the combination of surgical 
treatment, anesthesia and medication. 
This, of course, could well have been the 
case, but it was the constant tendency of 
the blood pressure to fall and the patient’s 
failure to respond favorably to the ad¬ 
ministration of blood that led to the sus¬ 
picion that progressive bleeding was the 
underlying cause. In retrospect it can be 
understood why the abdominal wall was 
soft and flat and the patient free from 
pain; obviously, there was no free blood 
in the abdominal cavity to cause an insult 
to the parietal peritoneum. Frankly, it 
was not the “feel” of the abdominal wall 
that prompted me to reopen the abdomen, 
but simply the inexplicable conviction that 
something must be wrong because of the 
patient’s inability to stabilize after re¬ 
ceiving 1,000 cc. of blood and the fact that 
she was going downhill so rapidly. 

What the end result of this case would 
have been had the patient been seen ear¬ 
lier by the attending staff, and had been 
given more blood with fibrinogen over a 
shorter period, is difficult to conjecture. 
The fact remains, however, that this pa¬ 
tient was almost beyond the point of 
salvage. The surgical chance of saving 
the patient (1 in 100) was not bypassed; 
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it emphasized in the strongest terms 
the fact that no patient who is going down¬ 
hill rapidly from loss of blood should be 
denied even the slightest chance of recovery 
by hesitation on the part of the surgeon to 
reoporate. Conservative treatment should 
by all mean® be resorted to at first, but 
undue delay in reoperating should be 
guarded against when conservatism has 
failed. The administration of blood and 
coagulant® through multiple ports (and 
under pressure if necessary), good anes¬ 
thesia (the anesthetist in this case. Dr. 
Karl Mahoney of the Hartford Hospital 
Department of Anesthesia, was com¬ 
mended for his excellent work), a rapid 
approach to the point of bleeding and 
• peedy arre-t of the hemorrhage may be 
jattinded by the reward of the saving of 
th" patient’s life and by intense gratifica¬ 
tion to the surgeon and his staff. 


HOLTZ: HEMATOMA AND CESAREAN SECTION 

el curso de una cesarea. El nutor tiene 
la idea de que es el primer caso senalado 
en la literatura. La experiencia le ha 
conveneido de que por tin lado el cirujano 
no debe nunca menospreciar los riesgo- 
de una cesarea, u por otro que una lienior- 
ragia intra-abdominal puede presentar 
formas poco corrientes. En esta ocasidn 
se llego a tin diagndsticn equivocado, piles 
ademas la enferma no tenia ningtin dolor. 

P.lASSl'NTO 

Viene riferito un ca«o di ematoma mas. 
sivo del legamento largo die complied tin 
cesareo. L’autore ritiene die questo sin 
il primo caso riferito nella letteratura. 
L’sperienza lo ha persiiaso 1) die il chi- 
rurgo non deve mai sottovalutare i rbdii 
del taglio cesareo e 2) che rentorragia 
addominale pud manifestarsi anche in 
modi inconsueti. Nel caso descritto. ad 
esempio. essa non si accompagnd a dolon. 


v\ -\MMI STAS'TNC. 



Orthopedic Surgery 


De Quervain^s Disease 

TIMOTHY A. LAMPHIER, M.D., D.A.B.S., F.A.C.S., F.I.C.S., F.A.C.G., 
JOHN F. PEPI, M.D., CHARLES BRUSH, M.D., and 
JOSEPH OSTROGER, M.D. 

BOSTON, MASSACHUSETTS 


A series of 84 cases of De Quer- 
vain's disease is presented. Eighty- 
three (99 per cent) of the patients 
were treated successfully by opera¬ 
tion. Conservative therapy, rather 
than surgical intervention, is to be 
greatly discouraged, as it only pro¬ 
longs disability and loss of working 
hours. Local injections of hydrocor¬ 
tisone acetate have no value in the 
therapy of this disease. 

The actual cause of the disease is 
unknown, although it is generally 
accepted in industrial circles as re¬ 
lated to manual labor. 

A surgical technic for treatment of 
De Quervain's disease is described. 


D e QUERVAIN’S disease continues to 
be a frequent diagnostic problem in 
the field of industrial medicine in 
spite of the many papers that have been 
written describing it. The purpose in writ¬ 
ing this article is twofold: 

1. To emphasize the great economic loss 
caused by failing to recognize this condi¬ 
tion for what it is and therefore treating 
it conservatively. (De Quervain’s disease 
fails to respond to any treatment short of 
surgical intervention.) 

Submitted for publication April 21, 1958. 


2. To emphasize the excellent results of 
surgical treatment. 

Several of our patients were treated for 
months or years with physiotherapy and 
failed to respond to treatment. Actually, 
this condition, like epicondylitis (“tennis 
elbow”) is misdiagnosed frequently. As a 
result, it fails to respond to therapy. 

In our series of 84 patients it was ob¬ 
served that local injections of hydrocorti¬ 
sone acetate (17-hydroxycorticosterone- 
21-acetate), which was prescribed for 15 
patients, brought no permanent relief, al¬ 
though in a few instances a temporary or 
palliative effect was produced. The use of 
cortisone has been suggested as a possible 
means of avoiding operation, but certainly 
any treatment that produces short-lived 
results or is of no value whatsoever is to 
be discoui’aged. 

Frequently today, De Quervain’s disease 
is treated as chronic tenosynovitis, chronic 
sprain, chronic arthritis, etc., in the out¬ 
patient clinics of large hospitals, and in¬ 
adequate measures, such as prolonged 
physiotherapy and/or even plaster casts, 
are resorted to for weeks or months. Both 
treatments are valueless and result in 
great economic loss to the patient. 

Pathologic Picture. —De Quervain’s dis¬ 
ease is the term applied to a painful, dis¬ 
abling condition affecting the tendon 
sheath overlying the tendons of the abduc¬ 
tor pollicis longus and extensor pollicis 
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brevis muscles at the radial styloid process 
of the wrist. Since the tendon sheath as a 
whole is usually involved and not merely 
the synovial lining between the sheath and 
the tendons, the best noneponymic term 
for this lesion is stenosing tendovaginitis 
or tenovaginitis. Both in the literature and 
in conversation, however, the term stenos¬ 
ing tenovaginitis is apparently used in¬ 
terchangeably with stenosing tendo or 
teno-synovitis. Therefore, the distinction 
between the two terms is purely academic, 
although an attempt to separate the two 
entities has been made by some authors, 
such as Griffiths 1 and Robinson. 2 

As has been stated, the disease affects 
the tendon sheath primarily, and in most 
instances its synovial lining is involved as 
well. 

This sheath is the fifth anatomic layer 
of tissue encountered in the region of the 
radial styloid process. The four layers ex¬ 
ternal to the sheath are the skin, two lay¬ 
ers of superficial fascia and the transverse 
fibers of the dorsal carpal ligament. In 
the deep layer of the superficial fascia lie 
the superficial veins and cutaneous nerves 
(Fig. 1). 


LAMPHIEP. ET AL.: DE QUERVAIN’S DISE \SE 



Fig. 1.—Parasagittal section, showing anatomic 
configuration in region of radial styloid. 


folding the remaining digits over it. 
If ulnar deviation of the hand is then 
brought about either actively or 
passively, a sharp, stabbing pain is 
experienced by the patient over the 
styloid process of the radius. This 
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Fig 2 ._Kidde-Robbins tourniquet,—This assures complete control of blood flow, an important factor 

during arm and leg operations. Pressure is regulated by a control knob which can be preset to the 
desired dial reading (0 to 1,000 mm. Hg.). This desired pressure is maintained absolutely constant 
until changed by turning the control knob or released by pushing the on-off switch. There is no dan¬ 
ger of loss of pressure even if the Freon container is removed or changed during the operation. Freon 
fs nontoxic and noninflammable. One function of this machine is to enable the surgeon to make rapid 
variations in applied pressure during an operation. Periodically, in long operations, controlled blood 
flow into tissues, near the operative site, allows for “aeration and nutrition” of tissues, thus giving 

a better final result. 
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sheath differs, depending on the duration 
of the lesion. There is little visible change 
in the sheaths in patients brought to op¬ 
erations early, except, perhaps, a slight 
excess of fluid between the sheath and the 
underlying tendons or a slight thickening 
of the sheath. 

In patients brought to operation late in 
the course of the disease, a greater variety 
of pathologic alterations is observed. Both 
the sheath and the epitendineum for one 
or both tendons may have changed color— 
from the norma] shining-pearl color to 
gray or reddish brown. The sheath is 
fibrosed and thickened in cases of long¬ 
standing disease. This fibrosis may lead 
to an hourglass constriction of the ten¬ 
dons. In some cases the fibrosis extends 
across the synovial cavity from the sheath 
to the epitendineum. Areas of fibrocarti¬ 
laginous change sometimes occur in the 
sheath,'' but ossification is rare. There is 
frequently a great amount of exudate in 
the synovial cavity, with swelling of the 
synovial lining. 


LAMPHini! ET AL.: DE QVKKVAl.VS HISEASE 

Three types of degeneration have been 
observed: 

1. Hyaline degeneration in the mark¬ 
edly thickened, dense, fibrous layers 
of the lateral sheath. 

2. Mucoid degeneration in the thick 
walls of the blood vessels in the loose 
fibroelastic connective tissue of the 
sheath. 7 

fi. Obliterative degeneration of the 
synovial lining in many places, with 
breakthrough of areolar or fibrotic 
adhesions. 

It has been hypothesized that degenera¬ 
tion of the sheath, due to pressure and/or 
friction, is the first change that takes place 
in cases of De Quervnin's disease; this is 
followed by exudative and hyperplastic 
activity, resulting in stenosis of the osteo- 
fibrous canal through which the two ten¬ 
dons pass along the styloid process. Of 
the three types of degeneration mentioned, 
however, at least the first two would seem 
to have occurred after previous fibroplasia 
and increased vascularity. 
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Dc Qucrvahi’s Disease: Summary of Cases* 



Patient’s 

Initials 

Aar 

Sex 

Occupation 

Duration of 
Symptoms Prior 
to Opcjvtion 

Time Since 
Operation 

Results 

1 . 

M. R. 

47 

F 

Switchboard operator 3 yr. 

3 yr. 2 mo. 

Excellent 

2. 

K. McG. 

42 

F 

Publisher 

2 mo. 

3 yr. 11 mo. 

Excellent 


Esm 

54 

F 

Religious teacher 

IlgXNKI 

5 yr. 

Excellent 


S. E. 

33 

M 

Loader 

6 weeks 

6 yr. 9 mo. 

Excellent 

6. 

L. B. 

42 

F 

Sub. Signal Co. 

7 mo. 

7 yr. 9 mo. 

Excellent 

6. 

M. W. 

42 

F 

Inspector 

Indefinite 

7 yr. 11 mo. 

Excellent 

7. 

M. S. 

57 

F 

Housewife 

6 weeks 

8 yr. 9yi mo. 

Excellent 





Waitress 

2 mo. 

9 yr. 

Excellent 


M. P. 

32 

F 

Salesgirl 

6 mo. 

4 yr. 11 mo. 

Excellent 





Checker 

2 mo. 

1 yr. 7 mo. 

Excellent 

ii. 

M. C. 

64 

F 

Housewife 

2 mo. 

6 yr. 2 mo. 

Excellent 

12. 

K. McD. 

35 

F 

Factory worker 

9 mo. 

9 yr. 1 mo. 

Excellent 

13. 

S.F. 

53 

F 

Religious teacher 

1 yr. 

3 yr. 10 mo. 

Excellent 

14. 

I. K. 

49 

F 

Nurse 

6 mo. 

2 14 mo. 

Excellent 

15. 

B. T. 

50 

F 

Housewife 

2 mo. 

2 yr. V/z mo. 

Excellent 

1G. 

I. G. 

31 

F 

Housewife 

4 mo. 

2 yr. 9 mo. 

Excellent 

17. 

F. F. 

50 

F 

Housewife 

4 mo. 

1 yr. yi mo. 

Excellent 

18. 

M. T. 

46 

F 

Religious teacher 

9 weeks 

1 yr. 1 mo. 

Excellent 

19. 

Sr. J. I. 

50 

F 

Religious teacher 

5 mo. 

2 yr. 6 mo. 

Excellent 

20. 

M. F. 

56 

F 

Housewife 

6 mo. 

10 mo. 

Excellent 

21. 

E. D. 

3G 

F 

Monitor 

12 weeks 

7 yr. 1 mo. 

Excellent 

22. 

R. K. 

23 

M 

Handler 

4 mo. 

1 yr. 6 mo. 

Excellent 

23. 

I. K. 

47 

M 

Physician 

1 mo. 

11 mo. 

Excellent 

24. 

M. A. 

34 

F 

Machine operator 

2 weeks 

1 yr. 6 mo. 

Excellent 

26 . 

C.M. 

26 

M 

Auto mechanic 

6 mo. 

1 yr. 6 mo. 

Excellent 

26. 

E. C. 

31 

F 

Housewife 

8 mo. 

1 yr. 

Excellent 

27. 

S. C. 

42 

M 

Plumber 

18 mo. 

9 weeks 

Excellent 

28. 

R. N. 

51 

F 

Machine operator 

6 weeks 

2 yr. 

Excellent 

29. 

S. W. 

27 

F 

Machine operator 

3 weeks 

2 yr. 

Excellent 

30. 

F. N. 

56 

F 

Stitcher 

9 mo. 

1 yr. 

Excellent 

31. 

L. R. 

48 

M 

Riveter 

11 mo. 

9 mo. 

Excellent 

32. 

N. C. 

.42 

F 

Seamstress 

19 mo. 

9 mo. 

Excellent 

33. 

F. F. 

29 

M 

Laborer 

6 weeks 

7 weeks 

Excellent 

34. 

W. T. 

30 

F 

Machine operator 

3 weeks 

2 mo. 

Excellent 

35. 

B. F. 

30 

F 

Painting 

5 weeks 

2J4 mo. 

Excellent 

36. 

T. T. 

44 

F 

Packer 

10 mo. 

7 mo. 

Excellent 

37. 

0. T. 

53 

M 

Laborer 

5 mo. 

1J4 yr. 

Excellent 
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Summary of Cases ( continued ) 

38. 

L. T. 

21 

F 

Salesgirl 

2/ x yr. 

9 mo. 

Excellent 

39. 

W. X. 

37 

F 

Fitter 

4 mo. 

G mo. 

Excellent 

40. 

G. B. 

33 

M 

Mechanic 

18 mo. 

4 mo. 

Excellent 

41. 

D.K. 

55 

F 

Cutter 

5 mo. 


Excellent 

42. 

S. C. 

54 

M 

Finisher 

1 JS yr. 


Excellent 

43. 

H.G. 

44 

M 

Carpenter 

7 mo. 


Excellent 

44. 

C. D. 

29 

F 

Cutter 

11 mo. 


impro\ement 

45. 

M. D. 

45 

F 

Cutter 

3 mo. 


Excellent 

40. 

L. D. 

43 

M 

Laborer 

3-4 mo. 

1 yr. 1 mo. 

Excellent 

47. 

M. .1. 

41 

F 

Packer 

1 mo. 

1 yr. 1 mo. 

Excellent 

48. 

D. I). 

17 

F 

Student 

G-7 mo. 

3 yr. 2 mos. 

Excellent 

49. 

A. C. 

58 

F 

Housewife 

Several mo. 

gRSMiii 

Excellent 

no. 

M. Mel. 

29 

F 

Packer 

10 mo. 

1 yr. G mo. 

Excellent 

51. 

A.B. 

42 

F 

Waitress 

7 weeks 

1 yr. G mo. 

Excellent 

r, 2 . 

V. B. 

38 

M 

Truck driver 

1 mo. 

1 mo. 

Excellent 

.93. 

. 1 . H. 

10 

M 

Laborer 

3'. yr. 

2 yr. 4 mo. 

Excellent 

.91. 

A. A. 

49 

F 

Housewife 

0 weeks 

8 mo. 

Excellent 

.9.3. 

S. Mnt I). 

00 

M 

Shoe worker 

3 yr. 

3 yr. G mo. 

Excellent 

no 

i: u. 

11 

r 

Housewife 

2 mo. 

1 yr. 5 mo. 

Excellent 

.97. 

K. A. 

49 

F 

Housewife 

0 mo. 

2 jr. 4 mo 

Excellent 

ns 

1. B. 

28 

r 

Housewife 

9 mo. 

5 mo. 

V.\ccU< ’It 

.99 

M. Mnt 1). 

24 

M 

Factory wot 1 er 

10 weeks 

3 yr. 

Excelb ut 

00 

N. P. 

oil 

M 

Salesman 

2 '. mo. 

4 yr. ‘2 mo 

Fxcrlb ut 

01 

Mi K. 

.92 

F 

House w ife 

3'. yr. 

3 \r. r, mo 

Exrr lb rit 

1 J 

M. I. 

19 

1 ' 

Cb tl -t> pist 

0 w ( el s 

2 \r. 3 mo. 

Hit * lb ut 

t’l 

A M 

r.s 

F 

Meat wori < r 

•) mo 

T) mo. 

F’ > 19 > t 

<-; 

t. S 

• » » 

M 

I>< I’m rj 11 .n 

4 mo 

1 jr. 3 n < 

!><<!!■ • t 

< 9 

II S 

fo 

\1 

K\r >ltlM 

:* n o. 

♦< > r. 2 r \ » 

Etc.■; 

1 < 

i: m 

• *r 

F 

I)e < rate ; 

" r o 

7! \ r. :i .» 

• '*« * ! 

i 7 

< ii 

* 1 

F 

H« *vif« 

" > 
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De Qucrvain’s Disease: Summary of Cases* 



Patient’8 
Initials 

Age 

Sex 

Occupation 

Duration of 
Symptoms Prior 
to Operation 

Time Since 
Operation 

Pc8Ult8 

1. 

M. R. 

47 

F 

Switchboard operator 3 yr. 

3 yr. 2 mo. 

Excellent 

2. 

K. McG. 

42 

F 

Publisher 

2 mo. 

3 yr. 11 mo. 

Excellent 

3. 

A. P. 

54 

F 

Religious teacher 

7 yr. 


Excellent 

4. 

S. E. 

33 

M 

Loader 

6 weeks 

6 yr. 9 mo. 

Excellent 

5. 

L. B. 

42 

F 

Sub. Signal Co. 

7 mo. 

7 yr. 9 mo. 

Excellent 

6. 

ill. W. 

42 

F 

Inspector 

Indefinite 

7 yr. 11 mo. 

Excellent 

7. 

M. S. 

57 

F 

Housewife 

6 weeks 

8 yr. 9]/i mo. 

Excellent 

8. 

N. L. 

51 

F 

Waitress 

2 mo. 

9 yr. 

Excellent 

9. 

M. P. 

32 

F 

Salesgirl 

6 mo. 

4 yr. 11 mo. 

Excellent 

10. 

R. C. 

32 

F 

Checker 

2 mo. 

1 yr. 7 mo. 

Excellent 

11. 

M. C. 

64 

F 

Housewife 

2 mo. 

6 yr. 2 mo. 

Excellent 

12. 

K. McD. 

35 

F 

Factory worker 

9 mo. 

9 yr. 1 mo. 

Excellent 

13. 

S. F. 

53 

F 

Religious teacher 

1 yr. 

3 yr. 10 mo. 

Excellent 

14. 

I. K. 

49 

F 

Nurse 

6 mo. 

2J4 mo. 

Excellent 

15. 

B. T. 

50 

F 

Housewife 

2 mo. 

2 yr. lyi mo. 

Excellent 

16. 

I. G. 

31 

F 

Housewife 

4 mo. 

2 yr. 9 mo. 

Excellent 

17. 

F. F. 

50 

F 

Housewife 

4 mo. 

1 yr. Vi mo. 

Excellent 

18. 

M. T. 

46 

F 

Religious teacher 

9 weeks 

1 yr. 1 mo. 

Excellent 

19. 

Sr. J. I. 

50 

F 

Religious teacher 

5 mo. 

2 yr. 6 mo. 

Excellent 


M. F. 

56 

F 

Housewife 

6 mo. 

10 mo. 

Excellent 

21. 

E. D. 

36 

F 

Monitor 

12 weeks 

7 yr. 1 mo. 

Excellent 

22. 

R. K. 

23 

M 

Handler 

4 mo. 

1 yr. 6 mo. 

Excellent 

23. 

I. K. 

47 

M 

Physician 

1 mo. 

11 mo. 

Excellent 

24. 

M. A. 

34 

F 

Machine operator 

2 weeks 

1 yr. 6 mo. 

Excellent 

2S. 

C.M. 

26 

M 

Auto mechanic 

6 mo. 

1 yr. 6 mo. 

Excellent 

26. 

E. C. 

31 

F 

Housewife 

8 mo. 

1 yr. 

Excellent 

27. 

S. C. 

42 

M 

Plumber 

18 mo. 

9 weeks 

Excellent 

28. 

R. N. 

51 

F 

Machine operator 

6 weeks 

2 yr. 

Excellent 

29. 

S. TV. 

27 

F 

Machine operator 

3 weeks 

2 yr. 

Excellent 

30. 

F. N. 

56 

F 

Stitcher 

9 mo. 

1 yr. 

Excellent 

31. 

L. R. 

48 

M 

Riveter 

11 mo. 

9 mo. 

Excellent 

32. 

N. C. 

.42 

F 

Seamstress 

19 mo. 

9 mo. 

Excellent 

33. 

F. F. 

29 

M 

Laborer 

6 weeks 

7 weeks 

Excellent 

34. 

W.T. 

30 

F 

Blachine operator 

3 -weeks 

2 mo. 

Excellent 

35. 

B. F. 

30 

F 

Painting 

5 weeks 

2 y 2 mo. 

Excellent 

36. 

T. T. 

44 

F 

Packer 

10 mo. 

7 mo. 

Excellent 

37. 

O.T. 

53 

M 

Laborer 

5 mo. 

D/i yr. 

Excellent 
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Summary of Cases (continued) 


38. 

L. T. 

21 

F 

Salesgirl 

2; 1 yr. 

9 mo. 

Excellent 

39. 

W. X. 

37 

F 

Fitter 

4 mo. 

6 mo. 

Excellent 

40. 

G. B. 

33 

M 

Mechanic 

IS mo. 

4 mo. 

Excellent 

41. 

D. K. 

55 

F 

Cutter 

5 mo. 

8 mo. 

Excellent 

42. 

S. C. 

54 

M 

Finisher 

V / 2 XT. 

S mo. 

Excellent 

43. 

H.G. 

44 

M 

Carpenter 

7 mo. 

1 yr. 

Excellent 

44. 

C. D. 

29 

F 

Cutter 

11 mo. 

G mo. Xo improvement 

4 a. 

M.D. 

45 

F 

Cutter 

3 mo. 

G mo. 

Excellent 

4G. 

L. D. 

45 

M 

Laborer 

3-4 mo. 

1 yr. 1 mo. 

Excellent 

47. 

M.J. 

41 

F 

Packer 

1 mo. 

1 yr. 1 mo. 

Excellent 

48. 

D. D. 

17 

F 

Student 

G-7 mo. 

3 yr. 2 rao'. 

Excellent 

■59. 

A. C. 

58 

F 

Housewife 

Several mo. 

2 yr. 

Excellent 

SO. 

M. Mel. 

20 

F 

Packer 

10 mo. 

1 yr. G mo. 

Excellent 

51. 

A. B. 

42 

F 

Waitress 

7 weeks 

1 yr. G mo. 

Excellent 

52. 

V. B. 

38 

M 

Truck driver 

1 mo. 

1 mo. 

Excellent 

53. 

.1. H. 

40 

M 

Laborer 

1 yr. 

2 yr. 4 mo. 

Excellent 

51. 

A. A. 

49 

F 

Housewife 

G weeks 

8 mo. 

Excellent 

55. 

?. Mad). 

GO 

M 

Shoe worker 

3 yr. 

3 yr. G mo. 

Excellent 

5(1. 

E. B. 

41 

F 

Housewi fc 

2 mo. 

1 yr. 5 mo. 

Excellent 

57. 

K. A. 

43 

F 

Housewife 

G mo. 

2 yr. 4 mo. 

Excellent 

5V 

l.B. 

28 

F 

Housewife 

9 mo. 

5 run. 

Excellent 


M. Mad). 

21 

M 

Factory worker 

10 week' 

1 yr. 

Excellent 

GO. 

N. P. 

30 

M 

Salesman 

2'. mo. 

4 yr. 2 mo. 

Excellent 

Gl. 

Mi-. K. 

V’ 

V 

Housewife 

O', yr. 

•> yr. C mo. 

Excellent 

r j. 

M. I. 

19 

r 

Cletk-typi't 

( r 7.c 

2 yr. 3 mo. 

Exc< llrot 

«*> 

A. M. 


r 

Mf nt v. or JvC r 

V, rr.o 

5 rr.o. 

Exrelb nt 

♦» j. 

G. ?. 


M 

I>« li\i ry j»» 4 »i 

4 mo. 

1 yr. r. mo. 

Exr« Hent 

♦ •, 

11 S 

n> 

y t 

E' < 'U{!\* 

o m.o. 

•» >!. 2 m ». 

Excellent 


r. m 
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I*i "orato: 
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Summary of Cases (continued) 

77. 

C. S. 

27 

F 

Assembly worker 

2^ yr. 

10 mo. 

Excellent 

78. 

R. K. 

45 

F 

Housewife 

8 mo. 

lyi yr. 

Excellent 

79. 

H. D. 

33 

F 

Salesgirl 

1 yr. 

3 mo. 

Excellent 

80. 

M. H. 

26 

F 

Clerk 

2 mo. 

2'/. yr. 

Excellent 

81. 

J. A. 

53 

F 

Housewife 

3 yr. 

5 mo. 

Excellent 

82. 

M. P. 

41 

F 

Switchboard operator 

18 mo. 

2 yr. 10 mo. 

Excellent 

83. 

A. N. 

35 

F 

Nurse 

5 mo. 

1 yr. 1 mo. 

Excellent 

84. 

M. C. 

27 

F 

X-ray assistant 

1 mo. 

4 yr. 

Excellent 


'Part of table reproduced by courtesy of Annals of Surgery 138:839 (Dec.) 1953. 


casting-, piano-playing, bricklaying or op¬ 
erating a telephone switchboard. 

For some reason, the disease is more 
than three times as common in women as 
in men. As was pointed out by Bunnell, 11 
the angulation of the tendons of the ab¬ 
ductor pollicis longus and the extensor 
pollicis brevis at the styloid process is defi¬ 
nitely greater in women than in men. An¬ 
other possible factor is that more women 
are working in factories today than ever 
before and are being subjected thereby to 
unusual manual labor. This explanation 
does not account for the fact that many 
patients are housewives. 

The age incidence is highest between 25 
and 65 in the majority of cases reported. 

Most authors report that the right and 
left hands are affected with equal fre¬ 
quency. The lesion is usually unilateral. 

Constant trauma is generally accepted 
as the main predisposing factor. By “con¬ 
stant” is meant either continuous over 
long periods, or repetitive, with intermit¬ 
tent breaks between short, discrete pe¬ 
riods of traumatization. A bricklayer who 
works eight hours a day might be said to 
undergo continuous traumatization, while 
a housewife who darns one pair of socks 
every three days or so undergoes repeti¬ 
tive traumatization. 

Surgical Treatment and Technic. —Sur¬ 


gical intervention is the treatment of 
choice for De Quervain’s disease. Other 
methods have little lasting effect. Immo¬ 
bilization of the hand is effective only 
while the hand is splinted. Since the pa¬ 
tient cannot use his hand adequately dur¬ 
ing this period, this procedure cannot be 
considered a satisfactory cure; it is only 
a temporary one. If the patient is a wage 
earner, this state of immobilization is 
many times more economically damaging 
than it might be to a housewife. 

In spite of the claims of Christie' and 
Wolin 12 as to the efficacy of cortisone, or 
a derivative thereof, we have observed 
that this treatment has no lasting effect. 

During the surgical procedure, intra¬ 
venous Pentothal is the anesthetic of 
choice unless contraindicated. With this 
anesthetic, tissues are not distorted by 
local injections of procaine hydrochloride 
near the site of the lesion. A dry field is 
obtained by means of a pneumatic type of 
tourniquet, maintained at 300 mm. of mer¬ 
cury, around the upper part of the arm. 
An avascularized field aids in location of 
the main nerve trunk and the three 
branches of the superficial radial nerve 
that are present around the styloid. 

After the cutaneous surfaces of the ex¬ 
tremity have been prepared with ether 
and Zephiran, the hand and wrist are 
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draped with sterile stockinette. The stock¬ 
inette is divided longitudinally over the 
distal end of the radius, and a longitudinal 
incision about 2 inches (5 cm.) long is 
made over the styloid through the skin and 
subcutaneous layers of the superficial fas¬ 
cia, care being taken to avoid nicking the 
superficial radial nerve and its branches. 
This nerve supplies sensory fibers to most 
of the lateral part of the dorsum of the 
hand. 

The transverse fibers of the dorsal-car- 
pal ligament, and then, in turn, the syno¬ 
vial sheath are incised longitudinally. The 
cut edges of the sheath are excised as much 
as possible, thus completely baring the 
involved tendons. “This latter maneuver 
prevents the possibility of a recurrence 
and any further disability resulting from 
a re-adherence of the divided ends of the 
sheath." 1 ' 1 Only the skin is sutured on 
closing, and a firm gauze dressing is then 
applied, reinforced with an ace bandage. 
Active motion is instituted on the day 
after the operation. Skin sutures are re¬ 
moved on the seventh or eighth postopera¬ 
tive day. The average person can resume 
work on the tenth or twelfth day, although 
he or she is actually free of pain from the 
first day. 

m'.M'.Mi. 


EAMPHIER XT .A 1,.; DE QU EE VAIN'S DISEASE 
RESUMES 

Se presentan una serie de S4 casos de 
enfermedad de De Quervain: 83 (el 9970 
ban sido tratados con exito quirurgica- 
mente. El tratamiento conservador es 
inutil va que se prolongs la enfermedad 
con la eonsiguiente perdida de horas de 
trabajo. La inyeccion local de hidrocor- 
tisona carecen de valor. 

La causa de la enfermedad es descono- 
cida aunque en dos ambientes industriales 
se la relaciona con el trabajo manual. Este 
es,tudio acaba describiendo el tratamiento 
quirurgico de esta enfermedad. 

St-’MARIO 

Apresenta uma serie de -IS casos de I)e 
Quervain. Otienta e ires (997) dos pa- 
cientes for am tratados cirurgicamente 
com sucesso. Diz que a terapeutica con- 
servndora e alt amen te desencorajante 
porque prolonga a incapacidade e aumenta 
a pcrda de horas de trabalho. As injuries 
de hidroeortisona nfio tcm valor nesta sin- 
drome. No presente a etiologia pin da <"■ 
desconliecida emhora se jiense. nos cir- 
culos industrials, que o traumatismo esta 
em causa, como produto do trabalho ma¬ 
nual. Descrcve uma tecnica ciriirgiea jiara 
a mole-tia do De Quervain. 
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Die wirkliche Ursache der Krankheit 
ist unbekannt, wenn auch in industriellen 
Kreisen allgemein angenommen wird, dass 
eine Beziehung zu manueller Arbeit be- 
steht. 

Die chirurgische Technik zur Behand- 
lung der De Quervainschen Krankheit 
wird beschrieben. 
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When patients who are not febrile complain of headache and noises in the head, 
vertigo, slowness of speech and numbness of the hands, expect them to become either 
epileptic or to suffer from apoplexy, or to suffer from loss of memory. 

—Hippocrates 
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Otorhinolaryngologic Surgery 


Psychologic Factors in Carcinoma 
of the Head and Neck 

JOHN' J. COXLEV, M.D.. F.A.C.S. 

XKW YORK CITY, XEW YORK 


ALL patients suffering from carcinoma 
/.A are confronted by the distressing 
* specter of treatment, either by 
operation by or irradiation, that will elim¬ 
inate or alter an organ of the body, inter¬ 
fere with the body image, impair their 
general and specific functional capacities 
and may ultimately terminate in death. 
For most persons contemplation of these 
events results in anxieties, depressions and 
panic of various degrees and duration. 
The thought of giving up an area of one’.- 
hodv and all Hint an organ has actually or 
imaginatively meant, disrupts the living 
plan that has been evolved during the pa¬ 
tient's lifetime. It is tfii-s disruption, phis 
the demand for developing a new adaptive 
program — with its threat- of persona! 
failure and g. neral rejection—that domi¬ 
nate- th<‘ emotion;,] elimat-. The fear of 
death, combined with the fear of a worth¬ 
ier life, haunt- the patient. 


The treatment c( carcinoma of the 
head and neck imposes special func¬ 
tional and esthetic problems. Serious 
mental and psychic disturbances are 
possible and should be auerded 
against by all available meens. 

The author presents a brief classi¬ 
fication of patients with carcinoma of 
the head and neck, showing clearly 
that wide variations exist in their 
bcsic altitudes towerd carcinoma 
and its treatment. Ecch patient re¬ 
flects the specific mores of his own 
background from infancy on, and it is 
in the light cl these composite influ¬ 
ences that the surgeon should inform 
him about his condition and its treat¬ 
ment. A. series of office interviews is 
described, which, if properly han¬ 
dled, will do much to clarify the r:t 
action for the rorm.it. Similar tec- 
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focus activities that have been carried on, 
previously, on the reflex and instinctive 
levels and quite naturally have been taken 
for granted. 

Loss of a tissue area in the head and 
neck always causes a downgrading of the 
conception of the body image. The poig¬ 
nancy of this fact is emphasized by the 
lack of adequate camouflage and conceal¬ 
ment possible in this exposed and con¬ 
spicuous area. 

Excisional surgical procedures in the 
head and neck often contain the paradox 
of effecting a cure of carcinoma without 
commensurate gratitude on the part of the 
patient. This is understandable, since 
the patient did not desire either the car¬ 
cinoma or the extirpating operation, and, 
although the carcinoma was successfully 
removed, the resultant alterations in func¬ 
tion and esthetics are not only a burden 
but a continuous reminder of this un¬ 
pleasant experience. Disappointment and 
rejection often dominate the picture. This 
stands in sharp contrast to the attitude of 
the person whose body image conception 
has been upgraded by the surgical correc¬ 
tion of a simple deformity, as a result of 
the patient’s specific desires and hopes. 

The patient must have a reason, either 
real or unreal, for the catastrophe of car¬ 
cinoma. In order to preserve itself and 
prevent collapse or disorganization, the 
mechanism must develop and accept the 
answer to the questions “What caused 
this?” and “Why do I have it?” The con¬ 
cept of nihilism is unacceptable to man, 
and he substitutes his beliefs and specula¬ 
tions in the analysis of his problem. The 
activity of his analysis increases in pro¬ 
portion to his conception of the serious¬ 
ness and threat of his disease. The patient, 
of course, feels obligated to establish his 
own beliefs and reasons when his physi¬ 
cian tells him there is no known cause for 
his disease. 

Even when the physician presents an 


apparent or obvious etiologic factor, the 
patient will frequently garnish this with 
his own beliefs. His own analysis, inac¬ 
curate as it may be, has much more mean¬ 
ing for him than textbook deductions. His 
beliefs develop along the lines of natural 
or superficial causes. Simple and com¬ 
plicated formulae are developed on the 
basis of some reality or phantasy about 
smoking, bad teeth, dental appliances, 
drinking, excessive eating, undereating, 
bad working habits, injury, lack of vita¬ 
mins, gas fumes, wrongdoings, failures, 
infidelity and anything that might fit into 
the pattern. 

In most instances, these beliefs and 
analyses are essential and helpful to the 
patient. They should not be destroyed 
unless they prove obstructive or harmful. 

Classification of Types. — There is no 
specific classification of human beings and 
their responses to radical operation for 
carcinoma in the head and neck. The com¬ 
binations of multitudes of situations and 
forces make predictions inaccurate. From 
a practical point of view, almost anything 
is possible. 

The fundamental responsibility of the 
physician is a conception of what this type 
of malignant disease and its treatment 
mean to the individual patient. To carry 
this out in its fullest sense is a most chal¬ 
lenging proposition, requiring comprehen¬ 
sion that the patient’s adaptive potential, 
the domestic climate, the timing and 
rhythm, the economic status and the tech¬ 
nical aspects of the operation are all inter¬ 
related. 

In a superficial way, certain groups of 
patients stand out. Those patients who 
can relate themselves to others, and who 
are in the habit of so relating themselves 
in the past in a balanced fashion, possess 
the best working facility for adaptation. 
Overrelation, on the other hand, can prove 
to be a great handicap. 

Those who have not achieved human re- 
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lations in the past, who are not trusting 
but appear to be independent and self- 
sufficient, experience great difficulty when 
the technics and pillars of their adapta¬ 
tions are destroyed by radical surgical 
treatment, and they are forced into a posi¬ 
tion in which relatedness is essential. This 
group contains persons who appear to be 
unusually casual during the first two inter¬ 
views, who demand to know everything 
about their disease, even the depressing 
aspects, and who state that they “can take 
it.” It also contains those who immediately 
attempt to rehabilitate themselves without 
dependency or trust, on the basis of self- 
mastery. Delayed depressions, psycho¬ 
somatic syndromes a n d hypochondriac 
tendencies are not uncommon in this 
group. 

Palicnts may also be grouped, in a gen¬ 
eral way, in respect to their orientation 
to the medical profession. The person 
who submits to an annual or biannual 
examination with the hope that the exami¬ 
nations will reveal him to be normal year 
after year—and with the secondary hope 
that if a malignant process should develop 
it will be detected at an early date and in 
a curable stage—is better adjusted to med¬ 
ical examinations, to-ts, reports and ad¬ 
vice than is one who does not. In general, 
these person^ understand the developing 
situation in a more comprehensive way 
and are more willing to accept proffered 
ndvici with less anxiety and confusion. 
The factors of delay in m eking advice, 
d'lay in diagrio is ar.d delav in treatment 
ate minimal in this group. 


CONLEY: FSYCHOLOGIC FACTORS IN CARCINOMA 

solve spontaneously within a few weeks or 
months. The persistence of a minor symp¬ 
tom is not so strong a motivating factor 
in seeking help as is the progression of 
the symptom to distortion of the body 
image, impairment of body function and 
the advent of pain. On the instinctive 
level the patient does not desire to learn 
that he has a serious illness that might 
threaten his life, and delays treatment by 
evasive action and subterfuge. This group 
responds favorably to the insistence of 
well-meaning relatives and friends that 
medical advice be sought. Its members 
fall naturally into the pressures of the 
medical mores of our time. 

A third group, the smallest, is domi¬ 
nated by uncontrollable fear and insecu¬ 
rity germinated by obsessive indulgence 
and broodings about carcinoma, which are 
supported by deep psychoneurotic and 
psychotic patterns. This type of person 
is compelled to seek out one rtoctor after 
another and to insist not only on the high 
possibility of the disease being present, 
but on its actual presence in spite of nega¬ 
tive indications. Obviously, be needs pro¬ 
fessional psychiatric help. 

It is impossible to establish a fixed set 
of rules in dealing with the patient in the 
consulting room. The specialist concerns 
himself with throe areas of activity, all 
interrelated: namely, establishing tin- 
diagnosis, planning the treatment and 
evaluating the patient's emotional capac¬ 
ity to accept and adju-t to thi- new. 

v.-re and threatening situation. All 
the aforenwntifinf li a;,.. 
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hensiveness. The criteria of actual suc¬ 
cess are not reflected in the published five- 
year cure rate if successful readjustment 
and adaptation to the alterations of func¬ 
tion and esthetics are absent. 

The patient reflects the mores of his 
specific background in dealing with his 
carcinoma problem. This is the founda¬ 
tion of many of his broad deductions and 
adjustments. Specific patterns, fertilized 
in the domestic scene in infancy and relat¬ 
ing to special organs, interlace the adap¬ 
tive pattern. This background modulates 
the immediate family, working, sociologi¬ 
cal and economic areas. It is in the light 
of these composite forces that the surgeon 
informs his patient of his disease, its 
management and its inevitable alterations 
in the patient’s life. There is certainly 
no rigid formula in these circumstances 
for emotional evaluation. One must be 
guided by devotion to the patient’s wel¬ 
fare. 

The Office Consultation .—Once a pa¬ 
tient has decided to seek medical aid and 
appears in the physician’s office for the 
first time, a sequence of events will de¬ 
velop that will have direct bearing upon 
the patient-doctor relation. There is no 
rigid or specific set of rules and regula¬ 
tions that can be applied to all patients. 
Everything that happens, however, is of 
extreme importance to the patient. 

The first visit should be marked by 
warmth, friendliness and the assurance 
that the physician is interested in the pa¬ 
tient’s problems and welfare. The atti¬ 
tude of the secretary, the atmosphere in 
the waiting room, the history taking, the 
physical examination, the reaction to the 
physician, whether the diagnosis is al¬ 
ready known by the patient, whether the 
patient was referred by another doctor or 
another patient, unnecessaiy delays in 
handling the patient, arranging for diag¬ 
nostic tests which include roentgen stud¬ 
ies, chemical and biologic examinations, 


etc., the approach to an office biopsy, if 
one is carried out, and its meaning, and 
the departure with a specific date to re¬ 
turn—all of these determine the atmos¬ 
phere for the patient’s eventual adaptation 
to his problem. 

The patient should feel that the first 
examination is devoted to investigation, 
analysis and diagnosis. Having a new 
patient wait for a long time in a combined 
waiting room with postoperative patients 
showing conspicuous esthetic deformities 
and also with patients who are extremely 
sick, either treated or untreated, is a shock 
that is often more than he can endure. 

The orientation of the patient to his 
disease begins with an analysis of the pa¬ 
tient himself. Pertinent information may 
be obtained from several other responsible 
members of the family group concerning 
his habits, weaknesses, strengths, hopes, 
etc. The status in respect to being male, 
female, the working member, single or 
leader all have bearing. The moral and 
religious philosophy, combined with the 
relation in the family group, is so impor¬ 
tant that arbitrary action against the pa¬ 
tient to compel him to see everything in 
the light of the surgeon’s expei-ience may 
result in disaster. A patient’s way of 
“seeing things” has more meaning for 
him than a second or a third person’s de¬ 
ductions. When feasible, the patient should 
understand the essentials of his problem 
on the basis of his own comprehension 
and feeling. In every instance, he must 
be helped to reach this point. 

The second visit is a much more com¬ 
plex experience for all concerned. It 
bi’ings into focus the physician’s philos¬ 
ophy with regard to carcinoma and its 
relation to the patient. It confronts the 
physician with the request for the amount 
of information the patient desires to have 
and his responsibility to estimate how 
much of this information is absorbable by 
the patient. 
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This interview with the patient consists 
of a review of the reports of the various 
tests, with emphasis on the positive and 
undisturbing factors. The physician 
should attempt to present this material 
with personal interest and warmth and 
not to display himself as a threatening, 
impersonal and hostile agent. In most 
instances, some discussion of the diag¬ 
nosis, with an explanation of the disease 
and its behavior, is helpful. Undue pes¬ 
simism at this time is distinctly harmful. 
A discussion of the treatment should en¬ 
compass what organs are involved, what 
will be removed, why it is necessary and 
some of the problems and handicaps this 
will create. Encouragement should be 
given concerning the operative technic, 
and reassurance about the type of anes¬ 
thesia, as these are often disconcerting 
factors to the patient. 

An explanation of the disease and the 
facts pertinent to the case, even though 
this has an immediate depressing effect, 
will serve to mitigate anxieties as the pro¬ 
gram progresses. From a moral point of 
view the patient is entitled to be informed 
of the facts of his case, and they should 
not be withheld unless there is clear-cut 
evidence that knowledge of the truth 
would be detrimental. The amount of 
factual information to be imparted j\ an 
indhidual ipa Aion with each patient. One 
of the most important facets ;i t this point 
is the manner in which thi' information 


CONLEY: PSYCHOLOGIC FACTORS IN CARCINOMA 

lenge and passion for mechanical perfec¬ 
tion leads to an impersonal type of 
preoccupation. This is used as a shield 
against the great humanity and compas¬ 
sion that are natural products of the work. 
Unfortunately, these life experiences are 
repressed because of the fear of their 
reality and strengths. What a miracle 
might be achieved if this understanding 
were used to its fullest depth. 

A brief discussion of the pertinent fac¬ 
tors in the immediate postoperative period, 
the length of time that it will be necessary 
to remain in the hospital and the rehabili¬ 
tation period at home will prepare the 
patient for the entire experience. Every 
patient with carcinoma suffers during this 
interview. Utter anxiety and depression, 
with fear as their root, assume a dominant 
role in his pattern of behavior. They may 
regress, remain stationary or advance into 
disorganization, psychic turmoil and panic. 
This is perhaps the most critical time in 
the relation of the patient with his physi¬ 
cian. Proper personal orientation at this 
juncture will facilitate all of the future 
adjustments. 

A vast majority of patients r<cover 
from the original shock of the reality of 
the illness and proceed with tie- operation. 
A small percentage elect to moI: another 
opinion for confirmation and then r. turn 
for tin* advi-ed treatment. A few path re¬ 
search for an an-wer to the;r 5 robleni bv 
hv-ierieaii y going from one doctor to 
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come hopeless. Another small group re¬ 
jects treatment completely in the full 
knowledge of the prognosis, tragically con¬ 
vinced that they have no significant reason 
to make a heroic struggle against such a 
deadly enemy. Their equanimity (aided 
by alcohol and narcotics) is often inspira¬ 
tional. It is obvious that coercion of this 
type into a mutilating operation would be 
severely resented. 

The Hospital Experience .—The day of 
entrance into the hospital is usually asso¬ 
ciated with increased fear and anxiety. 
Patients may become tense, excited and 
hostile. Some feel lost and become panicky. 
They are not supported by seeing other 
postoperative patients in a state of marked 
debility. 

Occasionally, however, a patient is re¬ 
lieved by entering the hospital. The con¬ 
ception of this institution as a haven 
where his problem will be resolved by 
foi'ces and persons he trusts creates an 
attitude of confidence and well-being. 

Another special event in the sequence of 
this experience is the day of the operation 
itself. Fear of death increases, and it is 
compounded b}' fear that the operation 
will be a failure, fear of the anesthetic 
and fear of complications. 

In the immediate postoperative period 
in the hospital many of the preoperative 
fears have disappeared but are replaced 
by fear of the customary postoperative 
weakness and its threat to rehabilitation, 
fear that the operation might have proved 
more serious than was anticipated and 
fear of the irrevocable alterations in the 
physiologic functions of the head and neck. 
There is depression at the early handi¬ 
caps and attendant inconveniences in this 
period. There is great anxiety and a 
strong desire to make rapid progress. 

A certain amount of dependence, curi¬ 
osity and questioning is a normal reaction 
to these anxieties and fears and should be 
accepted with the hope that the answers 


will give reassurance and facilitate the 
adjustment. Any minor complications in 
the area of the operation or wound, or of 
a systemic nature, are met with great 
anxiety by the patient, usually out of all 
proportion to their physiologic signifi¬ 
cance. 

The Return Home .—The last step on the 
program for the patient is convalescence 
at home. Almost all patients are eager 
to go home; some, even before their 
wounds are completely healed. The home 
situation obviously means more to the pa¬ 
tient than the hospital care and security. 
Contact with the family group under these 
altered postoperative conditions may be¬ 
come adjusted into a healthy and positive 
phenomenon for the patient or may prove 
to be quite depressing. This depends, in 
the main, upon the emotional status of 
the family group prior to the operation. 
If it has been a healthy attitude, it is likely 
not to change, even though it will undergo 
considerable strain. 

The domestic situation developed over a 
period of years by personal contact, adap¬ 
tation and adjustment, whether on the real 
or on a fantastic level, gives certain mean¬ 
ing and significance to the situations and 
pressures that confront us. The home has 
quite naturally become a place of refuge 
and security, and, in time of external 
stress, can offer the greatest facility for 
protection and rehabilitation. The per¬ 
sonal relations existing among the various 
members of the family group constitute 
the basis of this security. In the final 
analysis, the climate of the domestic situa¬ 
tion may be the deciding factor in the 
success or failure of a patient to recover 
from a major operation in the head and 
neck. 

It does, however, have the capacity of 
exaggerating intrinsic weaknesses and 
precipitating latent hostility. There is no 
basis for belief that an operation will 
cause improvement in a degenerated fam- 
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ilv situation. On the other hand, there is 
evidence that an operation will often 
exaggerate friction, disagreement and 
maladjustment. 

The principal figure in the family group 
is, quite naturally, the spouse. If there is 
a mutual feeling of affection, respect, 
trust, dependence and healthy sexual rela¬ 
tions, then the rehabilitative program in 
the home should progress satisfactorily. 
The spouse, under these circumstances, 
will usually participate and be helpful, not 
only in actual bodily care, if that is neces¬ 
sary, but in the adjustments necessary 
about the home and in his or her own per¬ 
sonal emotional adaptations. The aver¬ 
age postoperative head and neck problem 
does not require extensive or repetitive 
physical care, and when it is indicated it 
is usually not repulsive. It is limited to 
the region of the head and neck and not 
associated with the sexual organs or the 
sexual act. which are often dynamic and 
complicating factors in operations in other 
regions of the body. Neither is it asso¬ 
ciated with the alimentary tract, which 
may have unpalatable implications in the 
handling of feces and local body care. 
When it is necessary to perform a gastros¬ 
tomy on a patient with head and nod; 
problems, the patient usually prefers and 
is usually capable of managing the care 
of his body himself. 
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If the domestic situation has been 
fraught with preoperative hostilities, 
antagonisms, a lack of respect and trust, 
little mutual support or dependence and 
poor sexual relations, the spouse is usually 
of no help. The situation frequently be¬ 
comes overtly destructive and reduces the 
possibilities of successful adjustment dur¬ 
ing the rehabilitation program. The vari¬ 
ants that can develop cover all types of 
behavior pattern. Many persons regress 
to depressed, shameful, quiet secretive¬ 
ness. Occasionally one will attempt to 
seek reassurance and security by exag¬ 
gerated externalization. ostentatiousness 
and aggressively promiscuous sexual activ¬ 
ities. These curious abnormalities are 
used as foils and excuses for neurotic 
excesses. This course usually leads to 
disaster because of the insatiable and 
devious nature of the emotional demands. 
Unfortunately, other members of the 
household may be greatly disturbed dur¬ 
ing this period. 

Recovery and adjustment of a patient in 
the absence of the family group pattern 
is often complicated, protracted and in¬ 
complete. It rarely attain® the succo«® of 
the “good spoiwe” situation. 

The parent's reaction to the children 
centers essentially around a desire not to 
be a burden to them, to limit the dco.-rd- 
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fear of separation and fear of the death 
of the child cause violent emotional ten¬ 
sions, primarily in the mother. If the 
treatment proves unsuccessful, these ex¬ 
periences leave a variety of permanent 
emotional scars. 

A factor often ovei’looked by the physi¬ 
cian is the coexistence of other serious 
problems in the family group, possibly 
affecting another member yet reflecting it¬ 
self on the patient. These may cover a 
vast range of living circumstances—finan¬ 
cial problems, illnesses of other members 
of the group, incapacitation of a spouse 
and the troubles and problems that can 
affect children. These frequently add a 
great adaptive burden to the patient’s load 
and must be given consideration in the 
overall management. 

Loss of a Specific Organ .—The loss of 
a specific organ has the general effect of 
impressing the patient with a sense of 
lowered physical vitality. There is no 
parallel between the function of the organ 
and the amount of strength and vitality 
lost. 

The loss of organs that have been em¬ 
phasized in the attempt to attain security 
and recognition, and have consequently be¬ 
come excessively important in the patient’s 
life, has a much greater debilitating effect 
than the removal of an organ that was 
limited to physiologic activity alone. This 
loss of vitality causes depression and in¬ 
ability to work. It prolongs rehabilita¬ 
tion and may persist indefinitely. It may 
progress to feelings of worthlessness and 
hypochondriasis. 

The loss of organs concerned with eat¬ 
ing and sucking may revive traumas of 
infancy and childhood, when food was 
denied on the basis of punishment, igno¬ 
rance or unavailability. The rehabilita¬ 
tive period may be colored with hostility, 
aggression, futility and a desire never to 
speak again. 

A review of the various extirpative pro¬ 


cedures in the head and neck that affect 
individual living capacity will give an 
estimate of the forces. This region of the 
body contains the special senses upon 
which man has based a large part of his 
life. In adaptive importance, it matches 
the sexual organs and the alimentary sys¬ 
tem, although the incidence of neurotic 
depression and guilt is higher with regard 
to the latter two groups than when the 
head and neck are concerned. 

Ear: The special sense of hearing re¬ 
quires a receptive organ for vibratory 
sound, giving orientation and emotional 
significance to the sounds of the world. 
Not only is man’s appreciation and reac¬ 
tion to sound characterized by his depres¬ 
sion at losing this sense, but his industry 
in restoring its efficiency, surgically and 
with hearing aids, is dependent thereon. 
He has built a culture and art with the 
harmonies and rhythms of our civiliza¬ 
tion. Nevertheless, the threat of loss of 
hearing in one ear as a result of excisional 
surgical treatment causes only minimal 
anxiety and concern. This is largely ex¬ 
plained by the fact that the functional 
capacity and the body image conception 
are not altered to a significant degree. Re¬ 
jection, failure and hopelessness do not 
haunt the patient, and the demands for 
readjustment are minimal. 

As the size of the operation extends to 
include the auricle, skin and associated 
bone, the patient’s anxiety increases in 
proportion. When the hearing organ has 
been destroyed by the tumor, or when the 
local condition is associated with tinnitus, 
vertigo, nausea, vormting and pain, the 
natient adjusts more readilv to the extir¬ 
pative operation with the combined hope 
of cure of the tumor and relief of distress. 
In general, the organ of hearing can be 
eliminated with less emotional effect than 
the removal of an eye. 

The bilateralitv of the hearing appara¬ 
tus prevents the disaster of deafness in 
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these problems, unless the ear that is not 
involved with the tumor lacks hearing as 
a result of a previous, unassociated con¬ 
dition. Guidance and encouragement in 
the use of a hearing aid and lip reading 
assist rehabilitation in these special cir¬ 
cumstances. The loss of the auricle causes 
a conspicuous deformity. Its reconstitu¬ 
tion by plastic surgery or an artificial 
prosthesis is often disappointing to the 
patient. These substitutes rarely match 
the perfection of the original ear, yet the 
patient’s desire to appear normal compels 
him to seek them. 

Eyr: The eye establishes the visual con¬ 
ception of the form, color and texture of 
the physical world. Its use as a highly 
receptive organ places it in a special cate¬ 
gory in man’s growth and adjustment. The 
threat of loss of one eye precipitates a 
sense of severe depression concerning the 
ability to adapt. «'is well as an affront to 
the bodv image. Advice to remove a nor¬ 
mally functioning eye that is threatened 
by extrinsic tumor of the sinuses causes 
greater anxiety than the thought of re¬ 
moving an eve that has been destroyed by 
tumor and is sightless. The first circum¬ 
stance is anahvd as elective destruction 
and the second as c--enti.nl, in that the eye 
it-elf contains the malignant growth and 
is recognised a- u-ele-- and dangerous. 
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tially console the patient for the loss of 
one eye. but not for the loss of sight. 
Blindness not associated with carcinoma 
or the threat to life is accepted by many 
with magnificent adaptation. Malignant 
tumors of the orbit in adults are. fortu¬ 
nately, extremely rare. Bilateral exentera¬ 
tion in the absence of favorable prognosis 
has grave implications. 

From a practical point of view, unilat¬ 
eral enucleation does not cause a great 
functional handicap except in highly spe¬ 
cialized occupations for which exact depth 
perception is required. The resultant 
esthetic effect is in proportion to the mag¬ 
nitude of the operation. Simple enuclea¬ 
tion is not conspicuous when a proper 
plastic eye can be substituted. Unfor¬ 
tunately. simple enucleation is rarely ade¬ 
quate to cure a high-grade tumor of the 
orbit and associated sinuses. In the.-e 
instances, hope of some restitution of the 
normal esthetic qualities finds justification 
in reconstructive technics at a later date. 

Xasr: Smell and taste are recop'ive 
senses orienting man to the vapors, odor-, 
perfume- - , foods liquid* and compounds 
with which he makes contact. They com¬ 
bine and overlap in many of hi- analy-e- 
and adaptation-. Their action i- highb 
specific, yet the o\era!l offt ct i- a -ubfh 
“tie. Their relation to the in-tinc! of 
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fear of separation and fear of the death 
of the child cause violent emotional ten¬ 
sions, primarily in the mother. If the 
treatment proves unsuccessful, these ex¬ 
periences leave a variety of permanent 
emotional scars. 

A factor often overlooked by the physi¬ 
cian is the coexistence of other serious 
problems in the family group, possibly 
affecting another member yet reflecting it¬ 
self on the patient. These may cover a 
vast range of living circumstances—finan¬ 
cial problems, illnesses of other members 
of the group, incapacitation of a spouse 
and the troubles and problems that can 
affect children. These frequently add a 
great adaptive burden to the patient’s load 
and must be given consideration in the 
overall management. 

Loss of a Specific Organ .—The loss of 
a specific organ has the general effect of 
impressing the patient with a sense of 
lowered physical vitality. There is no 
parallel between the function of the organ 
and the amount of strength and vitality 
lost. 

The loss of organs that have been em¬ 
phasized in the attempt to attain security 
and recognition, and have consequently be¬ 
come excessively important in the patient’s 
life, has a much greater debilitating effect 
than the removal of an organ that was 
limited to physiologic activity alone. This 
loss of vitality causes depression and in¬ 
ability to work. It prolongs rehabilita¬ 
tion and may persist indefinitely. It may 
progress to feelings of worthlessness and 
hypochondriasis. 

The loss of organs concerned with eat¬ 
ing and sucking may revive traumas of 
infancy and childhood, when food was 
denied on the basis of punishment, igno¬ 
rance or unavailability. The rehabilita¬ 
tive period may be colored with hostility, 
aggression, futility and a desire never to 
speak again. 

A review of the various extirpative pro¬ 


cedures in the head and neck that affect 
individual living capacity will give an 
estimate of the forces. This region of the 
body contains the special senses upon 
which man has based a large part of his 
life. In adaptive importance, it matches 
the sexual organs and the alimentary sys¬ 
tem, although the incidence of neurotic 
depression and guilt is higher with regard 
to the latter two groups than when the 
head and neck are concerned. 

Ear: The special sense of hearing re¬ 
quires a receptive organ for vibratory 
sound, giving orientation and emotional 
significance to the sounds of the world. 
Not only is man’s appreciation and reac¬ 
tion to sound characterized by his depres¬ 
sion at losing this sense, but his industry 
in restoring its efficiency, surgically and 
with hearing aids, is dependent thereon. 
He has built a culture and art with the 
harmonies and rhythms of our civiliza¬ 
tion. Nevertheless, the threat of loss of 
hearing in one ear as a result of excisional 
surgical treatment causes only minimal 
anxiety and concern. This is largely ex¬ 
plained by the fact that the functional 
capacity and the body image conception 
are not altered to a significant degree. Re¬ 
jection, failure and hopelessness do not 
haunt the patient, and the demands for 
readjustment are minimal. 

As the size of the operation extends to 
include the auricle, skin and associated 
bone, the patient’s anxiety increases in 
proportion. When the hearing organ has 
been destroyed by the tumor, or when the 
local condition is associated with tinnitus, 
vertigo, nausea, vormting and pain, the 
natient adjusts more readilv to the extir¬ 
pative operation with the combined hope 
of cure of the tumor and relief of distress. 
In general, the organ of hearing can be 
eliminated with less emotional effect than 
the removal of an eye. 

The bilaterality of the hearing appara¬ 
tus prevents the disaster of deafness in 
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special senses. Speech is not receptive 
activity but a projective phenomenon. It 
is a natural method of communication. It 
is a productive and creative, rather than 
analytical, mechanism. It is an instrument 
that gives the ego meaning. It is so in¬ 
timately associated with all of man’s 
emotional chemistry that it reflects his 
deepest feelings in multitudes of voice 
patterns. The larynx is frequently the 
organ used in neurotic deviations. The 
threat of its elimination is a shock that 
often causes the patient to delay treat¬ 
ment or to seek a type of therapy that 
does not include this denial. 

Partial loss of the larynx, permitting a 
residuum of a natural voice and a natural 
airway, is accepted without great tension. 
Complete sacrifice of this organ precipi¬ 
tates acute anxiety and depression, in that 
the patient cannot comprehend how he 
will carry on without a voice box. The 
emotional pipeline to the outside will be 
gone. Communication will be relegated 
to a pad and pencil. 7'iie ability to carry 
out one’s previous social and working 
obligations will be curtailed or eliminated. 
The specters of failure and usele.-snes" 
and the difficulty in the adaptive pattern 
ilM'lf are mitigated to some degree by 
adequate preoperative orientation and. 
pnvpiperatively, artificial voice mechan- 
'*• 111 " and e'-npbagenl "tiet-cb. 
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one side of the face will be paralyzed as 
part of the treatment of his tumor causes 
such anxiety that in many instances 
another and less effective form of therapy 
is sought, the guarantee that no disfigure¬ 
ment will follow being more acceptable 
than an improved prognosis. The pa¬ 
tient’s conception of his postoperative ap¬ 
pearance is usually downgraded. The 
curious and conspicuous character of the 
deformity devastates self-respect and self¬ 
esteem. and this casts its shadow over the 
social and working existence of the pa¬ 
tient. The deformity is also a powerful 
and constant reminder of the threat to 
life from the basic disease. 

The patient's hope of and insistence on 
rehabilitation of the face equals the anx¬ 
iety and depression of the deformity. 
Nerve grafting, myomectomy, suspension 
and tranquilization operations give relief 
to this distress, and as the status of the 
face improves the force for adaptiveness 
lessens and self-esteem is enhanced. 

lichabUitatinn. —The actual rehabilita¬ 
tive program itself contains considerable 
stress far the patient. It is a period of 
trial and error with depression and suc¬ 
cess. 7 be time required for functional 
rehabilitation is frequently governed more 
by bis emotional adjustment than by bio¬ 
physical handicap. 1 Miring thi" interval 

tin- *«..* .. * . .. . 
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destroyed by an excisional opei’ation for 
tumor, the other complements it to such a 
degree that the patient is often not aware 
of its deficiency unless specifically tested. 
Loss of a portion of one of these senses in 
itself has little effect on the patient’s liv¬ 
ing capacity. The operation requiring the 
sacrifice, however, is often of such a char¬ 
acter that it precipitates the necessity for 
reevaluation and adjustment. 

Oral Cavity: The functions of the oral 
cavity combine, to some degree, sucking, 
biting, chewing, swallowing, tasting, 
breathing and speaking. The structures 
supporting these functions are fundamen¬ 
tal parts of the esthetics of the lower part 
of the face and neck. Major interference 
in these areas inflicts upon the patient 
basic changes that require the develop¬ 
ment of a completely new living pattern 
that is inefficient, difficult, limiting and 
often frustrating. These handicaps de¬ 
press the patient, threaten his ability to 
adjust, present him with an undesirable 
body image and create the possibility that 
he may fail in his adaptation; or, should 
he technically succeed, may still be re¬ 
jected by his family and friends. 

The procedures include resections of the 
mandible, tongue, maxilla, palate, cheek, 
floor of the mouth, pharynx, larynx, cervi¬ 
cal esophagus and lateral neck. In many 
instances, these technics are combined to 
form a composite resection of several of 
these organs in continuity. These exten¬ 
sive surgical maneuvers, understandably, 
increase the handicap. 

The resection of a portion of the man¬ 
dible eliminates the solidity of the arch 
and causes an esthetic deficiency at the 
site of resection. When the loss is at the 
chin, the deformity is conspicuous. When 
the loss is on the side, it is less obvious. 
Any dissolution in the bony arch causes a 
serious alteration in diet and eating hab¬ 
its. The function of chewing can be re¬ 
stored by bone or inert implantation. The 


substitution of an oral prosthesis for the 
mandible is helpful but hardly pennits 
the patient to escape a diet of mush and 
soft foods. 

Resection of a small portion of the 
tongue causes little disturbance. When 
a hemiglossectomy is performed, however, 
usually in continuity with operation on 
the floor of the mouth, the mandible and 
the lateral aspect of the neck, a significant 
readjustment is necessary in eating, 
speaking and swallowing habits and in 
acceptance of the new body image. Total 
glossectomy with preservation of the 
larynx creates a critical functional adap¬ 
tive problem in speech and particularly 
in swallowing. An intraoral prosthesis 
is of slight assistance. Plastic surgical 
treatment is often delayed because of its 
multi-staged, prolonged character, the 
extent of the primary resection and the 
poor overall prognosis in these advanced 
cases. Esthetic camouflage by growing 
a beard increases conspicuousness in an 
already weakened emotional structure. 
The adjustment requires months and 
months of trial and error. It involves not 
only the patient, to a profound degree, but 
other members of the family group. As 
the vast majority of oral carcinomas occur 
in men in the fifth and sixth decades of 
life, it is usually the wife who shares the 
burden with her husband. 

In the severest cases the adaptive and 
physical-self problems are never com¬ 
pletely resolved, yet man’s capacity to sur¬ 
vive without a tongue or a jaw bone or a 
voice box is more than comforting to the 
surgeon. The failures that survive their 
disease, and these are not numerous, are 
no more a condemnation of adequate sur¬ 
gical treatment than they are of man’s 
psyche. 

Larynx: In many respects, the loss of 
the ability to speak presents the patient 
with unique problems which are different 
from those encountered in the loss of the 
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series disturbios mentais e psiqui cos que 
devem ser prevenidos por todos os meios 
possiveis. 0 A. apresenta uma classifica- 
cao dos pacientes demonstrando a ampla 
variacao em face do carcinoma e seu trata- 
mento. Cada urn apresenta refiexos de 
suas atitudes e comportamento na idade 
infantil pelo que e necessario situar bem 
o que vai suceder apos o tratamento cirur- 
pico. Descreve uma serie de entrevistas 
feitas e demonstra o? bons resultados 
quando o doente e convenientemente escla- 
recido, o que tambem pode ocorrer durante 
a hospitalizagao e a convalescenca em casa. 
Discute as riificuldades resultantes da ex- 
tirpagao de um orpiio e os metodos de 
rehabilitagao. Tonsidera extremamente 
importantes a conipreensao, orientacao e 
cncorajamento. auxiiio familiar em torno 
do paciento. 

ukscmC: 


CONLEY: PSYCHOLOGIC FACTORS IN CAF.C1NOMA 

malade selon cette methode efalement 
durant le temps de son hospitalisation, 
puis durant sa convalescence a la maison. 
Les difficultes inherentes a la perte d'un 
orpane specifique sont discutees, de meme 
que le processus de rehabilitation qui com- 
porte en lui-meme un stress considerable 
pour le patient. Une surveillance compre¬ 
hensive et les encouragements du medecins 
ainsi que l’aide et la collaboration de la 
famille du malade ont une tres jrrande 
importance. 

7. VS \M MF.N PASS UNO 

Die Behandlunp des Krebses am Kopf 
und am Hals brinjxt besondere Problemc 
funktioneller und a-dhetischcr Art mit 
sich. da der Gewebsverlust in diesen Ge- 
pendsn umveiperlich zu einer Betintrach- 
tipunp des Aus-ehen* fiihrt. Audi v enn 
der Krebs erfolpreich entfernt ist. kann e» 
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for extirpation of the disease. The pa¬ 
tient and the family group may be shocked 
by the severity of the alterations and then 
gradually accept these changes as the re¬ 
habilitative program progresses. Altera¬ 
tions in eating habits, the variety and con¬ 
sistency of foods, the problem of constant 
drooling, uncontrollable and explosive 
coughing, feelings of rejection, loss of self- 
respect, revulsion, mutilation and severe 
depression, whether due to real or to ir¬ 
rational deductions, are nevertheless prob ■ 
lems that have to be met and solved. 

Rehabilitation is attained by under¬ 
standing, persistent work and the gradual 
evolution of attainment and adaptation 
that are acceptable to the patient and his 
friends. This attainment does not come 
about quickly. It is built on the basis of 
trial and error and success and failure 
over a period of weeks, months or years. 
In presenting this knowledge to the pa¬ 
tient it is wise to have him build his hopes 
about an immediate target that is realistic 
and will prove that he is moving toward 
a functional capacity that in many re¬ 
spects resembles his preoperative living 
status. This program should be augmented 
by an overall goal of higher proficiency 
and attainment that will give the patient 
reason to believe that his eventual plight 
will not be unendurable to himself and 
unacceptable to others. 

This program involves the leadership 
and encouragement of the patient’s sur¬ 
geon, the help and understanding of the 
family group, the aid of technical equip¬ 
ment and the encouragement of seeing 
other people who have worked out the 
same problems satisfactorily. Psychiatric 
assistance is essential in special circum¬ 
stances. If such a patient is left to his 
own devices, only in a small percentage 
of cases will he make successful adaptive 
efforts. The majority will either fail com¬ 
pletely or attain levels far below their 
potential. Living out the results of a 


successful operation under these condi¬ 
tions is frustrating to the patient and 
should be unacceptable to the surgeon. 

RESUMEN 

El ti’atamiento de los carcinomas de la 
cabeza o del cuello plantea problemas es- 
peciales esteticos y funcionales ya que 
toda perdida de sustancia en estas regio- 
nes compromete la normalidad de la 
figura corporal. Aun cuando un carcinoma 
sea extirpado satisfactoriamente pueden 
quedar alteraciones psiquicas o mentales 
contra las que es preciso precaverse. 

El autor presenta una sencilla clasifica- 
cion de enfermos con carcinoma de la 
cabeza o del cuello mostrando la diferente 
actitud que en cada caso debe tomarse ante 
el problema terapeutico. El enfermo ado- 
lece siempre de temores o prejuicios exis- 
tentes desde su infancia, y es a la luz de 
tales influencias que el cirujano debe deter- 
minar la conducta a seguir. Se precisan con 
frecuencia muchas conversaciones con el 
enfermo en la sala de consulta para aclarar 
bien su estado psicologico y poder asi 
ganar su confianza. Tambien se debe per- 
sistir en esta actitud durante la hospitali- 
zacion y en el tiempo de la convalecencia. 
Se discuten las dificultades inherentes en 
las perdicas de cada parte de cuello o 
cabez, asi como la importancia del stress 
en el postoperatorio. Son pues en extremo 
importantes tanto el conocimiento de 
causa, el dominio de la situation y el man- 
tener el animo del enfermo de parte del 
cirujano como la ayuda y cooperation por 
parte de la familia. 

SUMARIO 

0 tratamento do carcinoma da cabega e 
do pescogo suscita problemas de ordem 
funcional e estetica pela deformidade de- 
corrente das perdas de substancia. Mesmo 
quando corretamente extirpado aurgem 
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A T the time of writing, presurgical 
preparation of the colon with chem- 
- othcrapeutic or antibiotic agents 
for colonic and major rectal operations 
has become almost a universally accepted 
practice. This is done with a view to pre¬ 
venting bacteria) contamination at the 
time of operation and the avoidance of 
postsurgical infectious complications. The 
history of colonic surgery is that of a 
ceaseless coldest against infection. Infec¬ 
tion is not only an accompaniment of 
grossly infected lesions, such as necrotic 
neoplasms, diverticulitis and so forth, but 
may accompany any neoplastic lesion of 
the large intestine, and often does, as evi¬ 
denced by tlie frequent concomitant pres¬ 
ence of cellulitis in and about the lesion. 
•' |U well ; t s nonmalignant lymphadenitis At 
this point it should 1 m> stn-'.-ed that there 
is no need for sterilization of the colon 
prior to the performance of ;i *.jjj)p?o ;mo- 
toctal o|» ration. 


The authors assess the present 
value of some antibiotic agents cur¬ 
rently employed in so-called pre- 
operative sterilization o 1 the colon. 
The one-day or two-day preparation 
utilizing a sparsely absorbable and 
readily absorbable antibiotic is high¬ 
ly ef/ective. The benefit derived 
from antibiotics should be balanced 
against the potential reactions or 
risks. The advisability of the use of 
physiologic solution o 1 sodium chlo¬ 
ride instead of tap water for bowel 
irrigation to prevent water intoxica¬ 
tion and the avoidance of excessive 
purgation to prevent undue loss of 
potassium , which may he respon 
sible lor postoperative hypokalemia. 
are aiccurred. It appears that the 
two features las! mentioned bovi¬ 
ne'.. up to the time of writi.ro, t r « 
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bestimmten Organs einhergehenden 
Schwierigkeiten und das Verfahren der 
Wiederherstellung, das grosse Anforde- 
rungen an den Patienten stellt, werden 
erortert. Verstandnis, Fiihrerschaft und 
Ermutigung seitens des Chirurgen und 
Hilfsbereitschaft seitens der Familie des 
Kranken sind von aussevster Wichtigkeit. 
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* olherapeutic or antibiotic agents 
for colonic and major rectal operations 
has become almost a universally accepted 
practice. This is done with a view to pre¬ 
venting bacterial contamination at the 
time of operation and the avoidance of 
post surgical infectious complications. The 
history of colonic surgery is that of a 
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may accompany any neoplastic lesion of 
the large intestine, and often does, as evi¬ 
denced by th<* frequent concomitant pres¬ 
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a- well a- lummalipnant lymphadenitis. At 
thi-' point it 'duuiid be -trc-M'd that there 
is no net d for steriliratinn "f th<* colon 
prior p> the performance of a simple ano- 
leotal op- tat ion. 


The authors assess the present 
value of some antibiotic agents cur¬ 
rently employed in so-called pre- 
operative sterilization of the colon. 
The one-day or two-day preparation 
utilizing a sparsely absorbable and 
readily absorbable antibiotic is high¬ 
ly effective. The benefit derived 
from antibiotics should be balanced 
against the potential leactions or 
risks. The advisability of the use of 
physiologic solution of sodium chlo¬ 
ride instead of tap water lor bowel 
irrigation to prevent water intoxica¬ 
tion and the avoidance of excessive 
purgation to prevent undue loss of 
potassium, which may ho respon¬ 
sible for postoperative hypokalemia, 
are discussed. It appears that the 
two features last mentioned have 
not. up to the time of writing, 
given sufficient cttcr.ticn in prepare 
tian c! the color, for operation. 7:.>- 
problem cf tepid re-co!on:m*,or: ct 
the patent's large ir.te't.r.e c!’.<•: r n 
cd*t d > r i ex? v j.l.zr:! *'*5 c* *} > 
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caused by interference with the blood sup¬ 
ply (ischemic necrosis) of the bowel that 
has been incompletely protected by anti¬ 
biotics, rather than by faulty technics and 
technical errors of anastomosis. Absolute 
clinical proof of this theory is at present 
difficult, if not impossible, to obtain. 

In spite of the accomplishments hith¬ 
erto described, preoperative preparation 
of the colon is but an adjunct to colonic 
and major rectal operations, and decidedly 
not a substitute for sound surgical prin¬ 
ciples, refinements of technic, or good 
anesthesia. Nor does preparation of the 
bowel take the place of correction of de¬ 
hydration. anemia, hvpoproteinemia, avi¬ 
taminosis or other deficiencies. 

Antibiotic Awaits .—The antibiotics at 
present available are: (1) penicillin 
(1929): (2) streptomycin (1944) and 
dihydrostreptomycin: (3) bacitracin 
(1915) ; (-1) chloramphenicol (19-57); (5) 
polymyxins (A in 1917 and B in 1949) : 
(C>) chlortotracycline (1948): (7) neomy¬ 
cin (1919): (8) oxytetracycline (1950): 
(9) erythromycin (1952): (10) tetracy¬ 
cline (1952): (11) carbomycin (1952): 
(12) oleandomycin (1951); (19) novobio¬ 
cin (1955), and (11) soframycin (1950). 
A host of other.-- are in the experimental 
ph.v, Mime of which are de-tined to be. 
come clinieallv available before ptiblica- 
'h’n of this paper, o.g.. Kanamvcin. 


TUKLLL AND I.ANDAU: ANTIBIOTICS 

is pi-escribed for several days before oper¬ 
ation; the patients' cooperation is elicited 
by telling them what foods to reject. The 
prompt cleansing of the colon of masses 
of bacteria and undigested food containing 
bacteria is accomplished by means of 
catharsis and irrigations. Of the cathar¬ 
tics, either castor oil. compound of licorice 
powder (senna) or a solution of sodium 
biphosphate and sodium phosphate is em¬ 
ployed once, prior to the administration 
of antibiotics. More recently, a combina¬ 
tion of gvlcosides of cascara sagrada 
(Peristim) with dioctyl sodium sulfosuc- 
cinate (Pericolaee) in doses of 50 to 90 
mg. of the former and 100 to 300 mg. of 
the latter, has been given a clinical trial, 
with satisfactory results. This is used in 
order to produce greater liquefaction of 
the feces. This is followed by irrigations, 
normal physiologic solution of sodium 
chloride being used in place of tap water 
in order to avoid possible water intoxica¬ 
tion. These are usually administered 
daily for one to two days before the 
scheduled time of operation. Recently, 
flushing enemas containing 5 to 10 cc. of 
1 to 5 per cent dioctyl sodium Milfo-ucci- 
nate for each 5O0 cubic centimeter- of 
enema fluid have al-o boon suce>‘--fu]b 
tried. Although mechanical ch-an-ing of 
the colon i' of prime importance, intensive 
irrigation' are avoided in order to pr» ■» « nt 

w »»:«.Ii.,.» _: 
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that Staphylococcus aureus is frequently 
also present in the colons of normal per¬ 
sons. Failure to identify this organism 
oftener is usually ascribed to .the use of 
inadequate media and incomplete culture 
methods. Some workers ascribe this fail¬ 
ure to the presence of staphylococci within 
the mucosa and not on the surface. E. coli 
is said to have the ability to migrate 
through an intact colonic wall; the strep¬ 
tococcus may also do so on rare occasions. 
The virulence and the number of normally 
present bacteria may be increased in the 
bowel that is the seat of localized or dif¬ 
fuse disease, owing to loss of local tissue 
resistance (locus minoris resistentiae). On 
occasion, the normal colonic flora may be 
replaced by an overgrowth of pure cultures 
of potentially harmful bacteria such as 
Proteus, Pseudomonas, Candida, and Mi¬ 
crococcus pyogenes var. aureus (Staphy¬ 
lococcus). Although surface overgrowth 
of yeast or monilia (Candida albicans) is 
quite common, true clinical moniliasis of 
the bowel is rare. The significance of 
staphylococci is discussed elsewhere in the 
text. 

At present, complete sterilization of the 
colon is neither possible nor desirable, nor 
is it easy to recolonize the bowel by the 
normal antetreatment, harmless bacterial 
flora. The history of the development and 
the employment of sulfonamides as an ad¬ 
junct to colonic surgery has been discussed 
elsewhere. 2 ’ 3 In brief, the sparsely soluble 
sulfonamides (succinylsulfathiazole, 
phthalylsulfathiazole or phthalysulfacete- 
mide), when used alone, hardly have a 
place in the present surgical armamen¬ 
tarium, partly because they are only bac¬ 
teriostatic—in contradistinction to the 
antibiotics, which are bactericidal. After 
their introduction into clinical surgery, 
however, multiple-stage resections of the 
colon began to be abandoned in favor of 
the one-stage operation with primary 
anastomosis. The closed technic of anasto¬ 


mosis began to give way to the open types, 
which permit better hemostasis and more 
accurate approximation of the stomas. 
The incidence of wound infection and 
peritonitis was lowered, so that the neces¬ 
sity for preoperative immunization of the 
peritoneal cavity became obsolete. The 
beneficial effect of these drugs has, in the 
near past, been compared to that of iodine 
in the surgical treatment of thyrotoxicosis. 
These beginnings have been greatly en¬ 
hanced by the introduction of antibiotic 
therapy. 

Whatever disagreements that may still 
exist are largely the product of the lack of 
adequate-sized competent clinical studies. 
because it is difficult to set up controlled 
experiments with human beings. Clini¬ 
cally, major difficulties are encountered 
in securing parallel series of treated and 
untreated patients and a critical eval¬ 
uation of comparative and contrasting re¬ 
sults. On the other hand, animal experi¬ 
mentation has been quite clear cut. Cohn’s 
studies 3 showed that, in the dog, intralu- 
minally placed antibiotics protect the in¬ 
testinal limbs as well as the end-to-end 
anastomosis, even after the devasculariza¬ 
tion of some 7 cm. of one of the limbs: 
whereas, in the control dogs, the devascu- 
larized segment of the colon is the seat of 
sloughs, perforations and consequent leaks 
of fecal material into the peritoneum with 
fatal peritonitis, the anastomotic suture 
line remaining intact. In the experimental 
dog, it is apparent that the fatal intestinal 
leaks are due to the uncontrolled action of 
the intestional organisms upon the devas- 
cularized segment of colon and not to a 
fault or error in the technic of anastomo¬ 
sis. Although it is dangerous to translate 
results obtained in the experimental ani¬ 
mal into human medicine or human biol¬ 
ogy, it may nevertheless be reasonably 
assumed that, in some cases, sloughs in the 
intestinal limbs or even disruption of the 
anastomosis with peritonitis may be 
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to those of neomycin/' It is not absorbed 
after the oral administration. Intralumi- 
nally, it has a pronounced antimicrobial 
spectrum against gram-negative organ¬ 
isms. The effective dose is 2 Gm. (half the 
dose of neomycin) in four divided doses, 
administered orally one day before the 
scheduled time of operation. 

COMMENT 

As has been stated, fecal bacteriologic 
studies are carried out whenever practical 
or feasible, before antibiotic preparation 
is begun. In the past, swabs from the in¬ 
testinal mucosa were obtained for gram- 
stained smears, cultural studies and sensi¬ 
tivity tests at the time of operation. 
Recently this practice was abandoned be¬ 
cause, as a result of the shortening of the 
period of antibiotic presurgical prepara¬ 
tion, it is unnecessary. Postoperatively, 
gram-stained focal smears may be made 
every forty-eight hours. Usually, the de¬ 
tection of clumps of gram-positive cocci 
suggests the presence of staphylococci and 
invariably call* for fecal cultures and sen¬ 
sitivity tests of the offending organism to 
the currently used antibiotics, and, as a 
general policy, specific therapy, as outlined 
el-ewhere in the text (.*•('(> Complication-). 
i 1 - aKo invariably instituted at this time. 


the patient’s large intestine by anteopera- 
tion colonic flora, is in the process of as¬ 
sessment. 10 We have not yet had an op¬ 
portunity to utilize living lyophilized E. 
coli (Colifer—a proprietary preparation) 
which was administered in doses of 10 to 
15 cc. in tepid water (100 to 250 cc.) as a 
retention enema or through a proximal 
vent, if one is present. 11 The same doses 
may be administered orally if the patient 
is able to drink. As has been mentioned, 
the problem of rapid recolonization of the 
patient’s colon after so-called temporary 
sterilization of the large intestine by the 
normal preoperative intestinal flora is yet 
to be solved. 

Cohn’s ingenious suggestion of intro¬ 
ducing into the lumen of the colon a plas¬ 
tic tube, the tip of which lies near the 
anastomosis, for the easy intraluminal 
administration of antibiotics during the 
immediate postoperative period (when 
medication cannot be taken orally) ap¬ 
pears to offer an ideal way of injecting 
bacitracin or other agents intraluminally 
which would not interfere with the return 
of the co]ifnrm group of organism- that 
neomycin suppresses so effectively. At th“ 
time of writing, however, we have not yet 
utilized this procedure. 
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preparation varies from about five to 
seven days. 

Antibiotics: 1. Penicillin and Dihydro¬ 
streptomycin. Patients who cannot swal¬ 
low either capsules or tablets, are given, 
parenterally, 400,000 units of penicillin 
and 0.5 Gm. of dihydrostreptomycin every 
twelve hours for two days befoi'e the oper¬ 
ation. - This dose is also administered on 
the day of operation and daily thereafter 
for a Variable period, with a view to pro¬ 
viding a generalized antibiotic cover. Thus 
far we have not observed the occurrence 
of staphylococcic enteritis following the 
use of this combination of antibiotics; this 
'is in agreement with Bearing’s experi¬ 
ence. 0 This is seldom utilized nowadays. 

2. Tetracycline with Neomycin. Initial¬ 
ly, 2b 1 Gm. of neomycin and 0.25 Gm. of 
one of the tetracyclines were administered 
orally every hour for four doses during 
the first day, and 1.5 Gm. of neomycin 
and 0.25 Gm. of tetracycline were given 
on the second day at 8 a.m., 12 noon, 
5 p.m„ and 9 p.m. Operation was per¬ 
formed in the morning of the third day. 2b 
More recently, this schedule has been 
shortened by giving neomycin, 1 Gm., with 
tetracycline, 0.5 to 0.75 Gm., every six 
hours for one day prior to operation. This 
revised schedule has been effective and 
has further reduced the preoperative pe¬ 
riod of preparation of the intestine. 

These combinations of antibiotics are 
effective against (1) the intraluminal bac¬ 
terial aerobic population (E. coli, Aero- 
bacter aerogenes, Streptococcus foecalis, 
Proteus, Pseudomonas) ; (2) anaerobic 
bacteria (Clostridia and Bacterioides) ; 
(3) preoperative cellulitis and/or infection 
in and about the lesion. They also give pro¬ 
tection to the anastomotic limbs in the 
event of inadvertent or unsuspected com¬ 
promise to the blood supply and afford a 
measure of antibiotic systemic protection. 

3. Erythromycin with Neomycin. This 
combination, administered in doses of 1 


Gm. of neomycin and 0.5 Gm. of erythro¬ 
mycin every six hours, is an effective sup¬ 
pressant of the coliform flora as well as 
staphylococci and streptococci. The anae¬ 
robic and spore-bearing bacterial popula¬ 
tions are greatly reduced. The vast yeast 
counts increase, however, as happens when 
neomycin is used alone. This mixture pro¬ 
duces an adequate preparation of the colon 
within twenty-four hours. Carbomycin, 
administered in the same dosage, is almost 
as effective as erythromycin. In the near 
past, however, these antibiotics were uti¬ 
lized sparingly because they were kept in 
reserve to counter infection caused by 
other antibiotic-resistant strains of Staph. 
aureus. 21 * Now, with the advent of oleando¬ 
mycin, a new potent antibiotic against 
staphylococci, the neomycin-erythromycin 
combination is employed more frequently. 
At present, oleandomycin is held in reserve 
for possible need against staphylococci 
that are resistant to other available anti¬ 
biotics. 

4. Oleandomycin with Neomycin. The 
combination of oleandomycin and neomy¬ 
cin, administered in a total dose of 2 Gm. 
of each antibiotic for one day, is com¬ 
parable in its inhibiting effect on the intes¬ 
tinal microbial flora to the erythromycin- 
neomycin combination. 0 Similar, but 
somewhat less effective, is the combination 
of novobiocin with neomycin. 7 

5. Chlorquinaldol with Neomycin. The 
chlorquinaldol-neomycin combination has 
also proved to be satisfactory for presur- 
gical preparation of the large intestine; 
chlorquinaldol alone is useless. 8 

6. Ristocetin with Neomycin. This com¬ 
bination is in the process of evaluation. 

7. Mycostatin with Neomycin. The value 
of this combination has been favorably 
commented on by others. Its value has 
been questioned. 

8. Soframycin. This new antibiotic, iso¬ 
lated from the Streptomyces lavendulae of 
Deearis, has properties somewhat similar 
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have encountered only 1 probable case of 
moniliasis or candidiasis of the colon. 

The overgrowth of Micrococcus pyo¬ 
genes var. aureus may be of urgent clinical 
importance. In 1954, in a personal evalua¬ 
tion of the anorectocolonic side-effects of 
antibiotic therapy," aided by gram stains 
of mucosal smears or feces for the prompt 
detection of clumps of gram-positive cocci 
(without identifying the exact genus by 
culture), one of us (R. T.) recognized 
anogenital pruritus, simple diarrhea and 
micrococcic enteritis, and stressed the 
fact that diarrhea following the adminis¬ 
tration of broad spectrum antibiotics does 
not always imply the presence of staphy¬ 
lococcal enteritis. Sigmoidoscopic study of 
5G patients with simple diarrhea revealed 
mild injection of the mucous membranes 
of the ampulla in only 19; each of the re¬ 
maining paticnt« showed normal mucosa 
on endoscopic study. (Parenthetically, one 
of us 1 It. T.| has encountered staphylococ¬ 
cal enteritis following nonintestinal opera¬ 
tion*. in 2 patients who have not been given 
antibiotic therapy in the recent past. These 
patients have responded promptly to the 
oral administration of erythromycin.) 


carriers. In the presence of staphylococcal 
enteritis" the mucosa is uniformly red¬ 
dened, friable, injected and edematous; it 
bleeds on slight trauma and is the seat of 
tiny scattered superficial ulcerations. The 
lumen of the bowel resembles the endo¬ 
scopic picture of acute nonspecific ulcera¬ 
tive colitis: we have not observed the for¬ 
mation of membranes or pseudomembranes 
that coated the mucosa. Bearing' has dis¬ 
tinguished micrococcic enteritis from 
pseudomembranous enterocolitis (the mod¬ 
ern cholera). While Micrococcus pyogenes, 
with its enterotoxin or enterotoxie reac¬ 
tion. appeared to be the causative organ¬ 
ism in all of his cases of micrococcic 
enteritis, the staphylococcus or micrococcic 
invasion was not always present in his 
cases of pseudomembranous enterocolitis. 
Although the development of pseudomem¬ 
branous enterocolitis is not necessarily con¬ 
ditioned upon the M. pyogenes, its present 
incidence seems to correspond to the prev¬ 
alence of antibiotic-resistant strains of 
Staph, aureus, and to a higher ratio of .sus¬ 
picion. It should be emphasized, however, 
that pseudomembranous enterocolitis is 
not a new phenomenon. It i^ a syndrome 
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effect. In addition, either the penicillin and 
dihydrostreptomycin combination or tet¬ 
racycline is given parenterally on the day 
before the operation and on that day it¬ 
self. 

Complete: In cases of complete colonic 
obstruction a proximal decompressive vent 
(cecostomy or colostomy) is established at 
the earliest possible moment. For this pro¬ 
cedure the patient is antibiotically pro¬ 
tected by the intramuscular administration 
of penicillin and dihydrostreptomycin or 
the intravenous administration of tetra¬ 
cycline. Prepax-ation of the bowel in 
advance of definitive surgical elimination 
of the obstructing lesion is the same 
as that for the patient with incomplete 
colonic obstruction. 

Patients with strangulating mechanical 
obstruction (e.g., volvulus) or either trau¬ 
matic or spontaneous perforation of the 
colon are accorded prompt surgical inter¬ 
vention combined with intravenously ad¬ 
ministered tetracycline, plus the flushing 
of the intraperitoneal cavity and the in¬ 
testines with physiologic solution of so¬ 
dium chloride or with 0.5 to 1 per cent of 
neomye'n solution to which bacitracin 
(250 units per cubic centimeter) may be 
added. 10 The use of neomycin intraperito- 
neally, however, carries a significant risk, 
because it may produce respiratory arrest 
and renal failure, among other complica¬ 
tions. Hitherto this complication has re¬ 
ceived scant attention. 12 Clorpactin (WCS 
90, a brand of monoxychlorosene) may 
prove more effective than neomycin for 
unprepared quick cleansing or steriliza¬ 
tion of the bowel 13 and is, furthermore, 
nontoxic. 

Complications .—In general, the good 
derived from the therapeutic employment 
of antibiotics should always be balanced 
against the potential reactions or risks. 
Although all potent antibiotic agents may 
produce toxic and/or allergic reactions in 
some persons, the clinician should not 


overlook his responsibility for initiating 
symptoms that are far removed from his 
initial objective. This cannot be too 
strongly emphasized in current medical 
thinking. The following complications, 
though in a sense they are some of the dis¬ 
eases doctors have given to patients 
(Brooke), are also some of the risk or 
price the patients must assume for the 
good the antibiotic agents afford. No bene¬ 
fit has ever come from therapeutic “paraly¬ 
sis” or nihilism. Although the intelligent 
clinician is neither influenced nor deterred 
by the possible complications when indi¬ 
cations for antibiotic therapy are valid, 11 
he should nevertheless be forewarned of 
the possible risks or reactions. 

The surgeon must be able to look at sev¬ 
eral seemingly unrelated problems at one 
and the same time. Allusion has already 
been made (1) to the use of physiologic 
solution of sodium chloride instead of tap 
water for irrigation, in order to prevent 
possible water intoxication; (2) to the 
avoidance of excessive purgation to pre¬ 
vent an undue loss of potassium, and (3) 
to the attempts at quick preparation of the 
colon with antibiotics to escape the over¬ 
growth by harmful bacteria and fungi 
after elimination of the normal coliform 
flora. Brooke 13 advised against the partic¬ 
ular use of chloramphenicol and chlortet- 
racycline. Unless specially indicated, as in 
cases of typhoid fever, Chloromycetin 
should also be avoided for other reasons. 
It is a nitrophenol compound capable of 
causing granulocytopenia, agranulocytosis 
and fata] aplastic anemia. The myelotoxi¬ 
city attributed to its nitrobenzene radical 
may be extremely serious. As has been 
stated, the overgrowth of Proteus vulgaris, 
Pseudomonas aeruginosa and fungi (Can¬ 
dida albicans) may occur, but we have yet 
to encounter a clinical case of disease of 
any importance caused by these organisms. 
This is true particularly of fungi, as we 
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have encountered only 1 probable case of 
moniliasis or candidiasis of the colon. 

The overgrowth of Micrococcus pyo¬ 
genes var. aureus may be of urgent clinical 
importance. In 1954, in a personal evalua¬ 
tion of the anorectocolonic side-effects of 
antibiotic therapy, 1 ' aided by gram stains 
of mucosal smears or feces for the prompt 
detection of clumps of gram-positive cocci 
(without identifying the exact genus by 
culture), one of us (R. T.) recognized 
anogenital pruritus, simple diarrhea and 
micrococcic enteritis, and stressed the 
fact that diarrhea following the adminis¬ 
tration of broad spectrum antibiotics does 
not always imply the presence of staphy¬ 
lococcal enteritis. Sipmoidoscopic study of 
50 patients with simple diarrhea revealed 
mild injection of the mucous membranes 
of the ampulla in only 19; each of the re¬ 
maining patients showed normal mucosa 
on endoscopic study. (Parenthetically, one 
of us | It. T.] has encountered staphylococ¬ 
cal enteritis following nonintestinal opera¬ 
tions in 2 patients who have not been given 
antibiotic therapy in the recent past. These 
patients have responded promptly to the 
oral administration of erythromycin.) 


carriers. In the presence of staphylococcal 
enteritis" the mucosa is uniformly red¬ 
dened. friable, injected and edematous; it 
bleeds on slight trauma and is the seat of 
tiny scattered superficial ulcerations. The 
lumen of the bowel resembles the endo¬ 
scopic picture of acute nonspecific ulcera¬ 
tive colitis: we have not observed the for¬ 
mation of membranes or pseudomembranes 
that coated the mucosa. Dearing* has dis¬ 
tinguished micrococcic enteritis from 
pseudomembranous enterocolitis (the mod¬ 
ern cholera). While Micrococcus pyogenes, 
with it? enterotoxin or enterotoxic reac¬ 
tion. appeared to be the causative organ¬ 
ism in all of his cases of micrococcic 
enteritis, the staphylococcus or micrococcic 
invasion was not always present in his 
cases of pseudomembranous enterocolitis. 
Although the development of pseudomem¬ 
branous enterocolitis is not necessarily con¬ 
ditioned upon the M. pyogenes, its present 
incidence seems to correspond to the prev¬ 
alence of antibiotic-resistant strains of 
Staph, aureus, and to a higher ratio of mk- 
picion. It should be emphasized, however, 
that pseudomembranous enterocolitis i*- - 
not a new phenomenon. It is a syndrom*’ 
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effect. In addition, either the penicillin and 
dihydrostreptomycin combination or tet¬ 
racycline is given parenterally on the day 
before the operation and on that day it¬ 
self. 

Complete: In cases of complete colonic 
obstruction a proximal decompressive vent 
(cecostomy or colostomy) is established at 
the earliest possible moment. For this pro¬ 
cedure the patient is antibiotically pro¬ 
tected by the intramuscular administration 
of penicillin and dihydrostreptomycin or 
the intravenous administration of tetra¬ 
cycline. Preparation of the bowel in 
advance of definitive surgical elimination 
of the obstructing lesion is the same 
as that for the patient with incomplete 
colonic obstruction. 

Patients with strangulating mechanical 
obstruction (e.g., volvulus) or either trau¬ 
matic or spontaneous perforation of the 
colon are accorded prompt surgical inter¬ 
vention combined with intravenously ad¬ 
ministered tetracycline, plus the flushing 
of the intraperitoneal cavity and the in¬ 
testines with physiologic solution of so¬ 
dium chloride or with 0.5 to 1 per cent of 
neomyc’n solution to which bacitracin 
(250 units per cubic centimeter) may be 
added. 10 The use of neomycin intraperito- 
neally, however, carries a significant risk, 
because it may produce respiratory arrest 
and renal failure, among other complica¬ 
tions. Hitherto this complication has re¬ 
ceived scant attention. 12 Clorpactin (WCS 
90, a brand of monoxychlorosene) may 
prove more effective than neomycin for 
unprepared quick cleansing or steriliza¬ 
tion of the bowel 13 and is, furthermore, 
nontoxic. 

Complications .—In general, the good 
derived from the therapeutic employment 
of antibiotics should always be balanced 
against the potential reactions or risks. 
Although all potent antibiotic agents may 
produce toxic and/or allergic reactions in 
some pei’sons, the clinician should not 
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overlook his responsibility for initiating 
symptoms that are far removed from his 
initial objective. This cannot be too 
strongly emphasized in current medical 
thinking. The following complications, 
though in a sense they are some of the dis¬ 
eases doctors have given to patients 
(Brooke), are also some of the risk or 
price the patients must assume for the 
good the antibiotic agents afford. No bene¬ 
fit has ever come from therapeutic “paraly¬ 
sis” or nihilism. Although the intelligent 
clinician is neither influenced nor deterred 
by the possible complications when indi¬ 
cations for antibiotic therapy are valid, 11 
he should nevertheless be forewarned of 
the possible risks or reactions. 

The surgeon must be able to look at sev¬ 
eral seemingly unrelated problems at one 
and the same time. Allusion has already 
been made (1) to the use of physiologic 
solution of sodium chloride instead of tap 
water for irrigation, in order to prevent 
possible water intoxication; (2) to the 
avoidance of excessive purgation to pre¬ 
vent an undue loss of potassium, and (3) 
to the attempts at quick preparation of the 
colon with antibiotics to escape the over¬ 
growth by harmful bacteria and fungi 
after elimination of the normal coliform 
flora. Brooke 13 advised against the partic¬ 
ular use of chloramphenicol and chlortet- 
racycline. Unless specially indicated, as in 
cases of typhoid fever, Chloromycetin 
should also be avoided for other reasons. 
It is a nitrophenol compound capable of 
causing granulocytopenia, agranulocytosis 
and fatal aplastic anemia. The myelotoxi¬ 
city attributed to its nitrobenzene radical 
may be extremely serious. As has been 
stated, the overgrowth of Proteus vulgaris. 
Pseudomonas aeruginosa and fungi (Can¬ 
dida albicans) may occur, but we have yet 
to encounter a clinical case of disease of 
any importance caused by these organisms. 
This is true particularly of fungi, as we 
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have encountered only 1 probable case of 
moniliasis or candidiasis of the colon. 

The overgrowth of Micrococcus pyo¬ 
genes var. aureus may be of urgent clinical 
importance. In 1954, in a personal evalua¬ 
tion of the anorectocolonic side-effects of 
antibiotic therapy," aided by gram stains 
of mucosal smears or feces for the prompt 
detection of clump* of gram-positive cocci 
(without identifying the exact genus by 
culture), one of us (R. T.) recognized 
anogenital pruritus, simple diarrhea and 
micrococcic enteritis, and stressed the 
fact that diarrhea following the adminis¬ 
tration of broad spectrum antibiotics does 
not always imply the presence of staphy¬ 
lococcal enteritis. Sigmoidoscopic study of 
50 patients with simple diarrhea revealed 
mild injection of the mucous membranes 
of the ampulla in only 19: each of the re¬ 
maining patient* showed normal mucosa 
on endoscopic study. (Parenthetically, one 
of U* [R. T.| ha* encountered staphylococ¬ 
cal enteritis following noninte*tinal opera¬ 
tion* in 2 patient* who have not been given 
antibiotic therapy in the recent pa«t. These 
patient* have responded promptly to the 
oral administration of erythromycin.) 


carriers. In the presence of staphylococcal 
enteritis" the mucosa is uniformly red¬ 
dened, friable, injected and edematous: it 
bleeds on slight trauma and is the seat of 
tiny scattered superficial ulcerations. The 
lumen of the bowel resembles the endo¬ 
scopic picture of acute nonspecific ulcera¬ 
tive colitis: we have not observed the for¬ 
mation of membranes or pseudomembranes 
that coated the mucosa. Bearing' has dis¬ 
tinguished micrococcic enteritis from 
pseudomembranous enterocolitis (the mod¬ 
ern cholera). While Micrococcus pyogenes, 
with its enterotoxin or enterotoxic reac¬ 
tion, appeared to be the causative organ¬ 
ism in all of his cases of micrococcic 
enteritis, the staphylococcus or micrococcic 
invasion was not always pre.-ent in hi* 
cases of pseudomembranous enterocolitis. 
Although the development of pseudomem¬ 
branous enterocolitis i*not necessarily con¬ 
ditioned upon the M. pyogenes, its present 
incidence seem* to correspond to the prev¬ 
alence of antibiotic-re*i*tant strain* of 
Staph, aureus, and to a higher ratio of sus¬ 
picion. It should be emphasized, however, 
that pseudomembranous enterocolitis i* 
not a new phenomenon. It j* a .syndrome 
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Simple diarrhea responds to mere dis¬ 
continuation of administration of the 
offending antibiotic without further ado; 
the addition of erythromycin or oleando¬ 
mycin is seldom necessary. Incidentally, a 
past study 14 had revealed 11 cases of side 
effects produced by erythromycin as far 
back as in 1954. Mici’ococcic enteritis may 
respond readily to discontinuation of the 
offending antibiotic and to the administra¬ 
tion of antibiotics to which M. pyogenes 
is sensitive, while the clinical course of 
pseudomembranous enterocolitis is diffi¬ 
cult to reverse by any therapeutic means 
available, including the newer antibiotics, 
corticotropin and/or adrenal cortical hor¬ 
mones. In surgical patients who are in a 
state of shock but who have mild or no 
dian'hea, pseudomembranous enterocolitis 
may mimic pulmonaiy embolism, myocar¬ 
dial infarction produced by coronary 
artery thrombosis, hemorrhage or even 
peritonitis, thus compounding the diagnos¬ 
tic and/or therapeutic difficulties. 

To recapitulate: The crux to this situa¬ 
tion lies in a high index of suspicion; early 
recognition of already established compli¬ 
cations; prompt identification of the 
causative organism by smear (gi m am stain) 
and culture of the fecal organisms on me¬ 
dia that will grow staphylococci; deter¬ 
mination of the sensitivity of the offending 
organism to the prevailing antibiotics, and 
the institution of prompt specific and sup¬ 
portive treatment. To the clinically ill pa¬ 
tient, if the smear reveals micrococci, 
erythromycin or, preferably, oleandomycin 
should be administered promptly and in 
large doses (pai’entei’ally, if desii’ed) be¬ 
fore the results of cultural studies and 
sensitivity tests are repoi'ted. If organisms 
ai'e absent on gram-stained smeai's, more 
effective therapy, including cox'ticoti’opin 
(acth) or adrenocoi-tical hormones admin¬ 
istered intravenously, and the replace¬ 
ment of depleted electrolyte elements and 
depleted cii’culatoiy fluid volume should 


be instituted. Fluids should be given in 
abundance, because they may be lost in 
the excreted feces, into the tissues and into 
the lumen of the bowel, 13 where enoi’mous 
quantities may be trapped. For the ci’it- 
ically ill patient with shock or circulatory 
collapse, oligui-ia, copious dian’hea, etc., 
the use of whole blood and vasopressor 
drugs is justified, in addition to the afoi’e- 
mentioned therapy. 

Addendum: Since the prepai-ation of 
this paper, Kanamycin sulfate has be¬ 
come commei’cially available. Since its 
pharmacologic pi’operties, toxicity and 
thei’apeutic activity seem to parallel those 
of Neomycin, its usefulness in clinical 
medicine and sui’geiy will most probably 
also be similar to that of Neomycin. 17 

The use of fecal enemas in the ti’eatment 
of pseudomembranous enterocolitis has 
been suggested (Eiseman, B; Silen, W.; 
Bascom, G. S., and ICauvar, A. J., Sui-gery 
4:854 [Nov.] 1958). 

ZUSAMMENFASSUNG 

Der heute giiltige Wert einiger der zur 
sogenannten praoperativen Stei’ilisierung 
des Dickdai’ms angewandten Antibiotika 
wil’d abgeschatzt. Die ein- Oder zweita- 
gige Vorbei’eitung des Patienten, die sich 
der Kombination eines spai’lich absoi’bier- 
baren mit einem absorbierbaren Antibio- 
tikum bedient, ist hochst wii’ksam. Die 
Anwendung dieser kurzfristigen Vorbe- 
x’eitung bezweckt eine Umgehung der 
Wirkungen einer moglichen Wucherung 
der Hefepilze, auf die im einzelnen einge- 
gangen wird. Es wird dai’auf hingewiesen, 
dass es notwendig ist, die glinstigen Wir¬ 
kungen der Antibiotika gegen die mogli¬ 
chen Reaktionen und Gefahren abzuwa- 
gen. Die Ratsamkeit der Anwendung 
physiologischer Kochsalzlosung statt Was- 
ser zur Darmspiilung, um eine Wasser- 
intoxikation zu vei’hiiten, und die Vei’mei- 
dung iibermassigen Abfiihi’ens, um einem 
unerwiinschten Kaliumvei’lust, der zur 
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postoperativen Kaliuxnarmut im Blut 
fiihren kann, vorzubeugen, werden eror- 
tert. Den beiden letztgenannten Faktoren 
ist ofTenbar bis zur Zeit der Niederschrift 
dieser Arbeit nicht genugend Aufmerk- 
samkeit bei der Vorbereitung des Dick- 
darms zur Operation gewidmet v/orden. 
Das Problem der raschen Wiederansied- 
lung der normalen Darmfiora im Dickdarm 
nach der sogenannten temporiiren Sterili- 
sierung ist noch ungelost. 

RIAPSUNTO 

E' ormai ben stabilito il valore di alcuni 
antibiotici nella cosidetta pterilizzazione 
preoperatoria del colon. II metodo piu 
eflicace e rapiirepentalo dall'uso di un anti- 
biotico pcarsamente assorbibile associato 
ad uno assorbibile per uno-due giorni 
prima dell’intervento. Questa prepara- 
zione di breve durata tende ad evitare o a 
ridurre il riscliio dello sviluppo dello pt. 
aureo. E* mollo importante che o bene- 
llci derivati dali’impiego degli antibiotici 
non *i accompapnino a rischi o ad efTetti 
spiacevoli. Viene discus-m 1’upo delle fo- 
luzinni lEinlogiche in luopo dell’acqua pura 
per le irrigazioni del colon, alio pcopo di 
evitare l’into'-icazione da acqua, e la ne- 
ce-Mtn di evitare jmrghe eccr , -»ive jier 
pn venire l'ipokab'mia pii-top.-ratoria. 

(pie'-te due tiltimi punti non hattno an- 
eora riceuito la dovnta nitenzione. Ite-ta 
ntscra in *■«*1 u t <• il ]>rob!ema della ric<>I"T)ir- 
/afione bat’enca del ci*!on d<>po la --teri- 
]://arinn. 


qui sont discutes. Les avantages des anti- 
biotiques devraient etre equilibres contre 
les reactions ou les risques qu’ils peuvent 
entrainer. L’auteur discute egalement l’op- 
portunite de 1’utilisation d'une solution 
physiologique de chlorure de sodium au 
lieu de l’eau du robinet pour l'irrigation 
intestinale en vue de prevenir une intoxi¬ 
cation aqueuse, ainsi que la faqon d’eviter 
une trop forte purgation entrainant une 
perte excessive de potassium pouvant pro- 
voquer une hypokalemie post-operatoire. 
II semble que 1'on n’ait pas encore accorde 
une attention suflisante aux deux derniers 
facteurs mentionnes en ce qui concerne la 
preparation pre-operatoire du colon. Le 
problcme d’une recolonisation rapide du 
gros intestin apres la soi-disant sterilisa¬ 
tion temporaire du colon par une tWo 
coliforme normale pre-operatoire n’est pas 
encore resolu. 
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Simple diarrhea responds to mere dis¬ 
continuation of administration of the 
offending antibiotic without further ado; 
the addition of erythromycin or oleando¬ 
mycin is seldom necessary. Incidentally, a 
past study 14 had revealed 11 cases of side 
effects produced by erythromycin as far 
back as in 1954. Micrococcic enteritis may 
respond readily to discontinuation of the 
offending antibiotic and to the administra¬ 
tion of antibiotics to which M. pyogenes 
is sensitive, while the clinical course of 
pseudomembranous enterocolitis is diffi¬ 
cult to reverse by any therapeutic means 
available, including the newer antibiotics, 
corticotropin and/or adrenal cortical hor¬ 
mones. In surgical patients who are in a 
state of shock but who have mild or no 
diarrhea, pseudomembranous enterocolitis 
may mimic pulmonary embolism, myocar¬ 
dial infarction produced by coronary 
artery thrombosis, hemorrhage or even 
peritonitis, thus compounding the diagnos¬ 
tic and/or therapeutic difficulties. 

To recapitulate: The crux to this situa¬ 
tion lies in a high index of suspicion; early 
recognition of already established compli¬ 
cations ; prompt identification of the 
causative organism by smear (gram stain) 
and culture of the fecal organisms on me¬ 
dia that will grow staphylococci; deter¬ 
mination of the sensitivity of the offending 
organism to the prevailing antibiotics, and 
the institution of prompt specific and sup¬ 
portive treatment. To the clinically ill pa¬ 
tient, if the smear reveals micrococci, 
erythromycin or, preferably, oleandomycin 
should be administered promptly and in 
large doses (parenterally, if desired) be¬ 
fore the results of cultural studies and 
sensitivity tests are reported. If organisms 
are absent on gram-stained smears, more 
effective therapy, including corticotropin 
(acth) or adrenocortical hormones admin¬ 
istered intravenously, and the replace¬ 
ment of depleted electrolyte elements and 
depleted circulatory fluid volume should 


be instituted. Fluids should be given in 
abundance, because they may be lost in 
the excreted feces, into the tissues and into 
the lumen of the bowel, 1 - 1 where enormous 
quantities may be trapped. For the crit¬ 
ically ill patient with shock or circulatory 
collapse, oliguria, copious diarrhea, etc., 
the use of whole blood and vasopressor 
drugs is justified, in addition to the afore¬ 
mentioned therapy. 

Addendum: Since the preparation of 
this paper, Kanamycin sulfate has be¬ 
come commercially available. Since its 
pharmacologic properties, toxicity and 
therapeutic activity seem to parallel those 
of Neomycin, its usefulness in clinical 
medicine and surgery will most probably 
also be similar to that of Neomycin. 17 

The use of fecal enemas in the treatment 
of pseudomembranous enterocolitis has 
been suggested (Eiseman, B; Silen, W.; 
Bascom, G. S., and Kauvar, A. J., Surgery 
4:854 [Nov.] 1958). 

ZUSAMMENFASSUNG 

Der heute giiltige Wert einiger der zur 
sogenannten praoperativen Sterilisierung 
des Dickdarms angewandten Antibiotika 
wird abgeschatzt. Die ein- oder zweita- 
gige Vorbereitung des Patienten, die sich 
der Kombination eines sparlich absorbier- 
baren mit einem absorbierbaren Antibio- 
tikum bedient, ist hochst wirksam. Die 
Anwendung dieser kurzfristigen Vorbe¬ 
reitung bezweckt eine Umgehung der 
Wirkungen einer moglichen Wucherung 
der Hefepilze, auf die im einzelnen einge- 
gangen wird. Es wird darauf hingewiesen, 
dass es notwendig ist, die gtinstigen Wir¬ 
kungen der Antibiotika gegen die mogli¬ 
chen Reaktionen und Gefahren abzuwa- 
gen. Die Ratsamkeit der Anwendung 
physiologischer Kochsalzlosung statt Was- 
ser zur Darmsptilung, um eine Wasser- 
intoxikation zu verhiiten, und die Vermei- 
dung iibermassigen Abfiihrens, um einem 
unerwunschten Kaliumverlust, der zur 
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postoperativen Kaliumarmut im Blut 
fuhren kann, vorzubeugen, werden eror- 
tert. Den beiden letztgenannten Faktoren 
ist offenbar bis zur Zeit der Niederschrift 
dieser Arbeit nicht geniigend Aufmerk- 
samkeit bei der Vorbereitung des Dick- 
darms zur Operation gewidmet worden. 
Das Problem der raschen Wiederansied- 
lung der normalen Darmflora im Dickdarm 
nach der sogenannten temporiiren Sterili- 
sierung ist nocb ungelost. 


IUASFUNTO 


E’ ormai ben stabilito il valore di alcuni 
antibiotici nella cosidetta sterilizzazione 
preoperatoria del colon. II metodo piu 
edicace e rappresentato dalt’uso di un anti- 
biotico scarsamente assorbibile associate 
ad uno assorbibile per uno-due giorni 
prima dell’intervento. Questa prepara- 
zione di breve durata tende ad evitare o a 
ridurre il rischio dello sviluppo delio st. 
aureo. E’ molto importante che o bene- 
fici derivati dall’impicgo degli antibiotici 
non si accompagnino a rischi o ad efTetti 
spiacevoli. Yiene discusso 1’uso delle so* 
lnzioni liMologiche in luogo dell’aequa pura 
|M*r k* irrigazioni del colon, alio scope di 
evitare rinto^icazione da aco.ua, e la ne- 
ce^ita di evitare purgin' eece-sive per 
pri venire l’ipokalemia po-toperatoria. 

(?»**''!»• due liltimi punt: non banno an- 
i ora rirevuto la dovuta attenzinne. Ke.-ta 
ant ora imolnto il problem.'-, della ricoloniz- 
rarioii" batterica del colon dopn la steri- 
li/rarione. 


qui sont discutes. Les avantages des anti- 
biotioues devraient etre equilibres contre 
les reactions ou les risques qu'ils peuvent 
entrainer. L'auteur discute egalement 1’op- 
portunite de l'utilisation d'une solution 
physiologique de ciilorure de sodium au 
lieu de l’eau du robinet pour l'irrigntion 
intestinale en vue de prevenir une intoxi¬ 
cation aqueuse, ainsi que la facon d’eviter 
une trop forte purgation entrainant line 
perte excessive de potassium pouvant pro- 
yoquer une hypokalemie post-operatoire. 
Il semble que 1'on n’ait pas encore accorde 
une attention suflisante aux deux derniers 
facteurs mentionnes en ce qui concerne la 
preparation pre-operatoire du colon. Le 
probleme d’une recolonisation rapide du 
gros intestin apres la soi-disant sterilisa¬ 
tion temporaire du colon par une (lore 
coliforme normale pre-operatoire n’est pas 
encore resolu. 


IIESl'MKN 

Esta suticientemente demostrado el 
valor que hoy dia tienen los antibioticos en 
la esterilizacibn preopc-ratoria del colon. 
I^a preparaeibn durante un par de dias 
eon un antibiotico de poca absorciun y 
otro facilmente absorbiblo es francamcnte 
efectiva. IVro esta preparaeibn dema- 
M'ado rapida puule no Hegar a evitar el 
de'arrollo del estafilococo p.aureus; esta 
circuratancia se c-studia con algiin detalle 
eu c-te traba.io. En consectiencia los bc- 
m-ta-io- derivado- del tmpleo de los anti- 
bioticn- d.-ben .-or onfrontados ;i SU s ries- 
go- e incunaniente-. «=t- ostudia tumbien 
e! ia<> dr em-m.-a- con solucibn de cloruro 
.-"Uico qu,. ;:J evitar una ptirgacibn exce- 
\ iv:i l ,r '-viem- la indebida pbrdida de pota- 
MO qu- p .drill conducir a la hipokalemia 
1 ’'top'-ratoria. Parece ser que estos dos 
P'-mto- uliimamente ir.encionados no ban 
" ,! ‘ n haMa la feciia coiaid-rado,- como se 
nan Am ma-- I'-davia qut-da sin rosol- 
" r v. pn ma d** !a rccmiciliacion de--. 

I -a e-bTili^cibn temporal del colon 
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Specifically speaking, there is a possibility' that disease is rooted in the physical 
aspect of man and ... is part of the vulnerability and perishability of physical 
existence ... In this light, human disease appears as a natural step of man on 
his way to death. On the other hand, disease can also be looked upon as the result 
of man’s freedom, the fruit of his neglects and inhibitions, his follies and excesses— 
in other words, the result of his individual biography. In this light disease appears 
as the shadow, perhaps even the price, cf the personality of man. the necessary 
evil of the fact that man is an individual. 

—Buchner 


224 



Editorial 


Early French Surgery 

G. FASTEN TALLMADGE. A.M., M.D.. Ph.DA 

MILWAUKEE, WISCONSIN 


S URGERY in the land known to the 
Romans as Gallin has beginnings in 
prehistoric times. Broken heads have 
been found in burials of the Stone Ages, 
but factual evidence of therapeutic tre¬ 
phination cannot be deduced from these. 
However, hand-prints in red upon the 
walls of cave- in southern France and 
northern Spain show frequent missing 
fingers (Fig. 1). So many of the prints 
show evidence of the-c mining fingers 
that it i- more reasonable to assume that 
the finger- were amputated, probably ritu¬ 
ally. than that they were ln-t by accident 
or in fight-. The amputations appear to 
have been made at the joint-, and pre¬ 
sume -onie knowledge of the art of hemo- 
-ta-i-. Of cour-e, written hi-torv of such 
amputations doe- not ev-t. 


people could not write, neither could tin 
read, and the ability to read Latin, to s: 
nothing of Greek, was confined to a few 
the more alert spirits in the monasteric 


During the forthcoming months of 
1959 and as Iona thereafter as pas¬ 
sible, the editorial pages of the 
Journal of the International College 
of Surgeons will be occupied by 
presentations of rare and extraordi¬ 
nary h storic value, the lectures pro 
senfed at the International Surgeons' 
Hell of Fame on medical cr.d surgi¬ 
cal history’ from the earliest recorded 
achievements to those of cur own 
times. We believe that Journal read 
ers who were not able to dtend lh ri 
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Many of the ancient manuscripts extant 
were copied by scribes in these monas¬ 
teries, and many of these scribes, as pale¬ 
ographers know well, were merely copying 
hieroglyphics whose significance was un¬ 
known to them. 

The preservation of the learning of the 
classical world, thus, was almost entirely 
the work of the monastics. St. Benedict 
had founded the monastery on Monte Cas- 
sino in 529, and the Constitution of the 
Benedictines stated expressly that the care 
of the sick should come before and above 
all else. This admonition was equivocal: 
did it refer to the care of sick Benedic¬ 
tines, or of sick men—and women—whom¬ 
ever they might be? 

In any event, among the literate monks 
there were those who found medicine and 
surgery alluring fields for study. And 
there must have been. The Church had 
a motto, Ecclesia abhorreta sanguine (the 
Church abhors bloodshed), and this was 
supposed by some churchmen to cover also 
the practice of medicine, with its thera¬ 
peutic bleeding, and the practice of sur¬ 
gery. The increasing devotion of some 
of the monks to medicine and to surgery 
led to a significant change in the Church’s 
attitude toward the Benedictine admoni¬ 
tion that the care of the sick should come 
before and above all else. The Church 
made it more and more clear that ,th 
first duties of its- 
religious life, to' * 
not to the care 
quarters this no 
point at wlr 


looked upon 
attempt to a 
a trespass ' . 

And so, in 
decreed that > 
medicine (law 
outside our piv~ 
be it noted, fork 
only the study. 


" were to 
the soul 
In sc 
d to tl 

and to 
’> ered 
-d. 


It must be supposed that all of the 
clergy did not feel themselves entirely 
bound by this decree, or that obedience 
to it fell into disuse, foi’, some two and a 
half centuries later, the Council of Cler¬ 
mont reopened the issue by deploring the 
neglect of souls by the clergy. The fol¬ 
lowing year, 1131, the Council of Rheims 
forbade to the monks and the regular 
clergy the practice of medicine or surgery 
for money. In 1139 the words, for money, 
were deleted from the edict. In 1162 the 
study of medicine again was foi’bidden to 
the religious. Other and stronger pro¬ 
nouncements followed, until, in 1212, the 
Council of Paris laid the sentence of ex- 
communication upon those who, for the 
purpose of practicing medicine (or law), 
remained away from the monastery for 
more than two months. 


Evidently abuses were real, and the 
Church was finding it most difficult to 
prevent the monks and the regular clergy 
from practicing medicine and surgery. 
The Church held that its members’ first 
duties were toward the religious life. 
Activity in medicine and law beyond the 
cloisters led to mundanity in the lives of 
those whose lives ought to have been 
dedicated to things supernal. Monks whose 
knowledge of medicine and whose skill in 
surgery were famous were called away to 
e prolonged visits to princes and 
■tates who could, and perhaps usually 
urround them with extravagant 
d extravagant pleasures and ex- 


t rewards, 
monks tra > 
returned 
the o- 
■ then. 

i 

cap 


complained 
l more and 
masteries 
~ highest 

’ grown 
ig. We 
Yf Paris 
it could 
~>ol but 
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should be called a University. But in 1210 
the Faculty of Medicine of Paris was 
formally recognized by the Church. All 
of the teachers and all of the students 
were clerics. They submitted to the ton¬ 
sure. They wore clerical robes. How 
rigorously the clerical regulations were en¬ 
forced can be shown by many illustra¬ 
tions; let two suffice; in 1305 a student 
was denied bis license because it was 
proved that he had been married recently: 
and in 1413 the Dean. Charles de Meaure- 
gard, was stripped of all his titles, rights, 
privileges, and immunities because he had 
been married! 

The requirement of celibacy in a mem¬ 
ber of the Faculty was not relaxed until 
1452. In a student it was not relaxed 
until 1 GOO. 

The Church had endowed the Faculty 
of Medicine of Paris—and. indeed, the 
entire University — with exceptional 
rights, privileges, and immunities. Thus 
the Faculty of Medicine of Paris, jealously 
guarding these rights, privilege-, and im¬ 
munities, became extremely proud and 
acutely aware of it-= own importance. In¬ 
deed, it dictated the entire tearhing and 
practice of medicine in France, and nearly 
in F.urnne 



r.v.ejn ti’r. J 'rtnrh I’yrr nn .\>;r,er: t it . ft ; -rir.J 
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Many of the ancient manuscripts extant 
were copied by scribes in these monas¬ 
teries, and many of these scribes, as pale¬ 
ographers know well, were merely copying 
hieroglyphics whose significance was un¬ 
known to them. 

The preservation of the learning of the 
classical world, thus, was almost entirely 
the work of the monastics. St. Benedict 
had founded the monastery on Monte Cas- 
sino in 529, and the Constitution of the 
Benedictines stated expressly that the care 
of the sick should come before and above 
all else. This admonition was equivocal: 
did it refer to the care of sick Benedic¬ 
tines, or of sick men—and women—whom¬ 
ever they might be? 

In any event, among the literate monks 
there were those who found medicine and 
surgery alluring fields for study. And 
there must have been. The Church had 
a motto, Ecclesia abhorretd sanguine (the 
Church abhors bloodshed), and this was 
supposed by some churchmen to cover also 
the practice of medicine, with its thera¬ 
peutic bleeding, and the practice of sur¬ 
gery. The increasing devotion of some 
of the monks to medicine and to surgery 
led to a significant change in the Church’s 
attitude toward the Benedictine admoni¬ 
tion that the care of the sick should come 
before and above all else. The Church 
made it more and more clear that the 
first duties of its members were to the 
religious life, to the care of the soul and 
not to the care of the body. In some 
quarters this notion was carried to the 
point at which disease and injury were 
looked upon as retribution for sin, and to 
attempt to alleviate them was considered 
a trespass upon the just judgment of God. 

And so, in 877, the Synod of Ratisbon 
decreed that the clergy should not study 
medicine (law was included, but that is 
outside our present purpose). The decree, 
be it noted, forbade not the practice, but 
only the study. 


It must be supposed that all of the 
clergy did not feel themselves entirely 
bound by this decree, or that obedience 
to it fell into disuse, for, some two and a 
half centuries later, the Council of Cler¬ 
mont reopened the issue by deploring the 
neglect of souls by the clergy. The fol¬ 
lowing year, 1131, the Council of Rheims 
forbade to the monks and the regular 
clergy the practice of medicine or surgery 
for money. In 1139 the words, for money, 
were deleted from the edict. In 1162 the 
study of medicine again was forbidden to 
the religious. Other and stronger pro¬ 
nouncements followed, until, in 1212, the 
Council of Paris laid the sentence of ex- 
communication upon those Avho, for the 
purpose of practicing medicine (or law), 
remained away from the monastery for 
more than two months. 

Evidently abuses were real, and the 
Church was finding it most difficult to 
prevent the monks and the regular clergy 
from practicing medicine and surgery. 
The Church held that its members’ first 
duties ivere toAvard the religious life. 
Activity in medicine and laAV beyond the 
cloisters led to mundanity in the lives of 
those AA'hose lives ought to have been 
dedicated to things supernal. Monks Avhose 
knoAvledge of medicine and Avhose skill in 
surgery Avere famous Avere called aAvay to 
make prolonged visits to princes and 
potentates Avho could, and perhaps usually 
did, surround them with extravagant 
feasts and extravagant pleasures and ex- 
travagant reAvards. It Avas complained 
that the monks traveled about more and 
more and returned to their monasteries 
only upon the occasions of the highest 
feasts, if even then. 

During these centuries Paris had groAvn 
to be the Aimrld’s capital of learning. We 
do not know Avhen the University of Paris 
AA'as founded; perhaps about 1100 it could 
no longer be called a Cathedral School but 
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.should be called a Uni vers it}'. But in 1219 
the Faculty of Medicine of Paris was 
formally recognized by the Church. All 
of the teachers and all of the students 
were clerics. They submitted to the ton- 
sure. They wore clerical robes. How 
rigorously the clerical regulations were en¬ 
forced can be shown by many illustra¬ 
tions; let two suffice: in 1395 a student 
was denied his license because it was 
proved that he had been married recently; 
and in 1443 the Dean, Charles de Meaure- 
gard, was stripped of all his titles, rights, 
privileges, and immunities because he had 
been married! 

The requirement of celibacy in a mem¬ 
ber of the Faculty was not relaxed until 
1452. In a student it was not relaxed 
until 1(500. 

The Church had endowed the Faculty 
of Medicine of Paris—and. indeed, the 
entire University — with exceptional 
rights, privileges, and immunities. Thus 
the Faculty of Medicine of Paris, jealously 
guarding tho-o rights, privileges, and im¬ 
munities, became extremely proud and 
acutely aware of it- own importance. In¬ 
deed. it dictated the entire teaching and 
practice <.f medicine in France, and nearly 
in Ktirnpe. 



Fig. 1.—Handprint- from t> » "a'.!' ef . f.etg,.- 
Onc in t (a French Pj r< r.< < -: Aur.v ) 'ml 
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under his own direction. It was beneath 
the dignity of the physician to degrade 
himself to cutting; this was the office of 
the barber. In France and England, then, 
a deep rift was driven between medicine 
and surgery. The Faculty of Paris would 
not recognize the professional standing, 
nor the social standing, of the surgeons. 
Members of the Faculty and Licentiates of 
the Faculty were permitted to wear a long 
robe, significant of their positions. But 
the surgeons were permitted to wear only 
a short robe. In consequence of these 
things, many bitter professional quarrels 
arose; since the Faculty was the supreme 
authority, these quarrels usually resulted 
detrimentally to the surgeons of France. 

The barbers were not permitted to wear 
any robe. In time, however (for surgery 
in France was advancing in spite of the 
opposition of the Faculty), the barbers 
began to be aware of the inroads which 
the surgeons were making upon their 
trade. The barbers protested against the 
surgeons, and their protests were meat 
and drink to the Faculty. Although the 
barbers were merely tradesmen, and bour¬ 
geois at that, the Faculty aided, in every 
way possible, the barbers in their efforts 
against the surgeons. It was completely 
beneath the dignity of the Faculty to have 
anything to do with the barbers beyond 
ordering them to perform certain inci¬ 
sions, and, indeed, members of the Fac¬ 
ulty who could be proved to have treated 
the barbers as more than mere servants 
were subject to severe discipline and loss 
of rank and honor. Nevertheless, the 
Faculty, well aware of the rising power of 
the surgeons, secretly taught its art to 
the barbers and did all in its power to 
support them in their war against the 
surgeons. Far beneath the Faculty soci¬ 
ally and professionally, they nevertheless 
formed another instrument by means of 
which the Faculty could harass the sur¬ 
geons. 


This unfortunate situation continued to 
deteriorate until at last Jean Pitard (1228- 
1815), physician to King Louis IX (St. 
Louis), approached his Majesty in an 
effort to resolve the difficulties between 
the Faculty and the barbers on the one 
hand, and the surgeons on the other. 
Pitard is too little known in our day; 
actually he was the moving spirit in the 
genesis of the great French tradition in 
medicine as well as in surgery. The King 
gave his approval to Pitard’s plan, and 
the result was that on February 25th, 
1255, Pitard established the Confrerie do 
St.-Come et de St.-Damien, familiarly 
known as the College de St.-Come, or, 
more familiarly, simply as St.-Come. This 
was the world’s first College of Surgeons. 
It was founded by a Frenchman, under 
the auspices of a French King. 

It is not entirely certain that Pitard's 
appeal to the King was completely naive. 
Pitard urged that St.-Come had for its 
primary purposes financial and other as¬ 
sistance to impecunious members, the 
assurance of a decent burial to deceased 
members, and the amicable settling of 
disputes between living members. It might 
have been said that a further purpose was 
to be an attempt to settle differences be¬ 
tween the surgeons and the Faculty. At 
any rate, by about 1290 the Confrerie had 
prescribed courses of study for the sur¬ 
geons, had formulated an oath to be sworn 
by the prospective member, had designed 
a long robe in imitation of that worn by 
members of the Faculty, and had organ¬ 
ized a hierarchy of members. The pro¬ 
spective surgeon joined the Confrerie as 
an apprentice. In due time, and upon the 
payment of a fee of one franc, the ap¬ 
prentice became a bachelor. After cer¬ 
tain studies and the swearing of another 
oath (not to mention the payment of 
twelve gold crowns in cash) the bachelor 
could become a licentiate: he was now 
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“licenced” to practice surgery in Paris 
and it? environs. After four years of 
such practice he might become a master, 
and himself take on apprentices, for fees. 
However, a surgeon could never attain to 
the title of Doctor unless he took an oath 
to give up completely the practice of sur¬ 
gery. Worse than this, no surgeon could 
ever receive the benediction of the Chan¬ 
cellor of Xdtre-Dame de Paris. There 
were other social and professional distinc¬ 
tions between the surgeons and the Fac¬ 
ulty: the Faculty spoke in Latin, the ig¬ 
norant surgeons spoke only in French: the 
surgeons had only a few saints to brag 
about, the Faculty had a saint for nearly 
every known disease: to mention only a 
couple. 

The inexcusable antipathy between the 
Faculty and St.-Come continued to in¬ 
crease until the illustrious Lanfranc came 
upon the Parisian scene. Lanfranc (Fig. 
2: Guido Lmfranchi of Milan, died about 
1315), a pupil of the illustrious Taddeo 
d'Alderotti (Fig. 3), who is famous for 
having taught that one cannot be a good 
surgeon unless , m( . L ; t L 0 a good physi¬ 
cian, nor a good physician unle-s one is 
aLo a good surgeon, b» came embroiled in 
one of the many differences between the 
Guelphs and the Ghibellines and was 
exiled from Milan in 1111*0. He had been 
boi n in Milan, and had established there 
a \ 1 1 y sin-, e-sjul piactice in surgery — the 
t'i" ton l*et v,t • n no dicin' and stirg. rv v 
la ' i as "in* m It.dv ; s it v. .,s jn I'r.ir.ce 


reactionary to his celebrated Italian teach¬ 
ers: it is still one of the great surgical 
classics. 

Lanfranc remained at Paris from 1205 
until his death in 1315. About 1310. with 
the approbation of King Philippe le Bel 
(Philip the Fair), he was able to effect 
changes in the teaching of surgery and 
changes in the requirements which must 
be fulfilled for obtaining the degrees of 
bachelor, licentiate, and master. More¬ 
over. in the following year (1311). Lan¬ 
franc and Pitard succeeded in obtaining 
a royal edict which ordained that no one 
could practice surgery until he had passed 
an examination administered by sworn 
masters of surgery selected by Pitard <>r 
by his successors, in perpetuity. 

But the conflicts continued. There wore 
differences between the two orders of bar¬ 
bers. for one order could only sell oint¬ 
ments. antidotes, and cure-alls, while the 
other could use scis-mrs and scalpel in 
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under his own direction. It was beneath 
the dignity of the physician to degrade 
himself to cutting; this was the office of 
the barber. In France and England, then, 
a deep rift was driven between medicine 
and surgery. The Faculty of Paris would 
not recognize the professional standing, 
nor the social standing, of the surgeons. 
Members of the Faculty and Licentiates of 
the Faculty were permitted to wear a long 
robe, significant of their positions. But 
the surgeons were permitted to wear only 
a short l’obe. In consequence of these 
things, many bitter professional quarrels 
arose; since the Faculty was the supreme 
authority, these quarrels usually resulted 
detrimentally to the surgeons of France. 

The barbers were not permitted to wear 
any robe. In time, however (for surgery 
in France was advancing in spite of the 
opposition of the Faculty), the barbers 
began to be aware of the inroads which 
the surgeons were making upon their 
trade. The barbers protested against the 
surgeons, and their protests were meat 
and drink to the Faculty. Although the 
barbers were merely tradesmen, and bour¬ 
geois at that, the Faculty aided, in every 
way possible, the barbers in their efforts 
against the surgeons. It was completely 
beneath the dignity of the Faculty to have 
anything to do with the barbers beyond 
ordering them to perform certain inci¬ 
sions, and, indeed, members of the Fac¬ 
ulty who could be proved to have treated 
the barbers as more than mere servants 
were subject to severe discipline and loss 
of rank and honor. Nevertheless, the 
Faculty, well aware of the rising power of 
the surgeons, secretly taught its art to 
the barbers and did all in its power to 
support them in their war against the 
surgeons. Far beneath the Faculty soci¬ 
ally and professionally, they nevertheless 
formed another instrument by means of 
which the Faculty could harass the sur¬ 
geons. 


This unfortunate situation continued to 
deteriorate until at last Jean Pitard (1228- 
1315), physician to King Louis IX (St. 
Louis), approached his Majesty in an 
effort to resolve the difficulties between 
the Faculty and the barbers on the one 
hand, and the surgeons on the other. 
Pitard is too little known in our day; 
actually he was the moving spirit in the 
genesis of the great French tradition in 
medicine as well as in surgery. The King 
gave his approval to Pitard’s plan, and 
the result was that on February 25th, 
1255, Pitard established the Confrerie de 
St.-Come et. de St.-Damien, familiarly 
known as the College de St.-Come, or, 
more familiarly, simply as St.-Come. This 
was the world’s first College of Surgeons. 
It was founded by a Frenchman, under 
the auspices of a French King. 

It is not entirely certain that Pitard’s 
appeal to the King was completely naive. 
Pitard urged that St.-Come had for its 
primary purposes financial and other as¬ 
sistance to impecunious members, the 
assurance of a decent burial to deceased 
members, and the amicable settling of 
disputes between living members. It might 
have been said that a further purpose was 
to be an attempt to settle differences be¬ 
tween the surgeons and the Faculty. At 
any rate, by about 1290 the Confrerie had 
prescribed courses of study for the sur¬ 
geons, had formulated an oath to be sworn 
by the prospective member, had designed 
a long robe in imitation of that worn by 
members of the Faculty, and had organ¬ 
ized a hierarchy of members. The pro¬ 
spective surgeon joined the Confrerie as 
an apprentice. In due time, and upon the 
payment of a fee of one franc, the ap¬ 
prentice became a bachelor. After cer¬ 
tain studies and the swearing of another 
oath (not to mention the payment of 
twelve gold crowns in cash) the bachelor 
could become a licentiate: he was now 
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ville, Mundavilla, etc.” In ancient times 
ten illustrious cities claimed the honor of 
having been the birthplace of Homer. But 
only two have ever claimed the honor of 
having been the birthplace of Henri: the 
village of Mandeville. about three mile? 
from Caen; and little Emondeville, near 
Valognes, in the Department de La Blan¬ 
che. 

We do not know where he began the 
study of medicine—perhaps in Montpel¬ 
lier. perhaps in Paris. He became a 
cleric, of course. It has been said that 
he was a misogynist, and there are 
grounds for such an attribution. He had 
to be celibate to study medicine in France, 
and afterward his having tuberculosis 
might have deterred him from taking a 
wife. In any event, having earned his 
degree of Master in Medicine he went to 
Italy. In Italy he became a pupil of the 
groat Tbeodoric of Bologna, who later 
became Hi‘-hop of Corvia. As has been 
mentioned, the groat rift between medi¬ 
cine and surgery which existed in France 



« 
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was hardly known in Italy. Tbeodoric 
was physician to Pope Innocent IV. but 
is better known in the history of medicine 
as a surgeon, and perhaps justly so. Far 
ahead of his time, he taught that wounds 
and incisions should be treated expect¬ 
antly and on the dry principle. Since this 
teaching had a direct bearing upon the 
evolution of early French surgery, a brief 
digression, in explanation of Tbeodoric’? 
doctrine, which was accepted and put into 
practice by de Mondeville. should not be 
out of order. 

The doctrine of the four humors, origi¬ 
nated most probably by Alcmaeon of Cro- 
tona, was brought to its final form ln- 
Galen. Health consists in an equilibrium 
of the four humors: blood, mucus, yellow 
bile, and black bile. If one of the humors 
accumulates in excess in the body, the 
equilibrium of the humors i? iqwet and 
disease results. The humor which i« in 
excess is known as the peccant humor. To 
cure the disease, then, it is es-ential to 
remove the exce-~- of the peccant humor 
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Fig. 3.—Maestro Taddeo d’Alderotto, of Florence 
and Bologna. (From the authors private library.) 


addition to prescribing ointments and the 
like. There were differences between the 
regular surgeons of St.-Come and the 
itinerant stone-cutters, herniotomists, and 
quacks. There were differences between 
the surgeons and the barbers. And there 
were, last but far from least, grave dif¬ 
ferences between the Faculty of Paris and 
the men of St.-Come. These differences 
were not just professional jealousies; they 
extended into the social and even the re¬ 
ligious aspects of life. Particularly dif¬ 
ficult were the situations in which the 
nobles, or the King himself, were in need 
of medical attention. Here the complexi¬ 
ties were increased by the fact that the 
apothecaries also were involved. In gen¬ 
eral, it required about nine men to attend 
the King: his physician, his apothecary. 


his surgeon, and their assistants (Fig. 4). 
Matters of propriety of rank seem to have 
had greater attention and consideration 
than the malady of His Majesty. To im¬ 
prove themselves in the matter of rank, 
the men of St.-Come decreed, in 1396, that 
no one could be accepted as an apprentice 
unless he could speak good Latin. Mem¬ 
bers of the Faculty had been giving secret 
instruction to the barbers, but in 1494 
courses given to the barbers were recog¬ 
nized formally. The Faculty had been 
allocated one cadaver each year for dis¬ 
section; in 1499 the barbers demanded a 
cadaver for themselves. In 1503 St.-Come 
was offered admission to a dissection pro¬ 
vided that the surgeons would pay one 
third of the cost of the dissection, or else 
the barbers would be admitted. About the 
same time King Francis I allowed to the 
surgeons all the privileges, rights, liber¬ 
ties, immunities, and exemptions (tels et 
semblcibles privileges, franchises, liberte, 
immunite, et exemptions) allowed to other 
graduates of the University of Paris. But 
the Faculty of Medicine would not receive 
a surgeon unless he had taken a solemn 
oath to abandon surgery forever. If we 
may look ahead for a moment: the war 
between the Faculty and St.-Come was not 
ended until 1660, and it was ended then 
only when the surgeons submitted to the 
Faculty and took an oath of allegiance. 

Into the middle of this scene came Henri 
de Mondeville. He came to be called Maitre 
Henri de Mondeville, Chirurgien de Phil¬ 
ippe le Bel, Roi de France. 

We know little of him beyond what we 
can gather from his own book, which he 
wrote between 1306 and 1320. We do not 
know when he was born; we do not know 
even where he was born. He had no last 
name; most men of his time had no last 
name. Riesman has written, “He was 
probably born in Normandy, and his last 
name is known variously as Hermonda- 
ville, Amondavilla, Armandavilla, Amoda- 
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from Caen; and little fimondeville, near 
Valogne?, in the Department de La Man- 
che. 

We do not know where he began the 
study of medicine—perhaps in Montpel¬ 
lier, perhaps in Paris. He became a 
cleric, of course. It ha? been said that 
he was a misogynist, and there are 
grounds for such an attribution. He had 
to be celibate to study medicine in France, 
and afterward his having tuberculosis 
might have deterred him from taking a 
wife. In any event, having earned his 
degree of Master in Medicine he went to 
Italy. In Italy he became a pupil of the 
great Thoodoric of Bologna, who later 
became Bishop of Corvia. As ha? been 
mentioned, the great rift between medi¬ 
cine and surgery which existed in France 
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was hardly known in Italy. Theodoric 
was physician to Pope Innocent IV. but 
is better known in the history of medicine 
as a surgeon, and perhaps justly ?o. Far 
ahead of his time, he taught that wound? 
and incisions should be treated expect¬ 
antly and on the dry principle. Since this 
teaching had a direct bearing upon the 
evolution of early French surgery, a brief 
digression, in explanation of Theodoric”? 
doctrine, which was accepted and put into 
practice by de Mondeville, should not be 
out of order. 

The doctrine of the four humors, origi¬ 
nated most probably by Alcmaeon of Cro- 
tona. was brought to its final form In- 
Galen. Health consists in an equilibrium 
of the four humors: blood. mucu«. yellow 
bile, and black bile. If one of the humors 
accumulates in excess in the body, the 
equilibrium of the humors is up-et and 
disease results. The humor which i= in 
excess is known as the peccant humor. To 
cure the disease, then, it L ntial to 
remove the exco's of the peccant humor 
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Fig. 3.—Maestio Taddeo d’Alderotto, of Florence 
and Bologna. (From the author’s private libiary.) 


addition to prescribing ointments and the 
like. There were differences between the 
regular surgeons of St.-Come and the 
itinerant stone-cutters, herniotomists, and 
quacks. There were differences between 
the surgeons and the barbers. And there 
were, last but far from least, grave dif¬ 
ferences between the Faculty of Paris and 
the men of St.-Come. These differences 
were not just professional jealousies; they 
extended into the social and even the re¬ 
ligious aspects of life. Particularly dif¬ 
ficult were the situations in which the 
nobles, or the King himself, were in need 
of medical attention. Here the complexi¬ 
ties were increased by the fact that the 
apothecaries also were involved. In gen¬ 
eral, it required about nine men to attend 
the King: his physician, his apothecary, 


his surgeon, and their assistants (Fig. 4). 
Matters of propriety of rank seem to have 
had greater attention and consideration 
than the malady of His Majesty. To im¬ 
prove themselves in the matter of rank, 
the men of St.-Come decreed, in 1396, that 
no one could be accepted as an apprentice 
unless he could speak good Latin. Mem¬ 
bers of the Faculty had been giving secret 
instruction to the barbers, but in 1494 
courses given to the barbers were recog¬ 
nized formally. The Faculty had been 
allocated one cadaver each year for dis¬ 
section; in 1499 the barbers demanded a 
cadaver for themselves. In 1503 St.-Come 
was offered admission to a dissection pro¬ 
vided that the surgeons would pay one 
third of the cost of the dissection, or else 
the barbers would be admitted. About the 
same time King Francis I allowed to the 
surgeons all the privileges, rights, liber¬ 
ties, immunities, and exemptions (tels et 
semblables privileges, franchises, liberte, 
immunite, et exemptions) allowed to other 
graduates of the University of Paris. But 
the Faculty of Medicine would not receive 
a surgeon unless he had taken a solemn 
oath to abandon surgery forever. If we 
may look ahead for a moment: the war 
between the Faculty and St.-Come was not 
ended until 1660, and it was ended then 
only when the surgeons submitted to the 
Faculty and took an oath of allegiance. 

Into the middle of this scene came Henri 
de Mondeville. He came to be called Maitre 
Henri de Mondeville, Chirurgien de Phil¬ 
ippe le Bel. Roi de France. 

We know little of him beyond what we 
can gather from his own book, which he 
wrote between 1306 and 1320. We do not 
know when he was born; we do not know 
even where he was born. He had no last 
name; most men of his time had no last 
name. Riesman has written, “He was 
probably born in Normandy, and his last 
name is known variously as Hermonda- 
ville, Amondavilla, Armandavilla, Amoda- 
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Serapion, Rhazes, and Haly ben Rod- 
houan, each 38; and so on to single refer¬ 
ences to such men as Boethius. Horace. 
Lucan, Philaretus, Ptolemy, Seneca. Yege- 
tius, and the like. 1 Whatever may be the 
surgical worth of these more than 1300 
quotations and references, they show at 
least that de Mondeville was a man of 
admirable erudition in addition to being 
a surgeon of the highest skill. And, after 
all, his number of references are. if any¬ 
thing, percentagewise lesser than those 
one encounters in attempting to read most 
contemporary medical or surgical articles 
in most contemporary journals. And 
again, in his preface to his book de Monde¬ 
ville had the grace to write [I abbreviate). 
"I, Henri de Mondeville, have set myself 
to this work for the honor, praise, and 
glory of our lyird .Tesus Christ, and of the 
Blessed Virgin His Mother, and of the 
sainted martyrs Cosmas and Damian,"— 
there follow.- the name of the King and the 
future King- of France and Navarre. 

De MondevilleV book proper is preceded 
bv a brief de-cription of Arabic numera¬ 
tion. The surgeon doubt!*-.-- thought this 
"as a neces-ary preamble, since the Ro¬ 
man sy.-tem of numeration, ponderous a< 
it v.a-, wa- -till in general u-e. 

The bool, i- t ompo-ed of five "t r< ati-e-." 
1 he tir-t treati-e, oji anatomy, i- talon 
principally from C.den and Avicenna, and 
v. a- originally ilia-'.rated with 12 (or 12?) 
nuniatur. tigun - v.h.rV, (...n-tituted a 
i‘"b ci itu-i-m. lat-r, of i'.e Mo:a!. % ill. 
b\ fin e.i ('h.a'ilc t . Tl:< - tr< .,{•-<, 



surgeons and their patients. The third 
treatise is concerned largely with “sophis¬ 
tication." that is. with aids to beauty and 
with the treatment of skin diseases. How¬ 
ever. it deals also with incisions, cauteries, 
phlebotomy, cupping, and amputation. 
The learned author then proceeds to a 
description of the methods of preparing 
cadavers for dissection, and also for pres¬ 
ervation—the art of embalming. There 
follows a large section on the treatment of 
burns, warts, sunburn, and various other 
afflictions to which the flesh is heir, and 
an enlightening discussion of the theory of 
the humors as it was known to one of the 
most intelligent writers on the subject at 
the beginning of the fourteenth century. 
This is followed by a long section on ulcers 
and cancer. 

De Mondeville*s book proceeds from tin- 
third treatise to the fifth immediately; tin- 
fourth is lacking. In his introduction <le 
Mondeville says that the fourth treatise 
will he concerned with fracture.-, disloca- 
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yig. 6.—Henri de Mondeville. Miniature fiom 
Manuscript 2030, date 1314, fiom the National 
Libiaiy, Paris. 


porary) in a violet robe, black knicker¬ 
bockers, and red stockings (Fig. 6). He 
is tall and lean, with a sparse beard of 
grey; his hair was grey also. In this rep¬ 
resentation he is perhaps about age 50. 

Beyond medicine and surgery, he was 
deeply versed in letters and philosophy. 
He was unafraid to attack anyone: priests, 
nobles, and even the King, alike felt the 
sting of his invectives; and de Mondeville 
showed in many passages how ignorant 
these men were. 

Although he had a large and, in many 
cases, a wealthy clientele, he himself never 
became wealthy. He was learned enough 
to be without superstition, but he coun¬ 


selled his pupils to take full account of 
the superstitious beliefs of the common 
people and to make use of horologies, the 
theory of critical days, zodiacal mysteries, 
and the like. 

He has been called a misogynist, but, as 
has been mentioned, this charge possibly 
has been based upon misconceptions of 
his clerical standing and the fact that he 
knew he was suffering from a fatal dis¬ 
ease. 

He was, after all, a Galenist, and 
adopted the humoral theory. But he was 
not completely a Galenist, as is proved by 
the facts that although he maintained the 
principle of the vis medicatrix naturae — 
the healing power of Nature left alone, he 
also held that Nature’s first intention was 
to heal simply, and that suppuration was 
unnecessary to healing. 

That he was well aware of the effect of 
opinion and gossip is shown by the fact 
that he cautioned his pupils never to 
undertake a surgical risk, even though a 
surgical procedure be absolutely demanded 
by the condition of the patient, if the pa¬ 
tient’s family and friends held out against 
it. “The opinion of people carries more 
weight by itself alone, and plays a larger 
part, than all else.” 

Although de Mondeville was beyond 
question the leading surgeon of his time 
in France—in point of fact, not merely 
in point of popular reputation—he was 
still a child of his age. He commented at 
length upon older and ancient texts; he 
used the logical procedures of dichotomy 
and syllogism; he quoted from the poets; 
frequently he went into long and devious 
descriptions and recapitulations which 
distract and abate the interest of the 
reader. These were the fashions of his 
epoch. He rested much upon authority: 
he quoted from Galen 431 passages; from 
Avicenna, 307; from Theodoric, 113; from 
Hippocrates, 68; from Aristotle, 47; from 
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houan, each 38: and so on to single refer¬ 
ence? to ?uch men a? Boethiu?. Horace. 
Lucan, Philaretu?. Ptolemy, Seneca. Yege- 
t!us, and the like. 1 Whatever may be the 
surgical worth of these more than 1300 
quotations and reference?, they show at 
least that de Mondeville was a man of 
admirable erudition in addition to being 
a surgeon of the highest skill. And, after 
all. his number of references are. if any¬ 
thing, percentagewise lesser than those 
one encounters in attempting to read most 
contemporary medical or surgical articles 
in most contemporary journals. And 
again, in his preface to his book de Monde¬ 
ville had the grace to write (I abbreviate], 
"1, Henri de Mondeville, have set myself 
to this work for the honor, praise, and 
glory of our I/trd Jesus Christ, and of the 
Blessed Virgin His Mother, and of the 
sainted martyrs Commas and Damian."— 
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future King' of France and Navarre. 
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surgeons and their patients. The third 
treatise is concerned largely with “sophis¬ 
tication.” that is. with aids to beauty and 
with the treatment of skin diseases. How¬ 
ever. it deal? also with incisions, cauteries, 
phlebotomy, cupping, and amputation. 
The learned author then proceeds to a 
description of the methods of preparing 
cadavers for dissection, and also for pres¬ 
ervation—the art of embalming. There 
follows a large section on the treatment of 
burns, warts, sunburn, and various other 
afflictions to which the flesh is heir, and 
an enlightening discussion of the theory of 
the humors as it wa« known to one of the 
most intelligent writers on the subject at 
the beginning of the fourteenth century. 
This is followed by a long r-ection on ulcers 
and cancer. 

De Mondeville’s book proceeds from the 
third treatise to the fifth immediately: the 
fourth is lacking. In his introduction de 
Mondeville says that the fourth treatise 
will be concerned with fracture', di-dnea- 
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tions, torsions, and foldings of the bones. 
From the pen of so painstaking a writer 
and so excellent a surgeon, this treatise 
would have added, beyond any doubt, an 
enlightening chapter to the history of 
orthopaedic surgery. 

The fifth treatise is commonly known 
as the Antidotarivm of de Mondeville. 
Here the surgeon condescends to admit 
that surgery has its limitations, and that 
many conditions apparently surgical are 
better treated medically. "An antidota- 
rium,” writes de Mondeville, “is even more 
needful in Surgery than it is in Medi¬ 
cine.” If we begin to wonder why, let us 
remember that the surgeon considered it 
within his province to treat sunburn and 
to provide depilatories for women. At 
the end of the treatise de Mondeville has 
appended a list of synonyms to the names 
of many of the drugs which he has recom¬ 
mended. 

In the Antidotarium occurs the famous 
passage, It were an absurdity, almost a 
heresy, to think that God, glorious and 
sublime, had given to Galen a genius so 
god-like that no mortal after him could 
discover anything new. This statement 
has been used by historians to prove, sup¬ 
posedly, that de Mondeville was an in¬ 
dependent spirit who was breaking 
through the musty barriers of tradition. 
There is no question of the originality and 
greatness of spirit of this illustrious 
French surgeon, even though these ought 
rather to be attributed to Theodoric and 
others of his teachers. But there also is 
no question of his awareness of the neces¬ 
sary continuation of the art of medicine 
as it was propounded by Galen: he has 
quoted Galen more than a hundred times 
oftener than he has quoted Avicenna, and 
of the fifty-nine authorities whom de 
Mondeville has quoted, or to whom he has 
referred, he has referred to Galen twelve 
times as against every one time he has 
referred to one of all of the rest. 


One of the oldest, if not the very oldest, 
of the MSS of de Mondeville is MS 2030 
of the National Library of Paris. It con¬ 
tains twelve miniatures, although Pagel 
had thought that nineteen were called for. 
In any event, Weindler has reproduced 
these miniatures, a number of which I am 
able to reproduce here. De Mondeville 
commenced the first section of his First 
Treatise, Introduction a la Doctrine de 
l’Anatomic, with (presumably) the figure 
shown here (Fig. 7), or one from which 
this one was copied, above the legend, 
This is the figure of a surgeon, standing, 
holding in his hand a razor, with which 
he makes, in the various parts of a man 
standing nude before him, various inci¬ 
sions, according to the differences of the 
man’s parts, and according to the doctrine 
given on anatomy, which follows. 

Assuredly not much instruction can be 
had from the miniature. But de Monde¬ 
ville continues with a description of what 
is meant by the term, “anatomy,” and 
with a brief discussion, based largely upon 
Galen and Avicenna, of the necessity to 
the surgeon of a knowledge of anatomy. 
The section ends with a description of two 
plates, lacking in the original manuscripts, 
and which I have supplied here from MS. 
2030 (Fig. 8A), with the legend, This is the 
figure of a man, upon which are drawn, 
viewed from the front, the bones, car¬ 
tilages, ligaments, and joints. The princi¬ 
pal simple nerves, the tendons, and all of 
the muscles are shown in the individual 
parts, like the legs and the arms. 

The second figure is that of a man seen 
from the back, in which are shown the 
bones, the cartilages, and all of the parts 
mentioned hereafter, together with all of 
the nerves which originate from the spinal 
cord (Fig. 8 B). 

There follows a discussion, based largely 
upon Avicenna, of the anatomy and phy¬ 
siology of the bones, cartilages, ligaments, 
and nerves. De Mondeville distinguished 
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tions, torsions, and foldings of the bones. 
From the pen of so painstaking a writer 
and so excellent a surgeon, this treatise 
would have added, beyond any doubt, an 
enlightening chapter to the history of 
orthopaedic surgery. 

The fifth treatise is commonly known 
as the Antidotarivm of de Mondeville. 
Here the surgeon condescends to admit 
that surgery has its limitations, and that 
many conditions apparently surgical are 
better treated medically. “An antidota- 
rium,” writes de Mondeville, “is even more 
needful in Surgery than it is in Medi¬ 
cine.” If we begin to wonder why, let us 
remember that the surgeon considered it 
within his province to treat sunburn and 
to provide depilatories for women. At 
the end of the treatise de Mondeville has 
appended a list of synonyms to the names 
of many of the drugs which he has recom¬ 
mended. 

In the Antidotarium occurs the famous 
passage, It were an absurdity, almost a 
heresy, to think that God, glorious and 
sublime, had given to Galen a genius so 
god-like that no mortal after him could 
discover anything new. This statement 
has been used by histoi’ians to prove, sup¬ 
posedly, that de Mondeville was an in¬ 
dependent spirit who was breaking 
through the musty barriers of tradition. 
There is no question of the originality and 
greatness of spirit of this illustrious 
French surgeon, even though these ought 
rather to be attributed to Theodoric and 
others of his teachers. But there also is 
no question of his awai*eness of the neces¬ 
sary continuation of the art of medicine 
as it was propounded by Galen: he has 
quoted Galen more than a hundred times 
oftener than he has quoted Avicenna, and 
of the fifty-nine authorities whom de 
Mondeville has quoted, or to whom he has 
referred, he has referred to Galen twelve 
times as against every one time he has 
referred to one of all of the rest. 


One of the oldest, if not the very oldest, 
of the MSS of de Mondeville is MS 2030 
of the National Library of Paris. It con¬ 
tains twelve miniatures, although Pagel 
had thought that nineteen were called for. 
In any event, Weindler has reproduced 
these miniatures, a number of which I am 
able to reproduce here. De Mondeville 
commenced the first section of his First 
Treatise, Introduction a la Doctrine de 
VAnatomic, with (presumably) the figure 
shown here (Fig. 7), or one from which 
this one was copied, above the legend, 
This is the figure of a surgeon, standing, 
holding in his hand a razor, with which 
he makes, in the various paiis of a man 
standing nude before him, various inci¬ 
sions, according to the differences of the 
man’s parts, and according to the doctrine 
given on anatomy, which follows. 

Assuredly not much instruction can be 
had from the miniature. But de Monde¬ 
ville continues with a description of what 
is meant by the term, “anatomy,” and 
with a brief discussion, based largely upon 
Galen and Avicenna, of the necessity to 
the surgeon of a knowledge of anatomy. 
The section ends with a description of two 
plates, lacking in the original manuscripts, 
and which I have supplied here from MS. 
2030 (Fig. 8A), with the legend, This is the 
figure of a man, upon which are drawn, 
viewed from the front, the bones, car¬ 
tilages, ligaments, and joints. The princi¬ 
pal simple nerves, the tendons, and all of 
the muscles are shown in the individual 
parts, like the legs and the arms. 

The second figure is that of a man seen 
from the back, in which are shown the 
bones, the cartilages, and all of the parts 
mentioned hereafter, together with all of 
the nerves which originate from the spinal 
cord (Fig. 8B). 

There follows a discussion, based largely 
upon Avicenna, of the anatomy .and phy- 
siology of the bones, cartilages, ligaments, 
and nerves. De Mondeville distinguished 
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front (Fig. 9C), from the middle of the 
forehead to the anus, through the middle 
of the nose, the mouth, and the tongue. 
Inwardly, the Adam’s Apple, the trachea, 
the heart, the lung, the stomach, the 
diaphragm, the omentum, the liver, the 
spleen, and the intestine are shown intact, 
with their arrangement in the living, as 
far as it is possible to show it. In spite 
of the extent of the figure, the chapter 
deals only with the anatomy of the face. 
A single figure professes to show “the 
figure of the eye”; I have been unable to 
find such a figure in any of the old books 
available to me, unless the one subjoined 
suffices (Fig. 9 D ). The following pages 
in de Mondeville’s work explain the anat¬ 
omy of the forehead, nose, ear, mouth, 
and teeth. There follow brief chapters on 
the anatomy of the neck, the shoulder, and 
the arm. I append one figure (Fig. 10) 
which shows the veins of the arm; it is, 
presumably, a copy of a figui'e in the 
Anatomy of Mundinus made by Beren- 
garius of Carpi just before 1521, and can 
be attributed to de Mondeville only dubi¬ 
ously. 

Chapter VII of de Mondeville’s First 
Treatise is preceded by: A figure of a man 
sagittally sectioned from the back, from 
the vertex to the coccyx, through the mid¬ 
dle of the spine. By this section the pos¬ 
terior aspects of all of the internal organs 
will appear (Fig. 11). De Mondeville con¬ 
tinued abruptly with a discussion of the 
anatomy of the chest, ribs, lungs, heart, 
and diaphragm, which modern anatomists, 
of course, routinely approach from the 
ventral side. In chapter VII de Monde¬ 
ville gave an accurate description of the 
five-lobed (hog’s) liver, taken from Galen 
or from one or more of Galen’s successors. 
He described the two ducts of the spleen! 
And there is nothing but Galenism in the 
chapters which follow and which concern 
the urinary and reproductive systems, the 
anatomy of the hips and legs, and a brief 


summary. MS 2030, of the National Li¬ 
brary, Paris, gives miniature illustrations 
for these subjects, but none is called for 
in the text. 

Thus the “First Treatise” is largely a 
system of the anatomy of Galen. 

The “Second Treatise” concerns itself 
with the treatment of wounds, contusions, 
and ulcers. It is in the Introduction to 
this Second Treatise that the famous pas¬ 
sage occurs, “It is evident that a surgeon 
is inadequate if he does not know the art 
and the science of medicine, and anatomy 
especially.” And this is followed by a pas¬ 
sage perhaps even more famous: “The 
surgeon ought, furthermore, to be some¬ 
what audacious, ought not to discuss 
things in the presence of laymen, ought 
to operate with prudence and wisdom, and 
ought not to undertake a dangerous opera¬ 
tion without having foreseen all that 
might be necessary to avoid all dangers. 
He should be well formed, especially in 
his hands, having long, thin, agile, and 
untrembling fingers, and strong in all his 
body so that he can perform in a manly 
manner all of the good intentions of his 
soul. Let him be complaisant; let him 
devote himself completely to the sick so 
that he forgets nothing essential. He 
should promise cure to all of his patients; 
but he should not conceal the nature of 
the case, nor its dangers, if they exist, 
from relatives and friends. As far as 
possible he should refuse to undertake 
difficult cures. He should never undertake 
desperate cases. He should give his ad¬ 
vice to the poor as an act of charity. If 
he can, he should make the wealthy pay 
him well. He should never eulogize him¬ 
self, never blame others, and never hate 
another surgeon. He should work as hard 
as he can to achieve renown. He should 
comfort the patient with encouraging 
words and condescend to fulfill the pa¬ 
tient’s just demands provided they do not 
impair the treatment of the case.” This 
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Second Treatise is preceded by a pro¬ 
tracted discussion of twenty-six “General 
Considerations.” This lonp passape is of 
hiphest importance in the history of the 
medicine and surpery of old France: un¬ 
fortunately. it is too copious to review in 
detail in this monopraph, and an outline 
of its contents must suffice. 

The first “Consideration” clarifies the 
distinctions between the true physician 
and the true surpeon on the one hand, 
and on the other the barbers, users of 
sortilepo. flatterers, swindlers, liars, al¬ 
chemists. courtesans, procuresses, mid¬ 
wives, witches, converted Jews, and Sara¬ 
cens. This li-t of “healers” pives one a 
spacious plimp.-e of the state of medicine 
and surpery in France in the days of de 
Mondevilb*. who continues with a picture 
of how medical and stirpical imposters 
s'rive to cheat not only the patient, but 
each other al-o. Ib* Mondeville poes into 
a de-cripfion of the methods which the 
stirpcon mn-t u-e to combat the popular 
superstitions of the day. He distinpuishcs 
between cleric and laic surpeon*. and 
maintains that the surpeon must exerci-e 
liis own judpment eu-n if he must occa- 
sionallv ditTer from the rubrics of Galen 
and of Gab o'- an riseir., 


a science: in all of them it is an art. It 
is true that there are medical sciences, like 
anatomy, biochemistry, patholopy, and the 
rest; but medicine (includinp surpery) 
must remain an art as lonp as human 
judpment plays its supreme part in diap- 
nosis and treatment. And Hippocrates 
knew this. The practice of medicine, in¬ 
cludinp surpery. is based as far as pos¬ 
sible upon the medical sciences, but the 
practice itself is an art. And. indeed, at 
the end of the Sixth Consideration de 
Mondeville was broupht to confess that 
surpery is both a science and an art: a 
science in its anatomic principles: an art 
in its exercise. 

Interestinp. in their oripinal order, are 
the five considerations which the surpeon 
must think upon when he is summoned to 
treat a patient: first of all. his fee: second, 
to pive no occasion for detrimental po--ip; 
third, to operate prudently: fourth, to 
know the nature of the disease; and fifth, 
to estimate the vitality of the path nt— 
whether he can recover naturally. *>r 
whether, and to what extent, he can en¬ 
dure the MifTerinps which surpery and tie- 
shock of surpery mti't impo-.- ut -m him. 

The--.* f:ve consideration*.. *if oour---, do 
not retb-ct upon tie- character of ?h<- art 
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lar opinion of his times. If this were not 
so, surely he would not have placed the 
payment of the surgeon’s fee at the top 
of his list, and warned the surgeon that 
the rich will usually call upon him garbed 
in rags so that they should appear to he 
destitute. If the surgeon does not col¬ 
lect his whole fee promptly, de Monde- 
ville warns of four dire results: first, the 
unpaid part of his fee will be lost to him. 
and if his patient should need a surgeon 
afterward he will call in another; second, 
he will lose the acquaintance and the 
friendship of his patient; third, the pa¬ 
tient will do all in his power to prevent 
others from going to his surgeon; and 
fourth, if a cure is not effected, the sur¬ 
geon will be charged with the blame. 

No commentary upon this passage 
seems to be needed. 

De Mondeville expounded at length upon 
the superiority of surgery over the other 
two methods of treatment, diet and medi¬ 
cine. This superiority is shown in three 
ways. First, surgery cures the more dif¬ 
ficult diseases, where medicine is useless; 
second, surgery cures diseases which no 
other regime can cure at all—indeed, med¬ 
icine cannot be said to cure any disease, 
since it probably was nature that did the 
curing; and third, the results of surgery 
are visible and manifest, while those of 
the physician are concealed—a very for¬ 
tunate thing, he added, sardonically, for 
the physician. In an earlier passage de 
Mondeville had said that the mistakes of 
the surgeon are apparent to everyone, but 
the mistakes of the physician lie in the 
graveyards. 

The strife between the Faculty and St.- 
Come, of the thirteenth century, is still 
alive. It is interesting, perhaps, to note, 
however, that de Mondeville left his third 
ti'eatise incomplete, and skipped the 
fourth entirely (because he was aware of 
his impending death), in order to com¬ 
plete the fifth, the Antidotarium, a 


lengthy disquisition upon the use of drugs 
in the treatment of “surgical” diseases! 
And in the same passages reviewed above, 
he said, again, “It is impossible to be a 
good surgeon if one does not know the 
principles, and the most important gen¬ 
eralities, of medicine.” 

But, true to his colors, he held that sur¬ 
gery is more certain and “more prefer¬ 
able,” nobler, surer, more perfect, more 
necessary, and more lucrative, than any 
other branch of medicine. It is more certain 
because the surgeon’s instruments permit 
of greater precision. It is preferable be¬ 
cause, according to Aristotle and Haly 
Abbas, it is more useful independently of 
medicine than medicine is useful inde¬ 
pendently of surgery. It is nobler be¬ 
cause it can cure diseases which medicine 
cannot cure; and because it operates upon 
nobler parts of the body—for example, 
men and women attach much greater im¬ 
portance to a freckle on the face than 
they attach to a mass of constipated faeces 
in the bowel; surgery is nobler because it 
is practiced by nobler personages, such as 
kings, princes, and prelates, who would 
not be concerned about the pulse, the 
faeces, and the urine; it is nobler because 
God Himself was a surgeon when he made 
Adam out of the dust of the earth and 
Eve from Adam’s rib; and because Christ 
made an emplastrum (surgical!) out of 
dust and spittle to cure a man’s blindness! 
It is more perfect because, according to 
Avicenna and Haly Abbas, its end is better 
and higher. It is more sure because it 
does not use violent poisons and because, 
if the surgeon makes a mistake, the mis¬ 
take is more easily corrected. It is more 
necessary because, according to Galen, it 
brings relief where medicine is helpless, 
the common people have more faith in it, 
and it is said generally that the man who 
puts himself into the hands of a physician 
is a dead man; moreover, it helps those 
who are born without an anus, a vulva, or 
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a urethra, to whom medicine can offer no 
help at all. And surgery is more lucrative 
because a surgeon can always demand 
higher fees than a physician can. even if 
the surgeon has very little knowledge or 
none at all! 

There follows a long disquisition upon 
the three sets of principles of Galen. Avi¬ 
cenna, and Johannitius, the va*vrals. the 
inni'ifurnln, and the coiiivanatvrate, which 
it seems superfluous and tedious to discuss 
here. The surgeon’s consideration of these 
results in a long list of “Contingencies” 
which (if he can remember them) willalter 
in several of a hundred ways his proce¬ 
dure in any particular case. 

This is but one of many extended pas¬ 
sages which make de Mondcville difficult to 
read and frequently dull. And he must 
have known it, for lie wrote, “My purpose 
is to write solely for the instruction of the 
ignorant, and of poor scholars, to teach 
them as far as I may. For them it is 
necc-«ary to u-e many words, examples, 
dernon-tration-, and other means of in- 
-truction ... it i- necessary to repeat 
thing- three and four time- before they 
can gra-p them.” And in fact de Monde- 
vi lie’- bool, run- to nearly nine hundred 
quarto pag< - of small print! 


correct treatment for you. continue it. and 
bring it to its salutary completion.” Then 
he would inquire into the history of the 
malady: “My lord, be not displeased, nor 
hold my questions against me—when were 
you taken sick?" And he would ask other 
questions on the history and development 
of the disease. The questioning being over, 
the whole troupe of physicians and sur¬ 
geons retires to another and a private 
room, for “In every consultation the mas¬ 
ters enter into disputes in order to come 
to the truth, and sometimes they come to 
using such words as would make outsiders 
believe that they are in discord or have 
really come to blows—and sometimes thi.- 
actualiy happens.” Finally the eldest, or 
the most eminent, or the most illnstrioii.- 
(for example the King’s physician or the 
Pope’s physician), announces that each 
will have a turn at expressing his opinion, 
beginning with the youngest and lea-: 
known: for if the best known and nm-t 
illustriou- were to .-peak lir.-t, all tho-e 
beneath him in point of reputation or 
experience would naturally say nothing at 
all. and so the consultation would come to 
nothing. The most eminent of tho-e pri — 
ent in the con-ultation then a-k-. in order, 
beginning with the younge-t or lea-t 
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and, if it is, what kind of evacuation is 
needed—for example, a bleeding. If a 
bleeding seems to be called for, where and 
in what part of the body should it be per¬ 
formed, and. from what vein, and at what 
time, and in what place?—for one bleeds 
patients differently at different seasons, 
according to the physique of the patient, 
and even according to the phases of the 
moon and the positions of the celestial 
bodies, and according to an infinity of 
things. One bleeds the patient also accord¬ 
ing to the phase of the disease: its incipi¬ 
ence, its incrudescence, its fastigium, or 
its decline. One must consider the pa¬ 
tient’s normal manner of living, the quan¬ 
tity of bleeding to which he has been ac¬ 
customed in the past, the season of the 
year (for some patients are accustomed to 
be bled in Spring, others in Autumn), and 
many others things, such as the preference 
of morning, noon, or evening, fasting or 
after a meal and other things. 

The practice of surgery in de Monde- 
ville’s time was no simple matter of “sepa¬ 
rating the patient from his disease and 
putting the disease in a bottle.” 

And yet, despite his Galenical theoriz¬ 
ing, he practiced good surgery. In treat¬ 
ing a suppurating wound, fistula, or an 
abscess, he recommended: As soon as 
the peccant humor, or the first quantity 
of ptis, has come out, the pus begins of 
itself to abate very noticeably because of 
Nature’s tendency to heal or because of 
the timely exhibition of a medicine. Now 
the surgeon ought to discontinue, com¬ 
pletely or in part as seems wise to him, 
the drains which keep the wound open, not 
suddenly, but one by one, and he shoidd 
continue to dry up the wound, as Nature 
does, until the healing is complete. For, 
as Galen says, it is always Nature which 
heals, and the physician is only the helper 
of Nature. 

Indeed, Nature is like the violinist 
xvhose music conducts and governs the 


dancers; we, physicians and surgeons 
alike, arc the dancers, and when Nature 
plays the violin we must dance in time. 
And indeed, Nature, when she dries up 
a wound after a sufficient quantity of 
pus has been expelled, 'works for the best, 
for wounds, ulcers, and the like, never heal 
unless they dry up, as Galen knew. There¬ 
fore, when one uses the dry treatment, the 
more rapidly it is practiced, the better, 
for it is useless to employ several methods 
over a long period of time to do what can 
be done equally well by a simple and rapid 
method. The more promptly ulcers and 
similar conditions are dried up, the less 
will there be gangrene and loss of sub¬ 
stance in the injured part and the more 
will a good scar result, even though all 
the surgeons of antiquity and most of 
those of modern times are of the contrary 
opinion. It is unnecessary to remark upon 
the excellent instruction given here by 
this great French surgeon. 

Yet this strange misogynist could not 
forget that the primary obligation of the 
surgeon was to himself. His book contains 
many long pages whose purpose it is to 
teach the surgeon to charge the highest 
possible fees and to insist upon payment, 
in advance if necessary. And at last he 
wrote, “You surgeons, then, if you have 
operated conscientiously upon the rich for 
a fitting fee, and upon the poor for the 
sake of charity, you need not fear fire nor 
rain nor wind, you need not practice re¬ 
ligion nor make pilgrimage nor do other 
holy works, because by your science you 
can save your souls, live without poverty, 
and die in your own homes; you can live 
in peace and joy and exult because your 
reward in Heaven is great!” 

It is, of course, as unseemly for a sur¬ 
geon to enter the field of theology as it is 
for a theologian to appraise knowledge of 
surgery. 

De Mondeville put very succinctly the 
advantages of his conservative and “dry” 
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treatment of wounds. He made eleven 
points: 1) do not sound wounds; 2) do not 
insert drains; 3) by this method the 
wounds do not suppurate: 4) they do not 
become painful: 5) no danger supervenes: 
6) the treatment is not painful: 7) it is 
not laborious, but easy and short: 8) it 
prescribes wine and meat: fi) it does not 
remove bones or pieces of skull from 
wounds of the head: 10) it results in good 
scars: and 11) it does not paralyze mem¬ 
bers by destroying nerves. Of course, 
some of these considerations are of little 
importance; on the other hand, some of 
them are momentous, and upon them rests 
much of de Mondeville's inextinguishable 
reputation as one of the great surgeons of 
all time. Perhaps of especial interest to 
some is the statement that his treatment 
prescribes wine and meat. 

Th i>Strum) Tnalisi proper is concerned 
with the treatment of wounds. It gives 
the surgeon directions under eight heads; 
first, the extraction of foreign bodies; sec¬ 
ond. the control of hemorrhage: third, 
medicine" to be applied to wounds: fourth, 
bandage 1 * and suture-: fifth, evacuations 

and potions to he administered: sixth, diet 
and regime in the treatment of wounds; 
sr\tilth, gold ah-re-so-. and delayed heal¬ 
ing: and ejgh’b. the manner of obtaining 
good healing. l>e Mond<\ille knew 
„ . n *n ,< •, ,, <..... i ...e 


It is equally true that contemporary scien¬ 
tific writing has its traditional forms, like 
the useless references to the “pot-boiling” 
articles which frustrate the student of 
contemporary scientific literature. Indeed, 
the present writer knows of one case at 
least in which the experiments were imag¬ 
inary, the animals non-existent, the statis¬ 
tics and graphs fictitious, and the conclu¬ 
sions fatuous:yet the paper was presented 
at a convention of a nationally known 
learned society and its contents were used 
as authoritative for other papers! I>e 
Mondeville. being fashionable, proved his 
points by syllogisms and by appealing to 
Avicenna and others, instead of basing 
their proofs upon the experience of Then, 
doric and himself, in the hot crucible of 
the battlefield. 

The remainder of the long Second 
Treatise is concerned, in almost infinite 
detail, with the proper treatment of condi¬ 
tions from hornet-sting< to cancer. It i- 
impossjble, within the limits of this nvum- 
graph, to de-cribe these manifold treat¬ 
ments: the reader who interested and 
who can read French will find copi*- <>t 
Nicai-e’s version and e\« ge-is in any gi*od 
library. It should J«> mentioned. n>\er- 
theie-s. that d<* Mond.-ville, like an;. r*alh 
exp'-rt s'lrg.on today, i- pna'iv rune* roe ! 
about th<- m< die 


* r .o* 
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Fig. 10.—Veins of the arm. It is baiely possible 
that this is from an original by de Mondeville; 
more probably it is a copy made from the Ana- 
thomia of Mundinus by Berengarius of Carpi or 
another. 

ing of persons of different degrees, rang¬ 
ing from nameless peasants to popes, and 
this section merits its own special treat¬ 
ment because of the insight it gives into 
the conditions of society and into the 
status of the different branches of the 
medical profession in the days of de 
Mondeville. 

Following a prolix discussion of the 
treatment of those suffering from “ven- 
tosity” (gas gangrene?), and of the pres¬ 
ervation of the bodies of those who had 
been killed in battle or killed by blows 
resulting in contusions; or hanged, quar¬ 
tered, drowned, et mitres, and of those 
who had suffered from “non-rheumatic” 
pains of the various parts of the body, the 
surgeon goes into the discussion of the 
“sophistication” of the bodies of men and 
women. This includes the treatment of 
sunburn, vitiligo, flea-bites, itching, lean¬ 
ness, adiposity, burns, warts, tumors, and 
a host of other afflictions which are mani¬ 
fested entirely or partially on the skin. 
Like the passage on the preparation of 
the dead body, this section is of immense 
interest in its representation of the state 
of individuals and of society in the days 
of de Mondeville. 

He could not find among his contem¬ 
poraries any surgeon who was disposed to 
study, and very few who were even liter¬ 


ate—“and if there are a few who are 
literate, they are either just barely so, 
or else consider it more worth while to 
gain an extra five sous than to share their 
knowledge with others.” He could find 
only mutual jealousy and suspicion, and 
a desire to make money, which is superior 
to all other desires. This has led, de 
Mondeville opined, to a continuous war 
between surgeons and surgeons, and be¬ 
tween physicians and physicians. A truce 
has been declared; any condition which 
shows upon the surface of the body, or 
wounds, abscesses, fissures, fistulas, and 
the like, in their treatment fall within the 
province of the surgeon; all internal con¬ 
ditions, as of the chest, abdomen, and the 
like, belong to the physician — “This 
pleases us surgeons much; may it last 
through all the ages and be observed in¬ 
violably!” It is evident throughout de 
Mondeville’s book that, however capable 
a surgeon he may have been—and there is 
no question upon this point—he was inter¬ 
ested first of all in his fee; second in de 
Mondeville; and third, in the prestige of 
surgery. 

In his doctrine of incisions he made 
great points of the place for the incision, 
the time for it, its relation to the posi¬ 
tion of the signs of the zodiac, and its 
relation to the wishes, usually supersti¬ 
tious, of the patient’s family and friends 
(Fig. 12). He was, after ah, a child of his 
time, and there was little he could do—if, 
indeed, he thought of doing anything, 
which he seems to have not done—to alter 
his intellectual environment and the tradi¬ 
tion into which he had been born. In the 
question of bleeding, he made note of the 
fact that in each lunation the moon passes 
through four phases (quarters) ; the first 
quarter is warm and wet and resembles 
Spring and youth; the second is warm and 
dry and resembles Summer; the third is 
cold and dry and resembles Autumn and 
middle age; while the fourth is cold and 
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parlance, “beauty treatment/' for men 
and women. Sunburn, pal! >r. e\«*i-»it« 
or in-utlici* nt h.brine--. fr> cl if-, na/. .. 
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Lice (pediculi) are known to everyone; 
there are four reasons for treating them: 
first, they cause suffering; second, those 
who have lice can hardly refrain from 
hunting them out beneath their garments, 
against plain decency, and are thus dis¬ 
tracted from their other [/] work, and, 
moreover, taken the lice are numerous 
they come sometimes to the outside of the 
garments, and this is distasteful and dis¬ 
agreeable to those who see them; third, 
sometimes they suck and bite so strongly 
that they cause bleeding; and fourth, what 
is worse, they spoil the appetite, pale the 
complexion, consume and make lean and 
exhaust the strength of the whole body. 

The treatment (surgical!) is by baths, 
ointments, diet, evacuations, and bleeding! 

The Second Doctrine of the Third 
Treatise is composed of twenty-three 
chapters dealing with the various methods 
of treating abscesses according to Galen’s 
humoral theory of the genesis and nature 
of abscesses. It is of no practical, and 
little historical, interest. I give here, how¬ 
ever, the table formulated by de Monde- 
ville, of the subdivisions of the humors. 
It should be mentioned, perhaps, that the 
four humors are generated from the chyle, 
the juice derived from the digestion of 
aliment (see chart, p. 247). 

The treatment of ulcers or abscesses, 
then, depends not only upon the positions 
of the signs of the zodiac and the phases 
of the moon and popular superstitions, but 
also upon the composition of the ulcer or 
abscess according to the table of the 
humors. And it required nearly eighty 
quarto pages of small print for de Monde- 
ville to direct the surgeon in his treatment 
of an ulcer or an abscess! He gives, to 
begin with, eighteen “ rules’one chosen 
at random has nineteen “exceptions. 
Small wonder that most of the surgeons 
were “illiterate”—and yet the physicians 
had much more to memorize if they were 
to pass the examinations of the Faculty. 


At the end of the nearly eighty quarto 
pages mentioned, occurs the lacuna in de 
Mondeville’s book. There is an introduc¬ 
tion to the “Third Doctrine” of the “Third 
Treatise,” but that is all. In this intro¬ 
duction de Mondeville mentioned that he 
had outlived his time, according to the 
judgment of every man of medicine, al¬ 
ready by three years. The entire “Fourth 
Treatise” is lacking; it was to have dealt 
with fractures, dislocations, malforma¬ 
tions, and distortions of the bones. As it 
happens, de Mondeville perhaps would have 
served surgery better had he written his 
“Fourth Treatise” instead of this fifth 
one. There were plenty of Antidotaries 
available—far more than there were trea¬ 
tises upon injuries and diseases of the 
bones. De Mondeville explained that he 
had hastened to his Antidotary because 
of the urgent requests of his students that 
he compose one. 

The Antidotary is preceded by a long 
discussion of nineteen “Preliminary Propo¬ 
sitions,” resting mostly upon the authority 
of Galen, and including, for example, a 
definition of the word antidote ; the neces¬ 
sity of an antidotary; the three justifica¬ 
tions for the writing of an antidotary; a 
proof that an antidotary is more needful 
to a surgeon than to a physician; the three 
reasons why the title of such a work should 
be “Antidotary”; Galen’s five reasons (to 
which de Mondeville added two of his 
own) for the composition of topical oint¬ 
ments; de Mondeville’s seven reasons for 
composing the Treatise; his three reasons 
for hurrying on to it; the fourteen excep¬ 
tions to the rule for purgation; and the 
like. It is here that the famous passage 
occurs: “It would be an absurdity, and 
almost a heresy, to think that God, glorious 
and sublime, had given to Galen his sub¬ 
lime genius on the condition that no mortal 
after him should discover anything neiv. 
What!—God woidd, have given up thus a 
part of His power! Has not God given to 
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rack of vs individually, as He gave to 
Galen, a natural genius? TFe would be 
miserable indeed in spirit if v:c did not 
Uarn more tlwn had hewn discovered be¬ 
fore us. 

And he continue?. “We moderns are. rela¬ 
tively to the ancients, like a f sic] pygmy 
placed upon the shoulders of a giant: the 
pygmy sees everything that the giant sees, 
but he also sees farther." 

De Mondeville proceeded into the meth¬ 
od of applying a “topic” to those who are 
plethoric: the method is complicated by 
an enumeration and discussion of the four¬ 
teen exceptions to the general rule. In 
earlier times a simple discussion would 
have sufficed, but this no longer was true 
because of “the wickedness, the perfidy, 
and the perverseness of modern surgeons. 
lie ing romjalled to put ourselves on guard 
against the nwlire eif nun, and to conform 
onr piartice to that eg' eeier conte nijeoraries, 
it is preferable that we should deceive 
those who would deceive us than to become 
victims of their frauds, ami so. sometimes, 
we are constrained to misrepresent and 
to corrupt our art . . .” 


“topic,” but also the manner of its prepa¬ 
ration. The practitioner of today has only 
to utter a trade-name; he probably does 
not know the composition of what he is 
prescribing, and has left its compounding 
to the pharmaceutical producer. But de 
Mondeville. to be sure that his students 
should know precisely howto prepare these 
“topics." added a ninth chapter of forty 
pages (again quarto, and again in small 
print) of synonyms for the drugs which 
he had mentioned, giving, in nearly all 
cases, the Latin. Greek. Indian. Hebrew, 
and Arabic names of the substances to lie 
used, with their sources, and frequently 
with the means of distinguishing substi¬ 
tutes from the original drug. 

And thus ends the Surge ry of Master 
Henri de Mondeville, Surgeon-in-Chief t<> 
Their Majesties, the Kings of France. 

It should he said of him that he wa- 
surely the most advanced surgeon of hi- 
time. He applied well the which 

he had learned from his nui-t influential 
teacher. Theodoric. He could n«t e-c q <■ 
from Galen—but this hardly can h-- h«-M 
against him. Included in hi- nic’nre i.f 
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opinions upon matters of medicine, history, 
philosophy, and theology, wherein he fre¬ 
quently stumbled upon his own feet. He, 
being a true child of his own age, was 
excessively prone to lean upon ancient 
authority and upon a semblance of syl¬ 
logistic reasoning. 

And withal, he remains one of the great 
surgeons of history. 

Very valuable is the picture of early 
French surgery which his book depicts in 
almost countless passages. So great was 
his influence that no real advance in the 
surgery of the French was made until the 
time of Guy de Chauliac, and perhaps not 
even until the time of Ambroise Pare. 
The charlatans, the stone-cutters, the 
herniotomists, and the quacks continued 
their nefarious practices, but French sur¬ 
gery was established. It never must be 
forgotten that the surgeon, no matter how 
capable he was, had to work without an 
effective anaesthetic and with no knowl¬ 
edge whatever of antisepsis, not to men¬ 
tion asepsis. Preoperative and postopera¬ 
tive care were virtually unknown. Beyond 
the skill of the surgeon and the robustness 
of the patient whose leg was being ampu¬ 
tated, there were only the phases of the 
moon, the positions of the signs of the 
zodiac, and perhaps prayers or magical 
incantations. 

Unfortunately, de Mondeville’s advoca¬ 
tion of the dry treatment of wounds— 
perhaps, in the long view, his greatest 
contribution to surgery (though it should 
be ascribed rather to Theodoric) —was not 
accepted generally. This fact only shows 
how far de Mondeville was ahead of his 
time—or perhaps how far the surgery 
of his time was behind him. There is 
something of a parallel here with the helio¬ 
centric theory proposed by Aristarchus of 
Samos, except that the vindication of 
Aristarchus required about a thousand 
years. 

In any event, the surgeons of France 


largely refused to accept the dry treat¬ 
ment of wounds. The production of “laud¬ 
able pus” was looked upon as the great 
desideratum of surgery, for it represented 
the evacuation of the peccant humor. And 
before long the momentous influence of 
Guy de Chauliac was to annihilate, nearly, 
de Mondeville’s teaching. 

De Mondeville died in (or very near) 
1320, when Guy de Chauliac was about 
twenty years old. De Chauliac (or Guy, 
as he is called commonly) was another 
whose last name is unknown; de Chauliac 
refers to the fact that he was born, pre¬ 
sumably, in the village of Chaulhac. He 
is known as Gui, Guido, and Guidon, 
Chaulien, Chualhaco, and Gualiaco, and 
also with lesser variations of his usual 
appellation (Fig. 13). Presumably he 
studied at the Universities of Toulouse, 
Montpellier, and Bologna; in the last he 
appears to have been a student under Ber- 
tucchio, who in turn had been a student 
under Mondinus. At Bologna, of course, 
the most celebrated human dissections of 
the time were being performed. He went to 
Paris and became a cleric in order to con¬ 
tinue his studies. However, the clerical 
life must have appealed to him for, in 
1344, he was made Canon of the Cathedral 
of St.-Just in Lyons, and, in 1353, Canon 
of the Cathedral of Rheims. He was the 
personal physician of the Popes of Avi¬ 
gnon during part of the Babylonian cap¬ 
tivity and during the great plague of the 
time of Boccaccio—indeed, it has been pre¬ 
sumed (though no evidence has been ad¬ 
duced excepting that of the eminence and 
reputation of de Chauliac) that he at¬ 
tended Laura, whom Petrarch addressed 
in his sonnets. He himself contracted the 
plague in Avignon in June or July of 1348, 
and was ill for six weeks, but finally 
“escaped, by the Grace of God.” 

De Chauliac was not, as some have said, 
the greatest of the surgeons of the Middle 
Ages; in this respect he was surpassed by 
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de Mondeville and by Theodoric, and prob¬ 
ably also by Huph of Lucca, by William of 
Salicetus, by Lanfranc. and perhaps by 
others also. He was, however, surely the 
most famous of them, and surely the most 
important in influence. 

Two books are extant under his name. 
Tli>’ Great Surf/rrif and The Small Sur¬ 
fin'!/ — Chirurfiia Manna and Chirurfiia 
Parra. The original title of the Gnat 
Surr/rrit seems to have been Chlrvrfiinr 
trartafus ytptrm, cam out Plot aria. This 
was written in 1063, but not printed until 
H70, at Venice, and it is not entirely 
dear that the printed version follows the 
manuscript precisely. The Sr mi Tract s 
seem to have been the following: first, 
anatomy, or the topography of the pa¬ 
tient: second, tumors: third, wounds: 
fourth, ulcers; fifth, fracture^: sixth, dis¬ 
locations; and seventh, special diseases. 
There i< appended a discussion of the 
instruments used, the instruments which 
the suryeon should carry with him at all 
times, and the usual antidotary. It has 
become customary, however, to think of 
the Gnat Sm //< rii of de f'hauliac as con¬ 
sisting of three parts; the fir.-t. on anat- 



; Cfi?.\uUC£ f.\V cv-‘frttf'jtu'sV.d;::, on 

Fiy. 11.—"A ficare at a trrr r.i<i 
freni the liar!. fje;n t! i Vi r’« ' tl< <- , 
thread) Ji.e middle at I',' 1 > d'>. I!v : *, !• • 
the pr terinr repe,. of rill ,f ir,;< real 
v ill :.pp '.-ir." 

bodies used were those* of human !>• inps. 
monkeys ; ,nd apt s. swine, and, to a le--. r 
extent, other animals. The cadaver- wen 
prepared by dryiny th<m in the an;. 
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for dissecting the abdominal organs first 
was that they were the first to putrefy. 
No methods of embalming were in use, and 
no refrigeration for the preservation of 
the cadaver was to be had. As the work 
proceeded (usually on the next day) to 
the dissection of the thorax; and on the 
third to the dissection of the heart and 
other organs; the stench from the cadaver 
became stronger and stronger, and some¬ 
times the dissection of the extremities had 
to be forgotten. One notes that the ana¬ 
tomic descriptions of the extremities are 
far less accurate, and far more incomplete, 
than are the descriptions of the internal 
organs. The liver, of course, was still 
represented as having five lobes, and this, 
again, of course, is evidence that much of 
the anatomical knowledge of the time was 
gained from Galen and from the dissec¬ 
tion of swine, or from copying the writ¬ 
ings of anatomists and surgeons, followers 
of Galen, who had dissected only swine— 
or, it might be, that the human body 
changed since Galen’s time! It is probable 
that de Chauliac never dissected a cadaver 
of any animal—including man—but had 
only been present at numerous dissections 
performed by, or performed under the 
direction of, Bertuccio. Nevertheless, de 
Chauliac exulted: “In these two ways we 
must teach anatomy on the bodies of men, 
apes, swine, and divers other animals, and 
not from pictures, as did Henri de Monde- 
ville, who had thirteen pictures for the 
demonstration of anatomy.” 

We must be grateful to de Chauliac 
among other things for specifying the 
number of pictures which his illustrious 
predecessor possessed. 

He held to the principle of the vis viedi- 
catrix naturae, asserting that the surgeon 
(or physician) could be looked upon only 
as the helper of nature. In this role of 
helper the surgeon had five duties to per¬ 
form : first, to remove foreign bodies from 
the wound; second, to bring together the 


parts which had suffered “a solution of 
continuity”; third, to reunite these pai-ts; 
fouiTh, to cai'e for the injured tissues; and 
fifth, to correct any untoward develop¬ 
ments. One of these accidents was hemoi'- 
lTiage, and de Chauliac taught that hemoi'- 
rhage should be controlled by closure of 
the wound, or by packing the bleeding 
region, or by compression of the bleeding 
vessels, or by ligation of the bleeding ves¬ 
sels, or by the actual cautery. No sounder 
advice could be given today. His suture- 
material consisted usually of silk. 

He described the five "sects” of sur¬ 
geons : 

1) Those who, like himself, Galen, and 
most of the rest, promote coction of the 
peccant humor and suppuration in the 
wound. (In difficult cases in respect of the 
production of pus, such extreme measures 
were taken as actually to rub dirt and mud 
and even excrement into the f presumably] 
clean wound) ; 

2) Those who, like Theodoric and de 
Mondeville, attempt to secure healing by 
first intention by washing the wound with 
wine and promoting dry healing; 

3) Those who follow Lanfranc and Wil¬ 
liam of Salicetus by i - emoving injured tis¬ 
sues and applying mild ointments and 
plastei-s; 

4) Those who use magical charms, to¬ 
gether with oil, wood, leaves of cabbage, 
and the like, because they believe that God 
has placed special virtues in woods, plants, 
and rocks; 

5) Women and silly persons who sit 
with hands folded and exclaim, “God’s 
will be done, amen!” 

Riesman has reminded us that de 
Mondeville had said that the vulgar divide 
diseases into two classes: those which 
have causes and those which have none. 

It is evident from his enumeration of 
the categories of “surgeons,” and also 
from numerous passages in de Chauliac’s 
wi'itings, that he was reactionary and did 
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not subscribe to the dry principle in pro¬ 
moting, or in attempting to promote, heal- 
inp by first intention a- this had been 
formulated by Theodoric and de Monde- 
ville. “And so." someone has bewailed, 
"perished the bepinninps of antiseptic 
Furpcry nearly GOO years before its in¬ 
dependent discovery in modern times!" 
Yet there is some truth in this lament. 
Washing a wound with wine will cleanse 
the wound and will (depuidinp upon the 
alcoholic content of the wine, which need 
not be hiph) render it “antiseptic." or 
nearly so. I)e MondevillcV pc-rcentape of 
fine scars must have been far hipher than 
was that of fie f'hauliac. Certainly wa c h- 
inp with wine wa-. on the face of it. better 
than smearinp mud or dunp into an open 
wound. 

If anythinp, de f’hauliac was more Ga¬ 
lenical than Henri de Mondeville had been. 
He was exce-sively meticulous in pivinp 
directions for the choic** of the vein v.hich 
should b>> opened in bloofl-lettinp. not only 
consid-rinp tin* positions of the si^ns of 
tin* rodiac. but poinp even -o far a« to 
maintain that ldeedinp should be done only 
durinp the hour- of m»onlipht. and only 
noon tin seventh, ninth, eh ventb 
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stricken died, except some few who es¬ 
caped at last with buboes only. 

To protect one’s self one coidd only fly 
from the land before being stricken, and 
take a purge of pills of aloes, be bled, 
purify the air with fire, strengthen the 
heart with senna and other fragrant sub¬ 
stances, maintain the equilibrium of the 
humors with Armenian bole, and prevent 
putrefaction by the taking of sour sub¬ 
stances. 

To cure this disease, one must employ 
blood-letting and purges and take elec¬ 
tuaries and cordials. The buboes might be 
ripened with figs; or by the application of 
peeled onions mixed with yeast and butter. 
Once ripened, they should be incised and 
treated like ulcers. Or they may be cupped, 
scarified, and cauterized. 

That the physicians (and surgeons) did 
what they could to protect themselves 
against the plague is well illustrated in 
depictions of “the plague doctor” at the 
time, and in times subsequent. 

And yet—human nature being what it 
is—de Chauliac, like de Mondeville and 
many another, wrote long passages upon 
“sophistications.” These amounted to 
beauty treatments: the removal of freck¬ 
les and other blemishes, the treatment for 
excessive redness or excessive pallor of the 
skin, the extirpation of moles and warts, 
epilation, and the gracing of the breasts 
and the sexual organ of a woman. One 
never must forget that one of the first 
duties of the medical man always has been 
the treatment of physical blemishes. In 
the country now called France, in the 
thirteenth century, human grief was not 
born on the field of battle nor in the hos¬ 
pital alone; it was born also when the hair 
faded and fell, when the skin wrinkled and 
the eyes grew dim, when the fires of youth 
burned low. It is so today. 

But “sophistication” included also the 
treatment of diseases of the skin, dentis¬ 


try, the handling of venereal diseases, St. 
Anthony’s fire, and a whole host of other 
medical and dermatological conditions. 
These, being manifested externally, were 
within the province of the surgeon rather 
than that of the physician. De Monde- 
ville’s dictum that the physician should 
treat only internal diseases, leaving those 
with external manifestations to the care 
of the surgeon, had had a real and endur¬ 
ing effect upon the medical professions of 
the French. 

If de Chauliac were reactionary to de 
Mondeville in the actual practice of good 
surgery (at least as far as the antiseptic 
and dry treatment of wounds is con¬ 
cerned), de Chauliac is much beyond his 
illustrious predecessor in his depiction of 
the “ideal” surgeon: he must be, first of 
all, a man possessed of an humanistic 
education; second, he must be expert in 
surgery; third, he must be a man of supe¬ 
rior intelligence; and fourth, he must be 
a man impeccable in conduct. There is 
nothing here concerning the magnitude of 
the fee or the urgency of collecting it (in 
advance, by preference), and no attempt 
to invade the precincts of the theologian 
or the philosopher. If one must consider 
de Mondeville the better surgeon—and it 
appears that one must — assuredly one 
must consider de Chauliac the better man. 

De Cahuliac died in 1368. His Chirur- 
gia Magna remained the supreme au¬ 
thority in surgery for some two centuries, 
that is, until Ambroise Pare took up his 
pen. It far surpassed, in popularity, de 
Mondeville’s work. It was written origi¬ 
nally in the vernacular (for the men of 
St.-Come commonly spoke French instead 
of the Latin of the Faculty), and was 
published first from Paris in 1478 under 
the title, La Pratique en Chirurgie du 
Maistre Guidon de Chauliac. The first 
edition in Latin was published from Ven¬ 
ice in 1498. Many editions and transla¬ 
tions have appeared since, the latest be- 
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ing that of Nicaise. in modern French 
(Pari?, 1890). 

But besides the Chimrgia Manna there 
exists a Chirvrgin Parra (which is known 
also by other titles), and this smaller work 
has been attributed commonly to de 
Chauliac. It seems probable, that this 
abridgement was made by another author: 
and. in fact, a study of several editions 
and several translations makes it seem 
likely that it is a compilation of several 
works, by authors some of whose names 
are unknown, and represents a digest, 
with additions, of the Chimrriia Marina. 
The usual title is Tin CompnuUvm of thr 
Snri)t >•!/ of Gm;i d< Chnvlinr. Of course the 
title itself is ambiguous: is the Coinjnn- 
rfiuni a compendium of the Snrprru “of” 
dr Chauliac . but made by another or 
others, or is it a compendium of the Sur- 
<j< nj, " liii " dc Chauliac? 

It appear* to have been written by sev¬ 
eral hands. The first tun-fifths (approx¬ 
imately) of the book are written in the 
form of que-tion and an-wer, and appear, 
largely, to b<* a “cram-book" for student-', 
composed, possibly, by a senior student, 
a recent licentiate, or a member of St.- 
Con’.o wild v.as attempting to augment hi- 
interne by silling "ich a work to -tud»n$- 


swers which a professor must check as 
"correct." It remained only to memorize 
them! 

The distinctions which were made in 
the Chirurrjia Parra cannot be described: 
only an example or so will suffice to show 
the modern surgeon the difficulties with 
which the French surgeon of the four¬ 
teenth century had to contend: What is 
diaeresis? It is an operation which divides 
parts which have become united against 
the order of Nature. It is divided into 
four kinds ... of the kind of diaeresi- 
of soft parts there are the following types: 
haplotomy. catachasmos, perierosis, hypo. 
spathismos, periscythi-mos, encope. an- 
geiology. and lithotomy I The cjut.-tinns 
and answers are continued into Circum¬ 
stances, Dispositions, Illne-ses. Symptom-. 
Cures. Orders. Substances. Indication-, 
Naturals. Unnaturals. Contranaturals, 
Temperaments. Humors, Bart-. Facultio-. 
Actions, Spirit-, Bath-. B.epo-o, Evacua¬ 
tion.-. Inanition-, Signs, and the like. 

The Galenical (unfortunately and. of 
course, incorrectly, considered “philo- 
-ophical" by many) implication- of car!'- 
-urgery are mo-t mnnifo-t. 

And one i- amar* d at the -’uitifad. 
p-i udo.-cl.ola-tic ovpr> »->ori- found •_•,( r\ ■ 
v.l.ore in tf.e-o tr*,.ti-.l..n r..tio:i .- 
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ments, plasters, waters, balsams, eye¬ 
washes, cures for tooth-ache, and the like. 
Perhaps the greatest significance of these 
passages is that the practice of surgery in 
fourteenth-century France was still com¬ 
pounded with the practices of the travel¬ 
ing quacks, etc., whose race was yet far 
from extinct. 

In the section on bleeding the “ques¬ 
tionnaire" takes no sides. De Chauliac 
allowed forty veins to be opened; others 
allowed only thirty-two, and yet others 
insisted upon forty-five. The veins were 
named, the proper season for opening one 
or another was specified, and the whole 
process of blood-letting was set up as a 
specific science on its own. 

It is all but impossible to follow the de¬ 
scriptions of drugs and treatments in the 
long sequel of questions and answers. The 
favorite “scholastic" distinctions between 
animals, plants, and minerals are made, 
together with definitions which today are 
nearly meaningless. There is a long pas¬ 
sage upon the varieties of drugs which 
the surgeon must use: attractives, resol¬ 
vents, suppuratives, emollients, modifica- 
tives, astersives, sarcotics, epulotics, 
detersives, agglutinatives, caustics, cor¬ 
rosives, anodynes, narcotics, emplastics, 
apophlegmatics, etc. If we look at but 
one of these classifications, narcotics, we 
read: The narcotics are cold medicines, 
proper and useful in desperate cases to 
mitigate excessive heat. Some are simples, 
some are composite. The simples are 
opium, root of mandragora, solatrum, 
poppy, hyoscyamus, and others. The com¬ 
posites are trochees, collyria, and supposi¬ 
tories. Lettuce, at least, is omitted from 
the list. 

The next “treatise” in the so-called 
Cliirurgia Parva attributed to Guy de 
Chauliac is entitled, On Maladies which are 
not Tumors, nor Wounds, nor XJlcers, nor 
Fractures, nor Luxations, etc. The treatise 


is concerned with the definitions, distinc¬ 
tions, classifications, treatments, and the 
like, of gout, the plague, venereal diseases, 
venereal buboes, smallpox, erysipelas, 
herpes, phlyctenae, papules, leprosy, and 
others, of which there are numerous kinds 
of each. Other conditions, from leprosy to 
freckles, are included in the “treatise.” 

With the beginning of the next “Trea¬ 
tise,” Concerning Operations in General, 
the literary device of question and answer 
disappears. It seems most probable that 
de Chauliac himself had nothing to do 
with the production of the Cliirurgia 
Parva, as it is called commonly, although 
all editions which the present writer has 
seen are entitled Cliirurgia Parva Guido- 
nis Chmdiaci, or to that effect. Neverthe¬ 
less, the question-and-answer “cram- 
book,” if one may call it that, seems not 
to have been written by de Chauliac, but 
by some student or follower of his, and 
subsequent additions, not in question-and- 
answer form, seem to have been added by 
others (or another) at later dates (or a 
later date). The present writer possesses 
a copy of an Italian translation of the 
Cliirurgia Parva (Florence, 1697). The 
translation from French to Italian was 
made by Julius Caesar Arizzarra, the 
Pisam, and Arizzarra has made two ac¬ 
knowledged additions to the Cliirurgia 
Parva: a fairly long passage on the Con¬ 
dition of the Surgeon, and another fairly 
long passage entitled A Treatise on Tu¬ 
mors, and Fistula in Ano and in Adjoining 
Parts. Perhaps it should be supposed that 
the first two-fifths of the book were com¬ 
posed from de Chauliac as a student’s 
“cram-book” by an author now unknown, 
and that the last three-fifths were sub¬ 
sequent additions by authors (or an 
author) now equally unknown. We do 
know that Arizzarra added two “treatises,” 
which he acknowledged. 

In any event, the method of question- 
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and-answer was suddenly and perhaps 
unaccountably dropped. Moreover, in the 
succeeding- treatises more frequent refer¬ 
ences are made to more modern (at the 
time) authors and theories, and also to 
preparations of drugs which were un¬ 
familiar, it appears, to Guy de Chauliac. 

The first of the treatises following those 
of the que-tion-and-answer kind (and bar¬ 
ring that of Arizzerra of Pisa, On Tumors, 
tic.) bears the title. On Surpical Opera¬ 
tions. Here occurs a reiteration of de 
Chauliac’s conviction that the surgeon 
should possess a sound knowledge of anat¬ 
omy. This, of course, was difficult to 
obtain at the time, and it must be pre¬ 
sumed that the writer considered a sound 
knowledge of anatomy to be that which 
could be had from attending a couple or 
a half dozen of probably public dissections 
of the bodies of executed criminals, al¬ 
though there may have been included a 
dissection or so within an amphitheatre 
of a t"ni\or-ity. Otherwise the dissections 
were of animaK. There follow a few 
chapters on the methods of suturing 
wounds, with a special chapter on the 
suturing of severed tendons; then some 

-.1..!... .. . _ 11 .. . r 
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nent of stone in the bladder. One wonders 
whether he was teaching the regular sur- 
:eon to perform the operation practiced, 
isually quite successfully, by the itinerant 
ithotomist, or whether he himself had 
earned his very worth-while lesson from 
hese same itinerants. Certainly, if one 
ollowed the directions given by de 
Ihauliac, the lithotrity and removal of 
he stone in the bladder could be done very 
licely today—more nicely, perhaps, than 
t is done sometimes. He gave detailed 
nstructions for the treatment of unto- 
vard consequences also, especially hemor- 
•hage and syncope. 

In the discussion of the causes and 
reatment of fistula in ano de Chauliac is 
nuch behind John of Arderne—as, indeed, 
vas every other surgeon of the contem¬ 
porary two centuries. 

Pleurisy, emphysema, and cancer come 
ip next for discussion and treatment. Can- 
:er is to be treated by excision, ligature, 
md the cautery, in a very brief discussion 
if what was virtually an incurable dis¬ 
ease. De Chauliac described tracheotomy 
md the treatment for lachrymal fistula 
md polyps of the nose; the latter are 
paused by an excess of one or another 
lumor in the nose which results in a moist 
aolyp, a carcinomatous polyp, or an ulcer, 
rhe polyps should be excised with a small 
-cnife, and the patient should snuff wine 
into the nostril to help heal the wound, 
rhe treatment for cataract was as good 
as could be expected: the patient turns the 
affected eye toward the nose; the surgeon 
pierces the conjunctiva as far as possible 
from the cornea with a fine knife, and 
separates the lens from its suspensories. 
This procedure is still known as “couching 
the cataract.” The displaced lens was left 
in the eye itself. Without effective an¬ 
esthesia, the procedure was as heroic for 
the surgeon as it must have been for the 
patient. It must be remembered, never¬ 


theless, that these were heroic days: a 
man with gangrene of the foot had his 
choice of certain death or the unanes¬ 
thetized sawing-off of his leg. Where 
anesthetic surgery was unknown, the suf¬ 
fering of surgical pain was looked upon as 
a necessary but a not intolerable evil. The 
historian of medicine may well consider— 
and perhaps justly so—the present gen¬ 
eration of patients as “soft.” 

In the Compendium there follows a long 
chapter on wounds of the head, and is 
succeeded by a chapter on trephination. 
Every kind of precaution must be taken 
before this operation is attempted. It was 
performed almost never except in cases of 
depressed fracture; then the trephination 
w r as made nearby (always avoiding the 
suture and the places of the fontanelles, 
for here are the blood-vessels which must 
be avoided), so that the depressed frag¬ 
ments could be elevated. The sinuses of 
the dura mater were to be avoided be¬ 
cause suppuration entering them was ex¬ 
tremely dangerous (and still de Chauliac, 
or whoever wrote this, would not learn 
the lessons of Theodoric and de Monde- 
ville!) and because hemorrhage from them 
was exceedingly difficult to control. Still, 
the famous French surgeon (or the un¬ 
known writer) showed excellent knowledge 
of the skull and of the brain with its mem¬ 
branes and their blood-supply, as he showed 
excellent knowledge of the anatomy of the 
eye in his discussion of cataract. Perhaps 
he did not know the situation of the middle 
meningeal artery, but he did give direc¬ 
tions for piercing the squame of the tem¬ 
poral bone to provide an escape for its 
bleeding after a fracture. In this chap¬ 
ter—Chapter XXXII—our author, said to 
be Guy de Chauliac, makes reference to 
“the celebrated Malpighi.” De Chauliac 
died in 1368; Malpighi was born in 1628. 

It seems, then, that the Chirurgia Parva, 
if written at all by de Chauliac, was sub- 
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jected to revision and addition by those 
who followed him, for at least three hun¬ 
dred years. But at least, if most of them 
remained anonymous—and on other 
grounds also—we have an insight into the 
immense bearing which de Chauliac had 
upon the surgeons of Europe, and we are 
justified in our statement, made before, 
that he was the most influential of the 
surgeons of France (and probably of 
Europe), although not the best. And at 


least we know that men during the time, 
perhaps even after the time, of Malpighi, 
still were practicing Early French Sur¬ 
gery. It was the best surgery that could 
be had. excepting only that of Ambroise 
Pare. 

Bibliographic Note: Be-id* - the deficit!'.e work* 
(Quo-nay. Xicai'e. Bic-ninn. arri the rotl, the 
author ha« u'eri the complete v. ritir.tr- of de Me::- 
d'-ville and fie Chauliac in i a 1 eailv edition- 
in Blench. Latin at d Italian. 
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The following books have been re¬ 
ceived by the Editor; they will be re¬ 
viewed critically as space and facilities 
permit. Omission of more extended re¬ 
view, however, is not to be taken as criti¬ 
cism of the merit of the book. 


Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 

Le Diagnostic du Cancer d’Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A. Gutmann. Paris: G. 
Doin et Cie, 1956. Pp. 257. 

Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockett. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 

Spinal Cord Compression. By I. M. Tarlov. 
Springfield, Ill.: Charles C Thomas, Pub¬ 
lisher, 1957. Pp. 147, with 41 illustrations. 

Functional Bracing of the Upper Extremi¬ 
ties. By Miles H. Anderson. Springfield, Ill.: 
Charles C Thomas, Publisher, 1958. Pp. 463. 
Illustrated. 

Principles of Internal Medicine. Edited 
by T. R. Harrison, Raymond D. Adams, Ivan 
L. Bennett, Jr., William H. Resnik, George 
W. Thorn and M. M. Wintrobe. New York: 
Rlakiston Division, McGraw-Hill Book Com¬ 
pany, Inc., 1958. 3d ed. Pp. 1782, with a 57- 
page index, 205 halftone illustrations and 5 
color plates. Reviewed in this issue. 


The Clinical Management of Varicose 
Veins. By David Woolfolk Barrow. New 
York: Paul B. Hoeber, 1957. Pp. 167, with 
70 illustrations. 

Homosexuality, Transvestism and Change 
of Sex. By Eugene de Savitsch. London: 
William Heinemann Medical Books Ltd- 
1958. Pp. 120. 

The Management of Emergencies in Tho¬ 
racic Surgery. By John Borrie. New York: 
Appleton-Century-Crofts, 1958. Pp. 340, with 
numerous illustrations. 

The Physician’s Own Library. By Mary 
Louise Marshall. Springfield, Ill.; Charles C 
Thomas, Publisher, 1957. Pp. SO. 

Physical Examination of the Surgical Pa¬ 
tient. By J. Englebert Dunthy and Thomas 
W. Botsford. Philadelphia: The W. B. Saun¬ 
ders Company, 1958. 2d ed. Pp. 375, with 
203 illustrations. 

On the Cerebrospinal Fluid in Normal 
Children and in Patients with Acute Abac¬ 
terial Meningo-Encephalitis. By S. Widell. 
Lund, Sweden: Berlinyska Boktryckeriet, 
1958. Pp. 102, with 25 tables and 13 illustra¬ 
tions. 

Pathologie Vasculaire des Membres (Vas¬ 
cular Pathology of the Extremities). By 
Pierre Wertheimer with the collaboration of 
J. Favre-Gilly and A. Lapras. Paris: Masson 
& Cie, 1958. Pp. 406, with 59 illustrations. Re¬ 
viewed in this issue. 

Lesions of the Lower Bowel. By Raymond 
J. Jackman. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 347, with 
endoscopic illustrations in color. 

An Introduction to Surgery. Edited by 
David H. Patey. Chicago: The Year Book 
Publishers, 1958. Pp. 228, with 54 illustra¬ 
tions. Reviewed in this issue. 

The Psychology of Medical Practice. By 
Marc H. Hollender. Philadelphia: The W. 
B. Saunders Company, 1958. Pp. 276. 
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Pathologic Ya-culaire de- Membres (Vas¬ 
cular Pathology of the Extremities). By 
Pierre Wertheimer xvith the collaboration of 

Favre-Gilly and A. Lapra-. Paris: Mas-on 
A f'ie, 1H3S. Pp. -5df». uith 5f» illustration-. 

Thi- book i- ba-ed on the authors’ twenty- 
fix e year experience in the study of vascular 
di-ea-e- of the extremitie-. The importance 
of clinical in-truction i- empha-ized. The 
e--< ntial point- of Leriche’s theory have been 
adopted in their treatment of va-cular di-or¬ 
ders ba-<‘d on anatomic structure of the ar- 
t< ric- and \ein-, common physiologic action 
and pathologic eflcct in obliteration of \e-- 
-<•1-. The* author- fully appreciate the role of 
va-ocon-tric tion and -pa-m and the advan¬ 
tage - of \a-odilation therapy. They -tate 
that although, becati-e of in-ulTicient knowl¬ 
edge of the prophxlaxi- of obliterating xe¬ 
non- di-ea-i, the piimary cau-e i- not prop- 
t tlx hantlh <1, the -ccpicdae of the di-ea-e are 
olio acioii-lv treat* <1. 


by end-to-end ana-tomo-i- uith or without 
grafting. 

The fifth chapter con-ider-. separately, the 
numerou- type- of arteriti- and their clini¬ 
cal diapno-i-. Ktiologic thcorie- < infection-, 
-ympathetic and endocrine are cli-cti--ed. 
Much -pace i- dex tiled to medical treatment. 
Surgical intetxention include- pcriarteiial 
and ganglionic sympathectomy: ablation of 
the thyioid. parathx redd or adrenal gland-: 
correction of remaining ob-ti tiding thrombi; 
exci-ion of the xe--el. xxith or without graft¬ 
ing-. and amputation f<u gangrene. 

f’hapter •> di-eu--e- the t.iti-e-. -xniptom-, 
anatometpathedogic and phx-iop.tthologic pit - 
ture- and diapno-i- of art* rial emboli. Med¬ 
ical treatment include- the u-c of .-nti-p,.-- 
modie-. catdiotonic-. antic o.ipulant-, -pm.i! 
ane-tht tic-, fret ring. etc. KmboJecfomx. ,it- 
teriectomy. thrombot ndart* t it e t« m\ ..i d 
their indication- anti ti-’ili- are latifullx 
rt corded. 
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thectomy, resection of the second, third and 
fourth thoracic ganglia, adrenalectomy or 
parathyroidectomy. The authors report ex¬ 
cellent results in 18 patients with severe 
trophic disorders on whom sympathectomy 
was performed. 

Chapter 9 takes up vasomotor syndromes 
of the upper extremities due to congenital 
anomaly of the supraclavicular fossa. Patho¬ 
logic considerations include the role of anom¬ 
alies—supernumerary upper rib, the scalenus 
anticus syndrome, etc. Types of operative 
correction, best accomplished by the anterior 
approach, include removal of the super¬ 
numerary rib, scalenotomy and liberation of 
the subclavian artery. 

Chapter 10 is devoted to the classification 
of angiomas and contains excellent arterio- 
graphs. 

Chapter 11 deals with the pathologic pic¬ 
ture, symptoms, diagnosis and treatment of 
cirsoid aneurysm. Surgical correction in¬ 
cludes simple ligation, extirpation, suppres¬ 
sion of arteriovenous communication and 
amputation of the affected digit in case of 
trophic ulceration or severe hemorrhage. 

Chapter 12 is a complete clinical study of 
freezing of the extremities. A most interest¬ 
ing historical note describes observations 
made during the Napoleonic, Crimean and 
First World Wars. The author stresses pro¬ 
phylactic treatment, particularly in military 
life. Therapy includes slow heating of fro¬ 
zen extremities, amputation for necrosed 
lesion, skin grafts, etc. In the early stages, 
infiltration of the sympathetic chain with 
procaine hydrochloride, injection into the 
arteries, and sympathectomy of the lumbar 
chain and periarterial sympathetic fibers are 
advised. Anticoagulant therapy and con¬ 
trolled hibernation (Laborit) are discussed. 

Chapter 13 is devoted to varices of the 
lower extremities. The authors point out 
that this common affliction should not be 
regarded as a physical disgrace. It can be 
the source of many complications: perma¬ 
nent disability, reduced working capacity 
and incapacity for many occupations. Phys¬ 
iotherapy and medical treatment, injection 
of sclerosing substances and surgical treat¬ 
ment are discussed in detail. 


Chapters 14 and 15 consider the sequelae 
of phlebitis due to medical, obstetric and 
surgical trauma and that due to strain. The 
lability, venous stasis, etc., are discussed. 
Treatment includes amelioration of venous 
stagnation by immobilization, with active 
exercise, modification of coagulability with 
heparin or Dicumarol, and ligation and con¬ 
trol of reflex phenomena due to irritation of 
the vein. 

The authors call attention to prophylactic 
measures against postoperative phlebitis. 
They emphasize the importance of careful 
surgical technic, avoidance of any interfer¬ 
ence in venous return flow by undue pressure 
on the abdomen; strict asepsis; gentle han¬ 
dling of the tissues and hemostasis. Post¬ 
operative measures include anticoagulation 
therapy and ligation of the femoral veins. 
Unfortunately the most effective measures, 

i.e., elevation of the foot of the bed, ambula¬ 
tion and exercise immediately after the op¬ 
eration, are not sufficiently stressed. 

This book is well documented and contains 
many excellent photographs and arterio¬ 
grams. There is an extensive bibliography, 
The pathologic descriptions of various vascu¬ 
lar diseases of the extremities are complete. 
Physicians interested in the subject can 
profit by perusing this scholarly work. 

Charles Pierre Mathe, M.D. 

An Introduction to Surgery. Edited by 
David H. Patey. Chicago: The Year Book 
Publishers, 1958. Pp. 228, with 54 illustra¬ 
tions. 

This pocket-sized book was written pri¬ 
marily for the medical student who wishes to 
review quickly some basic and clinical ma¬ 
terial before starting his clinical duties. It 
consists of three main sections: 

1. General Principles 

2. Methods of Examination 

3. Simple Practical Procedures. 

A glossary of the more common surgical 
terms and an appendix of normal biologic 
and hematologic values are found at the end 
of the book. 

Mr. Patey stresses the fact that the mate¬ 
rial is presented in an abbreviated form and 
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that it i? nece-?ary for the student to consult 
the standard textbooks of hi? choice for 
further information concerning the case or 
case? under que-tion. It i? al?o advised that 
a? ancillary text* the student should include 
a textbook of general pathology and a man¬ 
ual of first aid. A goodly amount of worth¬ 
while material has been crammed into these 
page*.. The book can be recommended. 

PiumpThorek. M.D. 

Principle? of Internal Medicine. Edited 
by T. It. Harrison. Raymond I). Adam?. Ivan 
L. Rennett. Jr.. William II. Re.-nik. George 
W. Thorn and M. M. Wintrobe. New York: 
Rlaki'ton Division. McGraw-Hill Rook Com¬ 
pany, Inc.. Ib.W. :?d ed. Pp. 1782. w ith a 57- 
page index. 205 halftone illustration? and 5 
color platf ?. 

When this work fir-t appeared in 1050. 
one of its stated purpose- v.as “to provide 

for the medical student a certain unity be¬ 
tween reading and instruction." •v. ith appli- 
(ation of the basic science- to clinical prob- 
b in-. It filbd that need admirably, and v.a- 
i (issued in P.'5). 


of Specific Tis«ue? and Anatomic Sites." has 
been added. A new chapter. "Heritable Dis¬ 
order? of Connective Tissue." is included, 
and thc-re i? a brief discussion of the more 
pertinent aspects of dermatology, since dis¬ 
order? of the skin are often intimately re¬ 
lated to internal di?ea?e?. 

Opening with a philosophic introduction of 
the physician to the patient, the author.? take 
the young doctor through ecerv pha?e and 
aspect of illness that bring? the patient to 
hi? care. A whole section i? devoted to pain, 
its physiologic and psychologic aspect?, with 
emphasi? upon diagnosi-. Section heading? 
indicate the scope and thoroughm ?? v ith 
which the medical picture i? presented: The 
Phy.?irinn and the Patient: Cardinal Mani¬ 
festation? of Disease; Riolopic Considera¬ 
tion': Metabolic and Endocrine Disorder?; 
Disorder? Due to Ch> mical and Ph> ?ira! 
Agent?: D)sea?e- Due to Rio!og; r Agtnt?: 
Disease? A??ociat« d with Reai tion? t>* Str< ?? 
and to Antigenic Sub'tan e?: Di-<.-'- of 
Organ System?: Care of the patnnt A> 
appendix i? add'd mid* r the ht.dirg "I,..!, 
oratory Value- of CRniia! Imj *rt\ «■ " Th*- 
itid* x i? highlj dv’aibd. 
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Surgery of the Thyroid Gland: Primary 
Operative Results in 1,732 Cases of Goitre. 
Lundgren, A., and Heimann, P., Acta Chir. 
Scandinav. 114:252 (March) 1958. 

During the period from 1941 to 1956, the 
indications for surgical treatment of 1,732 
patients with goiter were thyrotoxicosis in 
1,121 instances, nontoxic goiter in 559 and 
malignant goiter in 22 (1.3 per cent)). Sixteen 
per cent of the patients in the series were men 
and 84 per cent were women. Roughly the 
same sex distribution was noted for toxic and 
nontoxic goiter, and for diffuse and nodular 
goiter. The group of patients with diffuse 
goiter was approximately of the same size as 
the one with the nodular form. Among the 
thyrotoxic patients the diffuse form of goiter 
predominated, while the nontoxic goiters were 
largely nodular. The malignant forms were 
distributed evenly between the nontoxic and 
the toxic goiters. This is of interest, since 
the view has been expressed in the literature 
that high-grade toxicity usually precludes 
malignancy. 

Malignancy was verified histologically in 
0.8 per cent of the cases. Nontoxic as well 
as diffuse goiters were common in the lower 
age group. The toxic forms and also the 
nodular type predominated in old patients, 
particularly in those over 60 years of age. 
Of the latter patients, 79 per cent belonged 
to the most toxic group. 

All patients operated on for recurrences 
(59) were women, 39 of whom had toxic, 20 
nontoxic, 35 nodular and 24 diffuse goiters. 

The diagnosis of thyrotoxicosis was based 
upon the clinical features of toxicity and the 
basal metabolic rate, the boundary being 
drawn at about 20 per cent. Severe mechan¬ 
ical symptoms, consisting in tracheal com¬ 
pression or displacement, occurred in one- 
sixth of the series (in two-fifths of the cases 
of nodular goiter). 

The surgical methods employed were enu¬ 
cleation (60) for solitary adenoma, unilateral 


subtotal resection (212) for unilateral in¬ 
volvement, and bilateral subtotal thyroidec¬ 
tomy (1,460) for the remainder. At every 
resection, the superior thyroid vessels were 
ligated as far as possible above their en¬ 
trance into the gland in order not to tie 
off thyroid tissue, which may lead to slipping 
and secondary hemorrhage. Usually, the 
inferior thyroid arteries were also ligated 
to diminish the danger of recurrence. The 
procedure necessitates exposure of the entire 
gland. The recurrent laryngeal nerve, how¬ 
ever, was not freed. This did not lead to a 
higher incidence of complications such as 
recurrent laryngeal palsy and tetany. 

Local anesthesia was applied without com¬ 
plications in every instance by superficial 
infiltration of the skin and muscles preoper- 
atively, and at greater depth at operation 
under visual control. 

The primary operative mortality rate for 
the whole series was 0.3 per cent. Among 
the benign goiters it was 0.2 per cent, of 
which the nontoxic group accounted for none 
and the toxic for 0.4 per cent. The deaths 
all occurred in cases of highly toxic nodular 
goiter, cardiac decompensation and severe 
mechanical symptoms in patients of ad¬ 
vanced age. 

Operative complications were fairly rare. 
They consisted in glottic spasm (0.5 per 
cent), postoperative hemorrhage (0.6 per 
cent), toxic crisis (0.4 per cent of the toxic 
goiters), tetany (0.6 per cent) and recurrent 
laryngeal palsy (3.3 per cent). 

Ernest G. Abraham, M.D. 

Predictive Value of the Positive Vaginal 
Smear. McLennan, M. T., and McLennan, C. 
E., J. Surg. Gynec. & Obst. 66:258, 195S. 

In two years 15,600 cytologic smears from 
11,711 women were examined. The vagmal 
smears of 165 women not previously known to 
have carcinoma gave positive results. 
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Carcinoma war demonstrated by tissue ex¬ 
amination in 10 ft of the cases in which posi¬ 
tive results were obtained, but 47 of the 
women with positive smears did not appear to 
have carcinoma. In the remaining 0 instances, 
follow-up information was incomplete. Thus, 
the incidence of proved carcinoma in the en¬ 
tire jrrotip of 11,711 women subjected to 
screeninp was 0.03 per cent. 

Positive smears from patients who did not 
prove to have carcinoma were often associated 
with vapinal or cervical infections, basal cel! 
hyperplasia of the cervix, atrophic epithelia 
and cervical or endometrial polyps. 

The value of maintaining a hiph index of 
suspicion in the interpretation of vapin.nl 
smears is stressed in this study. 

Kn.MfNP Lisfxck. M.I). 

Total Ilndy Coolinp in Critically III Febrile 
Patients. Peeves. M.. and Lewis. F. .1.. Sur- 
perv tl: St. 

The authors describe the method and re¬ 
sults of total body coolinp with a refripera- 
tion machine to the level of 3.1 to .".C, deprees 
of fft’i ctitiially ill febrile patients divided 
into tv ii prmips control and cooled- ranp- 
inp from J to si years of ape. each havinp 
an oral tmipi-tatute of at leas* jot F.. :. 
pube iate above pjo and a respiration rate 
above - Jt. The rr.i tboil a 5 .p 1 ared to the au- 
thot ■ to be an 1 tT* i live ailituti t to tl.irapv. 
Tin t«■ «;i‘ no di b !• riiep »:T• t. 1 -p< eialiv 
11 ; 1 a- 1 ' of in oir v t• ■ tin b< ad. 


praft: '3' fresh nutopenotis arterial praft. 
and <4 1 nylon mesh tubes. 

Frozen dried preparations were more re¬ 
sistant to stricture formation than were the 
other two arterial preparations. The nylon 
tubes were not incorporated as part of the 
duct wall, althouph they permitted the for¬ 
mation of a surroundinp now duct. In pon- 
eral. it may be said that the methods were 
not satisfactory for application to man. 

James H. Krwin. m.d. 

New Technics in the Study of Carcinoma 
of the I'terine Cervix. Denham. S. \\\. and 
Foraker. A. G. .1.. Florida M. A. Utlosp, 
lfC>S\ 

These authors, in studyinp cari inorna of 
the cervix under a now approach, have found 
that this has not been done before. 

Their histoohemical technics indicate that 
the chemical properties of the cells parallel 
their microscopic apjiearanrc and tb>ir 
prowth potential: that there is a pi.-.dual 
transition from normal mucosa to ir.etapl.i • 
tic epithelium to a tyjiical hv p* 1 pla** i, < ;.j- 
thclium to intr.o fiithelial ( arcin' rn: to :r- 
vasjve siiuamoijs i ell car» ir.om: . 

Newer t»clinics and method* "-ill pr 
from this under-tar.dir.p of • )., <. r\ b ..! • 
tin lium in i*s vatio-> *•,,< . , 

tO ( ;..t f'-fi-m;,. 


F.P’M Mi I.*-- “ v, V J) 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


FEDRUARY, 1950 


A Report of 549 Cases of Breast Cancer in 
Women 35 Years of Age or Younger. Treves, 
N., and Holleb, A. I., Suvg., Gynec. & Obst. 
107:271, 195S. 

An analysis has been made of 549 patients 
with histologically confirmed carcinoma of 
the breast. All were 35 years of age or 
younger. The following conclusions are 
based on a study of patients seen at Memorial 
Center from 1937 through 1949. More than 
three-fourths of the patients reported no 
familial history of carcinoma of any type. 
When carcinoma had been present in the 
family, the breast was involved in 35 per 
cent of cases, one-half of the patients re¬ 
porting its occurrence in a mother and al¬ 
most one-fourth in a sister. Eighty-two per 
cent of the patients were married, and 66 
per cent had been pregnant at least once. 
The incidence of surgical gynecologic disor¬ 
ders appeared to be relatively high for this 
young age group. In 92 per cent of cases the 
patient had discovered a mass in the breast 
without medical assistance. In only 1 per 
cent was the tumor discovered during routine 
physical examination. Nipple discharge was 
present in 5.5 per cent, bloody discharge oc¬ 
curring twice as frequently as serous. 
Bloody discharge more often indicated an in¬ 
filtrating duct carcinoma with no papillary 
component. 

Infiltrating duct carcinoma accounted for 
86.6 per cent of the pathologic diagnoses. 
Other histologic types were in the minority. 

The minimum five-year clinical cure rate, 
based on total experience, was 30.7 per 
cent. When selection was made in terms of 
operability, the five-year clinical cure rate 
was 37.7 per cent. Further selection, i.e., 
exclusion of patients who died of other 
causes, were lost to follow-up without evi¬ 
dence of recurrent carcinoma, or refused 
treatment, yielded a maximum rate of 40.6 
per cent. These data and a review of the 
literature indicate that the carcinoma of the 
breast in the young woman offers a progno¬ 
sis equal to that which applies to an older 
woman. 

When the axillary nodes were involved, 
the clinical cure rate was lower than that 
for older women, which suggests that the 


disease may be more lethal when regional 
metastases have occurred in the young pa¬ 
tient. 

In this series, the specific location of the 
tumor within the breast had little or no in¬ 
fluence on the rate of clinical cure. 

The authors express the opinion that one 
cannot predict the results of treatment for 
any specific age below 35 years on the basis 
of age alone. 

Lesions of the outer quadrant showed a 
higher frequency of metastases to the axil¬ 
lary nodes than did those arising in the 
inner quadrants, yet the five-year clinical 
cure rate was essentially the same whether 
the tumor was located in the inner or the 
outer half of the breast. When the axillary 
nodes were not involved, carcinomas located 
in the outer half of the breast had a clinical 
cure rate, 8 per cent better than the rate for 
lesions of the inner half, the midline, and 
the central area combined. 

The prognosis was better for those pa¬ 
tients with the less common type of mam¬ 
mary carcinoma, e.g., medullary, comedo 
carcinoma and colloid carcinoma, than for 
those with infiltrating duct carcinoma. The 
incidence of metastasis to the axillary nodes 
was likewise lower. Infiltrating duct carci¬ 
noma, Grade 2, showed a lower incidence of 
such metastases and a higher clinical cure 
rate than did the same tumor, Grade 3. The 
higher the level of axillary node involvement, 
the poorer the prognosis. Involvement of 
Level 3, however, should not be used as a 
criterion of inoperability, since 16 per cent 
of these patients were free of recurrent car¬ 
cinoma five years or more after radical mas¬ 
tectomy. 

Although pregnancy occurring simultane¬ 
ously with carcinoma of the breast has an 
extremely poor prognosis, the pregnancy 
should not be utilized as a criterion of inop¬ 
erability. Pregnancy occurring at some time 
subsequent to surgical therapy for mammary 
carcinoma appeared to have little influence 
on the prognosis. Definite conclusions con¬ 
cerning the management of pregnancy for 
women with concurrent carcinoma of the 
breast cannot be formulated, nor can any 
recommendations be made with regard to the 
management for the Avoman who has been 
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treated previously for carcinoma of the 
breast. 

Patients v.ho delayed lonper than six 
months before seeking surpical treatment 
showed a hipher incidence of axillary node 
metasta=es and a lower clinical cure rate 
than did patients who soupht medical care 
earlier. 

Postoperative roentpen therapy, repardless 
of axillary node in\ohement. had no influ¬ 
ence on the clinical cure rate. 

The median duration of life for patients 
considered clinical failures v.as diphtlv o\er 
two years. More than two-third« had died 
by the end of the third year. 

There were no postoperative deaths amonp 
patients treated by radical masteetorm. 
When the axillary nodes were uninv olv ed. 
prophv lactic castration did not affect the 
clinical cure tales. When axillary nodes 
weie invoked, the five-vcar clinical cure- rate 
was s.: 1 , per cent hipher in those patients 
who were castrated prophv lactic ally. 

No comparison could be made between the 
effectiveness of snrpical castration and that 
eif peivu mediation. Th< m<di.>n cluration 
of suniv.d afl<r therapeutic castration for 
m(ta>tatu carcinoma of the breast was p 
ntont bs 


Vt!5TP.\CTs 

Prophylactic simple mastectomy is not rec¬ 
ommended even in the presence of a sipnifi- 
cant familial history of mammary carcinoma. 

The incidence of axillary node metastasis 
increased proportionately with the sire of 
the tumor. The five-year clinical cure rate 
diminished as the size of the tumor increased. 
Tumor size alone was significant in propnos- 
tic import, whether the axillarv nodes were 
involved or free of metasta.ses. 

On the basis of these studies the authors 
suppest that certain strinpent criteria of op¬ 
erability. which in the past have been piven 
fairly wide attention, be modified. Ikon 
votinp women with axillarv node nutiistn«i*' 
at the liiphest level have a If per cent chance 
for five-vear clinical cure. I'arlv diapnosis 
and prompt radical operation offer the best 
chance of survival. When the prinian le-ion 
is small and still localized to the brc. st. thi 
maximum opportunity for fivi-vt.tr clinua! 
cure exist-. Tumor- occurnnp in the br< as* 
iltirinp prepnanev should he diapno-t il 
titated immediate lj. Karin r impri -a"! - of 
the pool propno'is of thi- If -ion in the v eunp 
woman who is not com urren* 1> pn pnr.r.t 
must i K . -upplanted le :. more }<>pif',l «e.;. 
loot 

At tut! A W< •:> M 1» 



IMPORTANT ANNOUNCEMENT 

Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 

European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 

A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 


Les auteurs d’articles scientifiques destines a elre publies dans le Journal 
du College international de chirurgiens sont pries d’adresser leurs articles 
a l’adresse suivante pour l’Europe, le Proche et le Moyen Orient. 

Bureau Europeen du 
College international de chirurgiens 
6-8 rue de la Confederation 
Geneve (Suisse) 

Un comite a ete nomme pom* l’examen des articles a paraitre. Les 
auteurs sont pries de joindre a leur travail de brefs resumes en frangais, 
anglais, allemand, espagnol, italien et portugais si possible. 
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THIRD LECTURE SERIES 

1958-1959 

School of the History of Surgery and Related Sciences 
International Surgeons' Hall of Fame 
1524 Lake Shore Drive, Chicago 


OCTOBER 21, 1958 


NOVEMBER 11, 1958 . 


DECEMBER 2, 1958 . 


JANUARY 13, 1959 . 


FEBRUARY 3, 1959 . 


FEBRUARY 24, 1959 . 


MARCH 24, 1959 


LECTURES BEGIN AT 8:00 P.M. 

. ."Changing Concepts of Disease” — Dr. Ilza Veith, Associate 
Professor in the History of Medicine, Department of Medi¬ 
cine, University of Chicago, Chicago, Illinois 

. ."Epochs in the History of Medicine ”— Dr. Morris Fishbein, 
Professor Emeritus of Medicine, University of Chicago and 
University of Illinois, Chicago, Illinois 

. ."The History of Hospitals” — Dr. Charles U. Lctourueau, 
Director, Program in Hospital Administration, Northwesl- 
ern University, Chicago, Illinois 

. ."The History of Gynecology ”— Dr. A. F. Lash, Clinical 
Professor of Obstetrics and Gynecology, University of Illi¬ 
nois, Chicago, Illinois 

. ."The History of Neurosurgery” — Dr. Per cival Bailey, Dis¬ 
tinguished Professor of Neurology and Neurological Sur¬ 
gery, University of Illinois, Chicago, Illinois 

. "Notes About the Role of Physicians in Our Military His¬ 
tory” — Dr. George S. Lull, Assistant to the President, Amer¬ 
ican Medical Association, Chicago, Illinois 


APRIL 14, 1959 


MAY 5, 1959 


MAY 21, 1959 


."Evolution of Medical Illustration”—Thomas S. Jones, M.S., 
Emeritus Professor of Medical and Dental Illustration, 
University of Illinois, Chicago, Illinois 

"The History of Surgery of Bones and Joints” — Dr. Edward 
L. Compere, Professor and Chairman of the Department of 
Orthopedic Surgery, Northwestern University and Chicago 
Wesley Memorial Hospital, Chicago, Illinois 

."The Evolution of Otorhinolaryngology and Broncho- 
esophagology” — Dr. Francis L. Lederer, Professor and 
Head of Department of Otolaryngology, University of Illi¬ 
nois, Chicago, Illinois 

."The History'of Plastic Surgery” — Dr. Wayne B. Slaughter, 
Clinical Professor in Charge of Plastic Surgery, University 
of Wisconsin (Madison) and Stritch School of Medicine, 
Loyola University, Chicago, Illinois 
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—Schedule of Meetings— 

INTERNATIONAL COLLEGE OF SURGEONS 



1959 

May 21-22 

Huntsville. Alabama 

Alabama Surgical Section 
U. S. Section. International College of Surgeons 

May 2P-30 

Kiamesha Lake 

No tv York 

New York Stale Annual Meeting 
C. S. Section. International College of Surgeons 

June 1-3 

Hamburg. Germany 

German Section and 
German-Speaking Sections. European Federation 
International College of Surgeons 

June 10-21 

Lyons. France 

French Section 
International College of Surgeons 

September 

Santos, Era/il 

Brazilian Section 
International College of Surgeons 

September 2^ 
Chattanooga 

Tennessee 

Tennessee Valley Medical Assembly 
C. S. Section. International College of Surgeons 


MIDSUMMER POSTGRADUATE TOUR OF 
EUROPEAN COUNTRIES INCLUDING RUSSIA 


1059 

Dr. Ron 7. Mclntirr, Coordinator 


TWENTY-.FOURTH ANNUAL CONGRESS 
North American Federation 
(Canada. Me\ico, U. S. and Central American Sectiono 
International College of Surgeons 
SEPFEMHLR 15*1“ CHICAGO. ILLINOIS 
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To Remember 




Third 

Around-the-World Tour 


Above: Prof. Dr. Nicholas C. 
Louros, F.I.C.S. (Hon.), presi¬ 
dent of the Greek Section of the 
International College of Sur¬ 
geons, Mrs. James Biddelbergcr 
and the Honorable James Riddel- 
berger, United States Ambassa¬ 
dor to Greece 


Right: Dr. Arthur Woo, F.R.C.S. 
(Eng.), F.A.C.S., F.I.C.S. (Hon.), 
president of the China — Hong 
Kong Section of the Interna¬ 
tional College of Surgeons, and 
Mrs. Woo greeting Mrs. Harold 
E. Simon of Birmingham, Ala¬ 
bama, and Capt. L. L. Bean, 
M.C., U.S.N., F.I.C.S. 


Below: Demonstration of Sur¬ 
gery at Prof. Dr. Komei Na/ca- 
yama’s Surgical Clinic, Chiba 
University, Chiba, Japan 











Around'the'World Postgraduate Tour 

ARNOLD S. JACKSON M.D.. F.A.C.S.. F.I.C.S. 

Former President. United State? Section 
INTERNATIONAL COLLEGE OF SURGEONS 


The foresight of Dr. Max Thorek. 
founder of the International College 
cf Surgeons, its Hall oi Fame ana' its 
School of the History of Surgery’ and 
Related Sciences, was rounded out 
by his inauguration of the Around- 
the-V/orld Postgraduate Refresher 
Clinic Tour. 

The first tour was so successful an 
innovation (hat other (ours were 
bound to follow and to increase in 
importance. 

Each tour is headed by a coordina¬ 
tor, whore duty it is to facilitate 
scientific and educational proce¬ 
dures, such as. the presentation cf 
papers. The coordinator of the first 
tour was Dr. Thorek himself, and 
Dr. Heal Owens, headed the second 
tour. It was my privilege to be the 
coordinate: cf this one. 

1 can drp.ct only sketchily the tre 
mendru' success cf this th : rd 
Around the Wald Urn. 1 touch only 
err the highlight* - I ccnr.rt fully rr 
j •( •• t) r entire impact cf the trip 
rn <} e pnr’.rs.parts All are octree 
t? et it wo’ a -"urrrry rush a* s.cr.s 

1 jJ f »« J «N j f » j f r-i ** j 

Jr~ t ; i i r o rxrrre 

*r v* *- : ;*; r i ^ r~-;: 

t - ** : r.r*v *•*•?/ v ; * 




Dr.Knlph H. 
CIom nrd 


No tour ever beyan nvro au-yirinu-ly 
than did the Third Around-the.World 
I’o-tyraduate Refro-her Clinic Tour. ‘p"tt- 
t-ored by tire United State- S-atum of tin 
International Colli ye of Sury> >•«-. 

A yrotip of tv.cnty-f iyht -or).u~. -*•«*.« 

accompanied hy their v. jv*-. <h ;>art> >: 
either from San Fran»'i*'>> or fr rr: 1,*> 
Anyvle- on Friday, o, t»,b« j- jo, ;..ud . - . 
Med the foliov.iny d.r. a* t’* ■• IE: - 

v.aiian Hot* 1 it: Hoy.Ju'.o. 

F* or d* ’iy't tf-.l d. H.. -- . u. 
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nity to observe local customs, eat native 
food in native fashion—eschewing knives 
and forks—and enjoy true Hawaiian mu¬ 
sic and dancing. 

The long flight to Japan was uneventful. 
The plane stopped at Wake Island to re- 

Jap 



Prof. Dr. Hiroshige Shiota, F.I.C.S. (Hon.), presi¬ 
dent of the Japanese Section of the International 
College of Surgeons 

We arrived at the Tokyo airport at ten 
in the morning of Wednesday, October 15. 
Even at that hour, with the exquisitely 
courteous hospitality which was to char¬ 
acterize our stay in Japan and, in various 
forms, accompany us through country 
after country wherever Fellows of the 
College were to be found, we were met by 
welcoming friends, among whom were 
Drs. Nagasaki and Sato, both of whom had 
trained at the Jackson Clinic in Madison. 

We went at once to the famous Imperial 
Hotel, designed by the great architect, 
Frank Lloyd Wright, and were soon com¬ 
fortably located in the new annex. That 
evening, Prof. Komei Nakayama, profes¬ 
sor of surgery at the University of Chiba 
and secretary of the Japanese Section of 
the International College of Surgeons, and 
Mrs. Nakayama came to Tokyo to greet 
the group personally. Later they took some 
of the group to a private club for dinner 
and entertainment. 


fuel, giving us a chance to debark for a 
little exercise and refreshment. By that 
time, of course, we, who had been moving 
ever westward and steadily gaining time, 
had crossed the International Date Line 
and paid the toll of a whole day lost. 


an 

The following morning we started on 
our medical missions. Some went to the 
University Hospital to observe Dr. Seiji 
Kimoto, F.I.C.S., professor of surgery at 
the Tokyo University Medical School, who 
operated upon two heart cases: the first 
an intra-atrial defect and the second a mi¬ 
tral stenosis. Others went to the Tokyo 
Women’s Medical College Hospital, where 
another outstanding cardiac surgeon, Dr. 
Shigeru Sakakibara, F.I.C.S., professor of 
surgery at the Tokyo Women’s Medical 
College, with his associates, also presented 
a brilliant demonstration of surgical skill. 

In Tokyo the tour was joined by Capt. 
L. L. Bean, M.C., U.S.N., F.I.C.S., who is 
engaged in naval medical work in Sasebo, 
Japan, and Capt. Elson Swanson, M.C., 
U.S.N., F.I.C.S., who is stationed at the 
U. S. Naval Hospital at Yokosuka, Japan, 



Prof. Dr. Masao Tsuzuki, vice-president of the 
Japanese Section of the International College of 
Surgeons 
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I’rnf. Dr. Shicrru SaknVibnr.n 
I’.t.r.S. 


Prof. f)r. Komri Naknv.-tmn 

r.l.c.s. 


;t* head of tin- HNT Department. Captain 
I Jean wav able t<> participate in the .ses¬ 
sions df the tour in Japan. Honp Konp and 
Thailand. lie continued on to India, but 
time ran out and he had to return to his 
wnrl. in Sum li<i before the scientific ses¬ 
sions there tool; place. Captain Swan w on‘s 
time t'i'iwos limit'd, as was his stay with 
the primp. 

'1 lie scientific , -c....jo;) held jointly by the 

11 mi <ni’ and mi mb<-r.' of the Jap. 

at.e* > S'i tioti of the Inti rnati<>n:d < ‘o',!<-pe 
of S ‘11 p, tis.f, pu.ci- ».n Saturday. Orto. 
1 " ! 17 . Tl.i i i" nil r :.ddr> v as made le. 



Prof. Dr. Shisrrtmsu Kat»ura 
I'.JC-S. 


Dr. Curtice Rosser. of Dallas. Te\a«. im 
mediate past president of the I'nib d Stat< 
S'Ction. I)r. Winchcll McK.Craip. F.A.C.S. 
F.I.C.S., of the Mayo Clinic. and 1 fire 
seated pap'-r-. which, havinp j• r* % i<*::-1; 
b- ej-, translated into Japano-e. v. < r>- r< add!; 
urab r.'to'»3 and pr» atly a; pm iat< d. Dr 
Finis Cooper, F.A.C.S.. l'.D’S . < f Hm t 
in.ptor. Far’s. < ’.difornia. 'V• v * ■! :u r’• r 


iari'i 


\ 



tinued good health, cheered them and 
saluted them in song. 

That afternoon the entire party at¬ 
tended the twenty-fourth annual perform- 
ance of Autumn Dance, a beautiful musical 
extravaganza. 

The following day we went by bus to 
Chiba, twenty-five miles from Tokyo, home 
of Prof, and Mrs. IComei Nakayama and 
site of the University of Chiba, where 
Prof. Nakayama is surgical director of 
the medical school hospital. 

No one present will ever forget this long 
anticipated surgical clinic. Prof. Naka¬ 
yama is one of the most dexterous and 
rapid surgeons in the world. The first opera¬ 
tion consisted of a partial resection of the 
esophagus, a total gasti’ectomy, a partial 
hepatectomy and a splenectomy, with 
anastomosis of the pyloric end of the stom¬ 
ach to the esophagus, for an advanced case 
of malignancy. The operation was com¬ 
pleted in eighty minutes, and was followed 
by several Billroth I gastrectomies, each 
performed in a half hour or less, in all a 
list of seven major procedures. Greatly 
facilitating these procedures were Dr. 
Nakayama’s own non-crushing clamp for 
liver resection and his modification of the 
DePetz stomach. 


When first apprized of Prof. Naka- 
yama's extraordinary skill, surgeons 
tend to be skeptical, but all doubt is 
dissipated when they are confronted 
with the surgical performance oi 
this gifted master. During the past 
few years Prof. Nakayama has dem¬ 
onstrated his dexterity at various 
surgical centers both in Europe and 

in the United States. „ .. 

Editor 


Unfatigued at the end of this perform¬ 
ance, Dr. Nakayama conducted the gi'oup 
on his ward rounds, where twenty-nine 
postoperative stomach cases were shown. 

Meanwhile, the ladies of the party had 
been graciously entei'tained by Mi’s. Naka¬ 
yama at her home and at nearby places of 
intei-est. 

That evening Pi-of. and Mrs. Nakayama 
entertained us at a chai’actei'istically Jap¬ 
anese dinner, the cuisine, service and en¬ 
tertainment being both native and super¬ 
lative in quality. 

The next moi’ning we took off on a 
six-hundi'ed mile tour into the intei’ior, 
viewing the fabled shrines, waterfalls, 
cloud-ci’owned mountains, graceful bi’idges 



Reception committee, officers of the Japanese Section of the International College of Surgeons and 
essayists at the scientific session in Tokyo, October 17, 1958 
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and beautiful autumn-colored tree? of 
Japan. We beheld Mt. Fuji. We watched a 
preat fe's1i\al parade at the Heian shrine 
and the Old Imperial Palace. And above 
all v.c enjoyed the beautiful Japane-e 
country-id** with its neat vegetable p.ir- 
deiv. rir*' fields and tea plantations. 

1‘p'ui our return to Tokyo, we held a 
farewell breal.fa-t fur Pr>>f. and Mr-. 
Nal avama ?<■ eypre-s our whole-hearted 


appreciation of their yencnui- ho-pitality. 

It had been such a happy ten-day vFi* 
that we left Japan reluctantly, earli on* 1 
pledged to return soon and -tay a loipvr 
time. Amonp the souvenir- n:»-t vahnl 
were the handsome badpe-. blue enamel 
on a yold background. picturinr Mt. Fuji, 
which were de-irned by Ur. Nal.aye.tr..'. 
and pre-enp-d to the yue-t- at the -eb r- 
title -*'--i<<!i. 




In the evening, the Fellows of the China 
— Hong Kong Section were hosts at a 
many-coursed dinner of wonderful Chinese 
food at the bright new Floating Palace, 
which even some of the hosts had not yet 
seen. 

After that dinner, the following morn¬ 
ing we breakfasted, if at all, on tea and 
toast, but we managed to lunch magnifi¬ 
cently at the pent-house Cafe de Chine. 
In the afternoon we took tea with Mrs. 
Aw Boon Haw and her daughter at their 
famous home, the Haw Par Mansion, and 
were shown its rare collection of jade and 
pink quartz, second only to that of the 
Metropolitan Museum. 

That evening (Monday, October 27) the 
China—Hong Kong Section of the College 
had us to dinner at the Hong Kong Uni¬ 
versity Alumni Association clubhouse. 
This was followed by a scientific session, 
during which Drs. Curtice Rosser, Finis 
Cooper and I presented papers before an 
audience of medical men which cr.o ^ 

I he assembly room. The meeting w; . 
sided over by Ur. John Gray, F 



F.I.C.S., of the Tung Wah Hospital, an 
eminent surgeon and a former president 
of the China—Hong Kong Section of the 
College. 

On the morning of Tuesday, October 28, 
I had the privilege of being conducted by 
Dr. “Sandy” Lin, a graduate of Johns Hop¬ 
kins Medical School and a prominent ENT 
specialist, through the one-thousand-bed 
Queen Mary Hospital, and there address¬ 
ing an audience of a hundred and seventy- 
five members of the faculty and student 
body of the medical school of the Univer¬ 
sity on Diseases of the Thyroid. Prof. F. E. 
Stock, dean of the medical faculty, pre¬ 
sided over the session, and Dr. Kenneth 
H. L. Hui, F.A.C.S., F.I.C.S., formerly sec¬ 
retary of the China—Hong Kong Section 
of the College and now a member of its ex¬ 
council, introduced me. Dr. Hui 
a residen at the Presbyterian 
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On a inc excursion. our Ir.ixolcrs nnd ihrir host*., thr officers of thr China-—Hone Konc Srr- 

(ion, inrlurtinp I)r. Arthur Woo and Dr. Itox Mar. nrrompanirr) hj Ihrir ni'r* 


Hr. Woo presented us with :i handsome 
Chinese scroll for the Collrye, and yave to 
each lady an ivory fan ami to each doctor 
his 11:11111' plate in Chinese as mementos- 
of the occasion from tiie China—Hony 
Kony Section. 

The dinm r party end* d with profes¬ 
sional < nt«'itainnu nt that was augmented 
hy "audience participation.*' 

Hour Kony i- a fa* citiatiny city, and 
the < nine *tay tin re was mo-t pleasurable. 
The harbor bur.-* with activity. The shop- 
ate intuiny One day the ymup too), a 
tift>-'i\ rude drivi into the int* rior of 


China and approached to within three 
miles of the lied border. The refugees from 
Communist China have swelled the popu¬ 
lation of Hony Kony from a half million 
to nearly two and a half million. 

One eveniny some of ie had dinner on 
the veranda of thr Hotel Carlton hiyh 
above the city. The moon was full, and far 
below the myriad liyht~ of the city and of 
tin- ships wove a yb arniny tape tr;>. 

We shall nm.r fory< t Hony Kor:y at >1 
our yond frauds of t!;e China — Jbu.y 
Kony Section of tie ln’ernath ’ al 

of Suryi-ons. 


The Philippi nes 





In the evening, the Fellows of the China 
— Hong Kong Section were hosts at a 
many-coursed dinner of wonderful Chinese 
food at the bright new Floating Palace , 
which even some of the hosts had not yet 
seen. 

After that dinner, the following morn¬ 
ing we breakfasted, if at all, on tea and 
toast, but we managed to lunch magnifi¬ 
cently at the pent-house Cafe de Chine. 
In the afternoon we took tea with Mrs. 
Aw Boon Haw and her daughter at their 
famous home, the Haw Par Mansion, and 
were shown its rare collection of jade and 
pink quartz, second only to that of the 
Metropolitan Museum. 

That evening (Monday, October 27) the 
China—Hong Kong Section of the College 
had us to dinner at the Hong Kong Uni¬ 
versity Alumni Association clubhouse. 
This was followed by a scientific session, 
during which Drs. Curtice Rosser, Finis 
Cooper and I presented papers before an 
audience of medical men which crowded 
the assembly room. The meeting was pre¬ 
sided over by Dr. John Gray, F.A.C.S., 



The Honorable D. J. Mackenzie, Drs. Craig, 
Rosser and Jackson, the Chinese scroll, gift to 
the College, and Dr. Arthur Woo 


F.I.C.S., of the Tung Wah Hospital, an 
eminent surgeon and a former president 
of the China—Hong Kong Section of the 
College. 

On the morning of Tuesday, October 28, 
I had the privilege of being conducted by 
Dr. “Sandy” Lin, a graduate of Johns Hop¬ 
kins Medical School and a prominent ENT 
specialist, through the one-thousand-bed 
Queen Mary Hospital, and there address¬ 
ing an audience of a hundred and seventy- 
five members of the faculty and student 
body of the medical school of the Univer¬ 
sity on Diseases of the Thyroid. Prof. F. E. 
Stock, dean of the medical faculty, pre¬ 
sided over the session, and Dr. Kenneth 
H. L. Hui, F.A.C.S., F.I.C.S., formerly sec¬ 
retary of the China—Hong Kong Section 
of the College and now a member of its ex¬ 
ecutive council, introduced me. Dr. Hui 
had been a resident at the Presbyterian 
Hospital in New York for several years 
and was particularly understanding of, 
and helpful to, the American group. 

In the afternoon we all took a trip to 
Repulse Bay and had tea at the Eucliff, a 
fabulous castle of medieval design, which 
is part of the estate of the late Mr. Eu 
Tong Sen. 

A formal banquet was held that evening 
at the Banker’s Club. Man}’’ notable guests 
were present, a considerable number of 
them accompanied by their ladies. 

Dr. Arthur Woo presided. Among the 
speakers were the Hon. D. J. M. Mackenzie, 
director of the Medical and Health Serv¬ 
ices ; Prof. F. E. Stock, dean of the Medical 
Faculty of the Hong Kong University; Dr. 
James Cook, Chief Government Surgeon ; 
Col. V. C. Verbi, president of the Hong 
Kong Chapter of the British Medical As¬ 
sociation and director of the Army Med¬ 
ical Services, and Dr. K. D. Ling, president 
of the Hong Kong Chinese Medical Asso¬ 
ciation. Drs. Curtice Rosser, Winchell 
McK. Craig, Finis Cooper and I spoke for 
the United States Section. 
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On n inc rxrur«inn, our traveler*- and their ho-.!*;, the officer** of the China—Hone Konc See* 

tion. including Hr. Arthur Woo and Hr. Jtnj Mar. accompany d hj their " bo* 


l)r. Won pre'ented us with :v handsome 
Chine"'* scroll for the Colleye. and jrave to 
each lady an ivory fan and to each doctor 
hi" name pint** in Chinese as memento? 
of llie occa"inn from the China—Hony 
Kony Section. 

The dinin r party ended with profes¬ 
sional • ntertainment that was auymonted 
liy “audience pat t icipat ion." 

llonp Kmip i" a fa"rinatiny city, and 
the i nine 'lay tin re w.v- mo-t pleasurable. 
1 In- hat her hurre w ith acti\ ity. The shop** 
ate i i.t < my fine day the yronp toot, a 
lift\*’i> mih dti’.i into the int< rinr of 


China and approached to within three 
miles of the Ited border. The rcfitp’o- from 
Communist China have swell'd the popu¬ 
lation of Hony Kony from a half million 
to nearly two and a half million. 

One evening some of ti" had dinner <*n 
the veranda of the Hotel Carlton h:yh 
above the city. The tivoti wa- full, .and far 
below the myriad liyht" of the city and of 
the "hip" wie.e a y!< amine tap' try. 

We shall laser for;** t lh" y Kony at d 
our po-'d friend" of the China — H"n/ 
Kony ?« ctjon <>f tie Int« rn.: al ('<•’,P 
of Surp-oti". 


The Philippi ncs 








Table at banquet: seated, left to right, Dr. Constante A. de Castro, Dr. Januario Y. Estrada, Jr., Mrs 
W. YV. Babcock, Dr. H. E. Simon, Dr. Rodrigo L. Gnbuja, Mrs. Simon, Dr. Rodolf P. Guzman, and 

Nathidnd Z. Pangan 


both of whom had trained at Mayo’s, we 
planted a tree at the new Diagnostic Cen¬ 
ter Clinic. 

Sunday morning, November 2, Dr. Pori- 
firo M. Recio, F.I.C.S., who had served as 
assistant to Dr. Harry E. Bacon, F.A.C.S., 
F.I.C.S. (Hon.), of Philadelphia, president¬ 
elect of the United States Section of the 
College, together with several other Fel¬ 
lows of the Philippine Section and their 
wives, took us on an enjoyable drive to see 
the new suburban area and the University, 
and then on to Tagaytay Ridge to view 
volcanic Teal Lake. 

At a charming spot, we lunched on many 
intriguing delicacies. 

That evening we were invited to the 
Elpo Compound, the estate of Dr. Jose Y. 
Fores, president of the Philippine Section 
of the International College of Surgeons, 
and his family. In a beautiful enclosed 
compound beside an attractive swimming 
pool, we enjoyed a wonderful dinner. It 
was a very happy get-acquainted party. 

The scientific meeting was held on Mon¬ 
day, November 3, at eight-thirty in the 
morning, in the auditorium of the Faculty 
of Medicine and Surgery of the University 


of Santo Tomas. This is a magnificent new 
air-conditioned auditorium seating twelve 
hundred and fifty persons. The place was 
packed to the point that only standing 
room was available! 

The meeting was sponsored by the 
Philippine Section of the International 
College of Surgeons and the Philippine 
College of Surgeons, with the cooperation 
of the Philippine Medical Association, the 
Philippine Federation of Private Practi¬ 
tioners, the U. S. T. Medical Association, 
the Manila Medical Society, the Philippine 
Women’s Medical Association, the Philip¬ 
pine Orthopedic Society, the Philippine 
Obstetrical and Gynecological Society, the 
Philippine Urological Society, the Philip¬ 
pine Association of Military Surgeons, the 
Philippine Neurological Society, the Pasay 
Medical Society, the Rizal Medical Society, 
the Philippine Society of Otolaryngology 
and Bronchoesophagology, the Philippine 
College of Physicians and the Quezon City 
Medical Society. 

Special thanks are due to the officers and 
faculty of the University of Santo Tomas, 
and particularly to the Reverend Fr. Rec¬ 
tor Magnificus, for the privilege of using 
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the University facilities and for the coop¬ 
eration which made the meeting an out- 
standinp event. 

The program was excellent. The Rev. 
Father Jesus Diaz, O.P.. repent of the fac¬ 
ulty of medicine and surperv, pave the in¬ 
vocation. and I)r. Virpillo Ramos, dean of 
the faculty, delivered the welcominp ad¬ 
dress, The scientific meetinp was opened 
by Dr. Jose Y. Fores. 

The American surpeons who took part 
in the propram were: Dr. Winchell McK. 
Craip. Dr. Curtice Rosser. Dr. Herbert 
Hayes. p r . Finis Cooper, and I. 

Dr. Francisco Guzman, F.A.C.S.. 
F.I.C.P.. president of the Philippine Col- 
lepe of Surpeons. mad" the closjnp address. 

As visilinp surpeons, v.e v.ere invited to 
tour the school and were intcre-t"d to 
learn that one-third of the students were 
women. The dean said they could not be 
}.< pt out; they pot the b"-t marks. 

We v.iie <nt"rtain<d at lunch at the 
Spanish Club, where deiiciou- steak- im¬ 
ported from Arp. ntina w*-re -••rv< d. 

And that "veninp there wa- th- ban¬ 
quet : 

The bai.qut t, pr< -hhd <e. <r by General 


Basilio J. Valdes, former secretary-treas¬ 
urer of the Philippine Section of the Inter¬ 
national Collepe of Surpeons. was the 
closinp formal event of the stay in Manila. 
It was extraordinarily festive and pay. It 
closed with community sinpinp. particu¬ 
larly with the rendition of the two national 
anthems and with some improvised enter¬ 
tainment which provided merriment and 
further cemented in a lipht spirit the ties 
that earlier had been formed throuph 
serious scientific conferences. 

We left Manila with warmest feelinps 
of friendship for our colleagues of tin- 
Philippine Section. We shall always re¬ 
main indebted to Dr. Fores and the other 
officers of the Section for their hospitality. 
Particular thanks are due to I)r. Anpel I. 
Reyes. s< cretary-trea-urcr of the Section, 
who did so much and so well to facilitate 
arranpement- for scientific and other 
meetinps. 

Topetlier with s*\eral oth* r Atm ric.m 
surpeons. I was privih-p. d to h.ave an in- 
terview with th* Hon. Charlc- F. Roblcn. 
United Stat* - Atn!*:.' -:.d**r t<> the- Philip¬ 
pine-. .an experience for which v.e are \* r> 
prat* fuk 






Table at banquet: seated, left to right, Dr. Conslante A. de Castro, Dr. Januario Y. Estrada, Jr., Sirs. 
W. W. Babcock, Dr. H. E. Simon, Dr. Rodrigo L. Gabuya, Sirs. Simon, Dr. Rodolf P. Guzman, and 

Natividad Z. Pangan 


both of whom had trained at Mayo’s, we 
planted a tree at the new Diagnostic Cen¬ 
ter Clinic. 

Sunday morning-, November 2, Dr. Pori- 
firo M. Redo, F.I.C.S., who had served as 
assistant to Dr. Harry E. Bacon, F.A.C.S., 
F.I.C.S. (Hon.), of Philadelphia, president¬ 
elect of the United States Section of the 
College, together with several other Fel¬ 
lows of the Philippine Section and their 
wives, took us on an enjoyable drive to see 
the new suburban area and the University, 
and then on to Tagaytay Ridge to view 
volcanic Teal Lake. 

At a charming spot, we lunched on many 
intriguing delicacies. 

That evening we were invited to the 
Elpo Compound, the estate of Dr. Jose Y. 
Fores, president of the Philippine Section 
of the International College of Surgeons, 
and his family. In a beautiful enclosed 
compound beside an attractive swimming 
pool, we enjoyed a wonderful dinner. It 
was a very happy get-acquainted party. 

The scientific meeting was held on Mon¬ 
day, November 3, at eight-thirty in the 
morning, in the auditorium of the Faculty 
of Medicine and Surgery of the University 


of Santo Tomas. This is a magnificent new 
air-conditioned auditorium seating twelve 
hundred and fifty persons. The place was 
packed to the point that only standing 
room was available! 

The meeting was sponsored by the 
Philippine Section of the International 
College of Surgeons and the Philippine 
College of Surgeons, with the cooperation 
of the Philippine Medical Association, the 
Philippine Federation of Private Practi¬ 
tioners, the U. S. T. Medical Association, 
the Manila Medical Society, the Philippine 
Women’s Medical Association, the Philip¬ 
pine Orthopedic Society, the Philippine 
Obstetrical and Gynecological Society, the 
Philippine Urological Society, the Philip¬ 
pine Association of Military Surgeons, the 
Philippine Neurological Society, the Pasay 
Medical Society, the Rizal Medical Society, 
the Philippine Society of Otolaryngology 
and Bronchoesophagology, the Philippine 
College of Physicians and the Quezon City 
Medical Society. 

Special thanks are due to the officers and 
faculty of the University of Santo Tomas, 
and particularly to the Reverend Fr. Rec¬ 
tor Magnificus, for the privilege of using 
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the University facilities and for the coop¬ 
eration which made the meeting an out¬ 
standing event. 

The program was excellent. The Rev. 
Father .Tesus Diaz, O.P., regent of the fac¬ 
ulty of medicine and surgery, gave the in¬ 
vocation, and Dr. Virgillo Ramos, dean of 
the faculty, delivered the welcoming ad¬ 
dress. The scientific meeting was opened 
by Dr. Jose Y. Fores. 

The American surgeons who took part 
in the program were: Dr. Winchell McK. 
Craig, Dr. Curtice Rosser, Dr. Herbert 
Hayes, Dr. Finis Cooper, and I. 

Dr. Francisco Guzman, F.A.C.S., 
F.I.C.S., president of the Philippine Col¬ 
lege of Surgeons, made the closing address. 

As visiting surgeons, we were invited to 
tour the school and were interested to 
learn that one-third of the students were 
women. The dean said they could not be 
kept out: they got the best marks. 

We were entertained at lunch at the 
Spanish Club, where delicious steaks im¬ 
ported from Argentina were served. 

And that evening there was the ban¬ 
quet ! 

The banquet, presided over by General 


Basilio J. Valdes, former secretary-treas¬ 
urer of the Philippine Section of the Inter¬ 
national College of Surgeons, was the 
closing formal event of the stay in Manila. 
It was extraordinarily festive and gay. It 
closed with community singing, particu¬ 
larly with the rendition of the two national 
anthems and with some improvised enter¬ 
tainment which provided merriment and 
further cemented in a light spirit the ties 
that earlier had been formed through 
serious scientific conferences. 

We left Manila with warmest feelings 
of friendship for our colleagues of the 
Philippine Section. We shall always re¬ 
main indebted to Dr. Fores and the other 
officers of the Section for their hospitality. 
Particular thanks are due to Dr. Angel I. 
Reyes, secretary-treasurer of the Section, 
who did so much and so well to facilitate 
arrangements for scientific and other 
meetings. 

Together with several other American 
surgeons, I was privileged to have an in¬ 
terview with the Hon. Charles E. Rohlen. 
United States Ambassador to the Philip¬ 
pines, an experience for which we are very 
grateful. 





Dr. Jackson addressing: scientific session of the Thailand Section of the Internationa] College of Sur¬ 
geons in Bangkok 


Thailand 


Pan American speeded us from Manila 
to Bangkok. But en route, over Cambodia, 
northwest of Tonle Sap, the plane was low¬ 
ered and slowly circled over the lost city 
of Angkor. Angkor Thom was the old cap¬ 
ital of the Khmers, and together with 
Angkor Wat, the temple, which is about 
a mile to the south, dates back approxi¬ 
mately a thousand years. Abandoned some 
centuries later, both the city and the tem¬ 
ple have been “lost” in the encroaching 
forest. But from the plane we had an ex¬ 
cellent view of the magnificent structures 
which marked the zenith of Khmer civili¬ 
zation. 

We arrived at Bangkok on Wednesday, 
November 4, and were met at the Don 
Muang Air Port by Air Vice Marshal Chua 
Punsoni, RTAF (MC), M.D., pi'esident of 
the Thai Section of the International Col¬ 
lege of Surgeons; Lt. Col. Nitya P. Vejja- 
visit, M.D., former president, and Dr. Sem 
Pring-puang-geo, the very thoughtful and 
capable secretary of the Section. Through 
the courtesy of the Royal Thai Air Force, 
we wei'e received in a special guest room 
and then were driven to the Oriental Hotel 
for tea. - —- 


That evening the Thai Section held a re¬ 
ception and cocktail party on the lawn 
along the river adjoining the hotel and we 
had the honor of meeting not only the 
United States Ambassador to Thailand, 
Mr. Alexis Johnson, and Mrs. Johnson but 
also many Thai dignitaries, including the 
Under-Secretary of State for Public 
Health, Dr. Luang Bimbakya Bidvabhed, 
C.R., F.I.C.S. (Hon.). 

The next morning we were taken by bus 
to the Priest Hospital Auditorium for a 
scientific meeting, the admirable arrange¬ 
ments for which had been made by Dr. 
Viraj Makaduang Keo, director of the 
Priest Hospital, and his staff. 

Air Vice Marshal Chua Punsoni opened 
the meeting, and Under-Secretary of State 
Luang Binbakya Bidyabhed welcomed the 
American guests officially to Thailand. We 
were delighted to be present at the ensuing 
ceremony, when the Under-Secretary of 
State presented the International College 
of Surgeons’ emblematic shields of honor 
to Air Vice-Marshal Chua Punsoni and to 
Lt. Col. Nitya Vejjavisit for their distin¬ 
guished service to the College, to surgery 
and to the welfare of Thailand. > 
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Officer* of the Thailand Section of the International College or Surgeon* and participants in the scicn 

tific .session 


We also were happy to witness the in¬ 
duction of the newly elected officers of the 
Thai Section of the College for the year 
1030-1000. These are: 

Mnj. Gen. Sangunn Itojanavongse. M.D.. 
D.Sc., F.R.F.P.P.G., F.I.C.S. 

PnosimfNT 

I'rof. Dating Kanchanaranya, M.D.. D.Sc., 
F.l.f.S. 

YKT.-PUKSIPKN’T and PKF.S1PKNT- 
Kl.FOT 

Major lhilsak Vadhanahhastik. M.D.. 
F.l.f'.S. 

Tin: 

Dr. Scm Pring-punng-geo. F.l.f’.S. 
SlVUFTAl'.Y 


been made for the visitors and we were 
served most graciously by the students. 

Maj. Gen. Sanguan Rojanavongse, the 
newly inducted president, was chairman of 
the afternoon session. Out of courtesy to 
the visitors, papers were read in English. 
The essayists and their presentations 
were: 

Tinral Stitnimankarn. M.D.. F.I.C.S.: Ivci- 
tlrvn r,i Thyroiditis iv Thailand 
Samran Wangspa. M.D.: Cystim-cus ip 
AvUriar Chaviht r of th< Kite 
Kohchai Prommindaroj. -\I.I>., F.l.f'.S., 
and Sunil Chcrm^iriwatana. M.D.. 
D.T.M.: Shn-fjr~]Vt In r Sifntlroipf 
Air Commodore Sadab Ilhiraputra, RTAF 
(MO. .M.D.. F.l.f’.S,: Pt rinmtio a of 
th‘ Knrdrmv 

Kanipee Mnlliknma'-. M.D.. F.l.f’.S.: Sou- 
fham Tappawonir'-c, M.D.. and Ni>om 
Tmwing. M.D.: I.ini IH";,' > Ft*”’. 

A * * til* 




Dr. Luang Binbakya 
Bidyabhed 


to the President of the United States, and 
to Dr. Max Thorek, the founder of the 
International College of Surgeons. Very 
interesting and pleasing entertainment 
was provided by the Royal Fine Arts De¬ 
partment and the student nurses at the 
hospital. Later the singing became gen¬ 
eral, with American and Thai songs alter¬ 
nating, giving spontaneous expression to 
the good will engendered by international 
scientific cooperation and friendly socia¬ 
bility. 

During the afternoon, local Canadian, 
American and Thai ladies served as guides 
and companions to the ladies of the party 
on a tour which offered an opportunity for 
shopping for the exquisite products of 
Thai crafts. 

The following day, Thursday, November 
6, was devoted to sightseeing. A morning 
trip by motor launch on the Chao Phya 


Menam River gave us an exceptional op¬ 
portunity to observe the life of Thailand. 
The floating markets were fascinating. 

In the afternoon we drove to several 
places of interest, including the Royal 
Palace grounds and the Court of a Thou¬ 
sand Buddhas. 

That evening Lt. Col. Nitya Vejjavisit 
entertained us at a magnificent buffet din¬ 
ner party for two hundred at his home. It 
was informal and gay, with music and 
dancing, and an evening long to remem¬ 
ber. 

The following day we regretfully left 
Bangkok. We shall always recall with nos¬ 
talgia the days spent in enchanting Thai¬ 
land with the friendly members of the 
Thai Section of the International College 
of Surgeons. The two hospitals which we 
had an opportunity of observing closely, 
the Priest Hospital and the Women's Hos¬ 
pital, are modern and well organized and 
doing excellent work. The stay in Thailand 
was highly satisfying both as a scientific 
and as a social experience. 

Some of the touring surgeons had the 
privilege of taking breakfast together 
with Dr. Virgil T. DeVault, F.A.C.S., 
F.I.C.S., who has charge of the health of 
twenty-five thousand Americans in the 
State Department throughout the world, 
and is one of the most enthusiastic mem¬ 
bers of our College. 



Arrival in Bangkok and reception at the Don Muang Air Port 
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Dr. Winchell McK. Craig delivering lecture 


muddy waters into the sea. Then came 
miles and miles of green rice fields. 

The group stopped at Calcutta only long 
enough to change planes, and then pro¬ 
ceeded to beautiful New Delhi. This is an 
interesting city, with its magnificent gov¬ 
ernment buildings, its splendid new Asho- 
ka Hotel, perhaps the largest and finest in 
the Orient, its fascinating shops and its 
large and varied population. 

A scientific session was held in New 
Delhi on gastrointestinal hemori'hage, 
abdominal surgery, etc. 

From New Delhi we took a six-hundred- 
mile drive into the interior, enjoying an 
alluring but rough journey to Agra, thence 
to Jaipur and then back to the capital. The 
high point of this excursion was, of course, 
the never-to-be-forgotten visit to the beau¬ 
tiful Taj Mahal, “a teardrop of love on the 
cheek of time.” This “tomb of love” is a 
glistening white marble building rising 
like a jewel from green gardens and its 
fountain-fed reflecting pool. 

One of the most exciting adventures of 
the entire trip was an elephant ride to the 
top of a small mountain on the way to Am¬ 
ber, and the most moving experience was 
the visit to the tomb of the Mahatma 
Candhi, with its simplicity so characteris¬ 
tic of this great man. 

The last stop in India was Bombay, 


where the group was met by members of 
the India Section of the College, including 
Dr. A. V. Baliga, F.R.C.S. (Eng.), F.I.C.S., 
president of the Section, Dr. A. E. DeSa, 
F.R.C.S. (Eng.), F.I.C.S., its treasurer, 
Dr. R. N. Cooper,F.R.C.S. (Eng.),F.I.C.S., 
long active in the affairs of the Section, 
and Mrs. Cooper. 

The first visit was to the Tata Memorial 
Hospital, which is entirely devoted to the 
treatment of cancer. About eight thousand 
cases are treated each year. The tongue is 
the predominant site of the disease. The 
medical meeting was presided over by Dr. 
J. C. Paymaster, F.R.C.S. (Eng.), F.I.C.S., 
and was very interesting. 



Dr. Herbert Hajes 


Next we visited the King Edward Hos¬ 
pital, a very fine institution built for and 
operated by Indian surgeons. There we 
were taken on ward rounds by Dr. P. Iv. 
Sen, F.R.C.S. (Eng.), F.I.C.S., a very fine 
thoracic surgeon who had trained in Phil¬ 
adelphia. 

Finally we were conducted by Dr. 
Cooper to a private hospital to see an in¬ 
teresting case of multiple myeloma. 

And in the afternoon, at Dr. Cooper's 
invitation, we were privileged to witness 
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a beautiful baptismal ceremony of the 
Parsi religion, of which faith Dr. Cooper 
is an adherent. 

The formal banquet was held that even¬ 
ing at the Wellindon Country Club, a very 


beautiful affair attended by the surgeons 
and their ladies. Dr. A. V. Baliga presided 
over the dinner, and the evening closed 
with the singing of the two national 
anthems. 


Egypt 


An overnight flight brought us to Cairo, 
where we were housed at the fine new 
Shcpheards Hotel on the Nile. 

Here we were joined by an old friend, 
Dr. E. A. Kharadly. professor of surgery 
at the Alexandria Medical School, and a 
Fellow of the College. He kindly arranged 
for an audience with the Minister of 
Health, who received the group very cour¬ 
teously and took steps to facilitate our 
visit to two leading hospitals. 

One of the hospitals, the one associated 
with the University Medical School, has 
three thousand beds. 

We met the dean of this institution, 
the surgical chiefs and the head of the 


two-hundred-bed department of ophthal¬ 
mology. 

Our travelers of course rode camels at 
the pyramids and had pictures taken with 
them as well as with the Sphinx. One of 
our most fascinating experiences was a 
visit to the national museum to see the 
treasure removed from the tomb of 
King Tut. 

The group had expected to fly direct to 
Istanbul, but instead was fortunate enough 
to get to P>eirut. site of recent revolution 
and the place where some American ma¬ 
rines lately were encamped, but all was 
quiet when we arrived. From there we flow 
to Turkey on a splendid German piano. 


Turkey 




Prof. Dr. Fahri Are], M.D., F.I.C.S. 

precious china and its chamber of royal 
jewels, made the story of Aladdin really 
come to life. 


In the evening all of us were the guests 
of Prof, and Mrs. Arel at a delightful 
cocktail party and a delicious buffet din¬ 
ner. About fifty people were present, thus 
giving us an opportunity to become well 
acquainted with the Fellows of the Turkish 
Section and their wives. 

The following morning the formal scien¬ 
tific session was held before an enthusias¬ 
tic audience of about two hundred Turkish 
surgeons and medical students. Later, we 
were taken to the University Club to meet 
the dean and other faculty members and 
to take lunch with them. 

In the afternoon, we took a long drive 
up the picturesque Bosphorus, visiting the 
historic castle and fort which guarded the 
approach to the city in ancient times. The 
drive continued until the submarine nets 
which now protect the approach to the city 
from the Black Sea could be seen. 

The next morning we parted from our 
friends with sincere regret and took the 
plane for Athens. 


Greece 


At the airport, to meet us in Athens, 
on the morning of Sunday, November 23, 
were Prof. Nicholas C. Louros, F.I.C.S. 
(Hon.), professor of gynecology at the 
University of Athens, president of the 
Greek Section of the College, and his asso¬ 
ciates. We soon were settled comfortably 
at the Athenee Palace Hotel, and in the 
afternoon made a tour of the city. 

That evening there was an enjoyable 
get-acquainted cocktail party and recep¬ 
tion at the Grand Hotel. A friendly spirit 
soon developed between the Greek Fellows 
of the College and their American guests. 
The ladies, too, established a fine base of 
mutual understanding, all of which au¬ 
gured well, and justifiably so in view of 
further developments. 


The entire next day was devoted to 
scientific endeavor. In the morning, a 
scientific session was held in the amphi¬ 
theatre of the Laikon Hospital, with all 
the officers of the Gx*eek Section, wearing 
their official robes, on the rostrum. I was 
privileged to be similarly attired and to be 
seated with them. Among the officers 
present were: Prof. Louros; Prof. J. 
Charamis, vice-president; Prof. N. Chris- 
teas, general secretary, and Prof. Ch. Toul, 
treasurer of the Section. 

In behalf of the Greek Section, Prof. 
Louros presented to the visiting Ameri¬ 
cans two oil paintings depicting ancient 
Greek surgery, and a parchment on which 
the oath of Hippocrates was written in 
the ancient fashion and a similar one 
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American surgeons meeting their Greek colleagues for a social hour 


bearing an English translation. I accepted 
these in behalf of the College for the 
Greek Room of the Ilall of Fame. 

Prof. Louros, in his welcoming address, 
learnedly and philosophically discussed the 
importance of rapid dissemination of 
knowledge throughout the world. He re¬ 
called instance after instance in medical 
and surgical history of the tortuous dupli¬ 
cation of effort in solving problems and the 
tragic delay in putting into general prac¬ 
tice the principles gained by individual dis¬ 
coveries. all for the lack of direct com¬ 
munication. 

"It is he said, “that now the pen 


and the printing press have facilitated 
communication. 

“But.” he added, “who can read and fol¬ 
low so many volumes today, at a time 
when motorcar-driving, dishwashing, 
baby-sitting and other necessities have 
been added to a doctor's duties?" 

Dr. Louros stressed the need of direct 
interchange of knowledge, and concluded: 

“But fate has foreseen. Together with 
antibiotics, modern anesthesia, blood 
transfusion and isotopes, it sent to sur¬ 
geons a modern Mercury in the person of 
Max Thnrek, who added to the overbur¬ 
dened shoulders of surgeons great wing— 







Prof. Louros addressing scientific session; seated, 
left to right, Prof. N. Christeas, F.I.C.S., Dean 
John Charamis, F.I.C.S., and Dr. Jackson 


the wings that are called the International 
College of Surgeons.” 

Surgeons of both the Greek and the 
United States Sections took part in the 
program. The presentations of the Greek 
surgeons, interspersed with excellent 
films on surgical procedures, were very 
interesting. 

In the afternoon, Prof. Louros escorted 
us through the splendid Alexandra Mater¬ 
nity Hospital, where, as his illustrious 
father had been, he is chief and head of 
the department of obstetrics and gynecol¬ 
ogy. A section devoted to the training of 
midwives was a gift of the late Queen 
Alexandra. Needless to say, the hospital 
is complete to the last detail and is oper¬ 
ated accordingly, as might be expected 
of its highly efficient director. 

That same day we visited a splendid 
fifteen-hundred-bed hospital, saw some 
interesting cases in the wards and viewed 
several excellent motion picture films. One 


film demonstrated the removal of a large 
hydatid cyst of the lung with preservation 
of the latter. The other was a rare case 
of the same disease of the ventricle of the 
heart. When this was opened, one could 
see a daughter cyst expelled with each 
contraction of the ventricle. It was of 
interest to know that Prof. Jorge Alberto 
Taiana, F.I.C.S. (Hon.), president of the 
Argentine Section of the International Col¬ 
lege of Surgeons, had lectured in Athens 
on this same subject. The condition is 
extremely rare—only about five cases ap¬ 
pearing in the literature. It is a great 
tribute indeed to the skill of Dr. Statcthur, 
the young, handsome, and brilliant sur¬ 
geon who had performed the operation, 
that the patient had recovered. 

The following day, Tuesday, November 
25, was given over to sightseeing, and in 
the evening there was a dinner party for 
approximately a hundred surgeons and 
their wives. Roses and carnations dec¬ 
orated the table, and the cloth was strewn 
with a delicate pink wild flower called 
poppia. The dinner was perfect. The Hon. 
James Riddelberger, the United States 
ambassador to Greece, and Mrs. Riddel¬ 
berger, together with Mr. St rat os, the 
Greek Minister of Welfare, and Mrs. Stra- 
tos, were the guests of honor. Both Mr. 
Riddelberger and Mr. Stratos responded 
to toasts to their respective countries. 
Prof. J. Charamis, dean of the Medical 
Faculty of the University of Athens, and 



Dr. Wayne W. Babcock w ith Prof. Louros 


22 


JOURNAL OF THE INTERNATIONAL COLLEGE OT SURGEONS 



\l (he l>.inrjif<*t: frnm left tn richt, Mr«. James Itiddolbcrcer, Prof. I,ouro«, I)r. Ttnl>cnch, Mr*-. Strain'. 
Prof. Christens, Prof. Gnrofnllidis and Asst. Prof. Coiitifari 

vice-president of the Greek Section of the United States under the IC.C.A. plan. 
International Uolleye of Suryeons spoke The eveniny ended on a fine plain* of 
as tin* representative of the University. friendliness with everyone sinyiny the re- 
I’rof. Uouro- delivered one of his jnimi- spective national anthems of the tun 
tahly witty and urbane addresses. He paid countries. 

tribute to the generosity of the United In Athens, of cour-e. .siyhtseeiny took 
States yovernment, and therefore to the on new dimensions. To stand oniony what 

United States tax-payer. The hospital of remains of the Parthenon wa- a in 

"hirh lie was the land, he explain* d. had personal humility and an awareness of ;he 

been built with funds pmvided bv the mtinito possibilities of the human spirit. 


Italy 




Prof. Dr. Jose Soler-Roig, in front of the Hospital 
de la Santa Cruz Y San Pablo, showing one of 
the leather-bound \olumes of the hospital records, 
written on parchment and illustrated in color, 
some of which date back to the fourteenth century 

ward on his projected Around-the-World 
trip. In the hospital the visiting surgeons 
were privileged to watch Dr. Soler-Roig 
put on as fine a demonstration of gall¬ 
bladder and duct surgery and cholangiog¬ 
raphy as can be seen anywhere. 


The scientific meeting was held at the 
Colegio de Medicos, 

On Tuesday morning additional opera¬ 
tions were scheduled, after which the sur¬ 
geons joined their wives in sightseeing in 
this remarkable city of Barcelona, which 
blends the most advanced tendencies with 
visible reminders of its long and varied 
past. 



A patient, seen in one of the out-patient depart¬ 
ments of the Hospital, with a tumor of a size 
rarelj seen in the United States but not uncom¬ 
mon in Spain and other countries lisited by our 
touring- surgeons, which because of its long dura¬ 
tion and deep imohement is now inoperable 


The Homeward Journey 


That Tuesday was the last day the 
group spent abroad. In the evening we 
boarded a westward-bound plane, and in 
the morning, having completed a fifty-five- 


day, thirty-five-thousand-mile trip around 
the world, we were in New York. We were 
at home, but our experiences would al¬ 
ways live with us. 
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Comments by the Founder 

MISSION WITH PLEASURE 


The unanimity 
and enthusiasm 
with which the par¬ 
ti ci pants in the 
Third Around-the- 
World Postgradu¬ 
ate Refresher 
Clinic Tour spon- 
1 sored by the Inter¬ 
national College of 
Surgeons voice 
their satisfaction 
with their journey 
.* matched only by the chorus of pleasure 
th which the Sections which were privi- 
r cd to welcome the Tour report on their 
periencc. Each side claims to have 
lined immeasurably from the inter- 
angc of scientific information and to 
vc* enjoyed the social contact to a degree 
yond all expectation. 

The travelers report that everywhere 
ev went wlu*re there were Fellows of 
e International College of Surgeons they 
It at Imiii). Their hosts write me that 
ny fdt /oroitd bv the visit of frinul*. 
The bairiefs of language, difference' in 
lanner and custom, all melted in the 
armth <>f mutual pood will. Every via re 
are wa* a meeting of minds and an en- 
irgetr.ent <*f »\mpathy and und< r'tand- 
ig bas< d on a common acc< jitarre <>f 
la 1 111 p > < of the In?, nu.ti-.nal 


and generous men are happy to contribute 
to our cause and, more honor to them, 
never count the cost. 

But through our Around-the-World 
Tours we can serve our purpose by exer¬ 
cising the most pleasurable of instincts. 
The desire to travel, to visit far-off places, 
to meet strange experiences, to see for 
ourselves those things we had previously 
only heard of or imagined, is frequently 
a dream and a desire we nourish all 
through our lives. We are very fortunate 
indeed if, still in the prime of life, we can 
fulfill that wish. 

Travel on one’s own. however, presents 
difficulties. Travel with a heterogeneous 
conglomeration of tourists may be annoy¬ 
ing. But travel with our Tours solves all 
these problems. Comfort and convenience 
are assured, and congenial companion¬ 
ship, as well as sustained interest, is 
provided. 


Letters Uom participants in tkc 
tour have extolled its success and 
expressed appreciation o! the splen¬ 
did service rendered by the travel 
cecnmy cad particularly by Mr. 
femes H. Rebrfoci:, the persona! rep¬ 
resentative o', the ccer.c y. who di¬ 
rected the tour end treveled with it. 



g<* 



International College of Surgeons Announces 

First Step Forward ... to Holl 



Dr. Ross T. Mclntire, Exec¬ 
utive Director of I.C.S., who 
will act as Coordinator of 
Medical Activities 


IN BRIEF. It is the expressed opinion of all 
who have helped plan it, that this tour 
offers more variation, interest and attrac¬ 
tion than any tour ever presented to I.C.S. 
members, their 'families and friends. Vari¬ 
ation begins at the very outset with not 
just one travel method to Europe—but two 
of equal enjoyment are offered. To Am¬ 
sterdam by way of fast Air Flight or by 
leisurely Ocean Voyage is your choice to 
make. After Amsterdam—in splendid suc¬ 
cession follow COPENHAGEN, OSLO, 
STOCKHOLM, and HELSINKI in Scandi¬ 
navia. Possessing memories that will last 
a lifetime, departure from these delightful 
lands of the Northern Lights is reluctantly 
made as the curtain closes upon the first 
scene of this travel tableau. 

In the second scene, the curtain opens 
on our first visit to RUSSIA with a 3-day 
stay in LENINGRAD and in MOSCOW. 
Following a visit to colorful Bavaria — 
visiting VIENNA and MUNICH. 

A short stay in gay PARIS provides a 
dash of spice to end the trip. Then—it’s 
HOMEWARD BOUND for all—either by 
steamship or air. 

Altogether, you will never forget what 
you see and do along these unusual travel 
trails. 


ITINERARY IN OUTLINE 

JULY 17 Leave NEW YORK via S.S. 
NIEUW AMSTERDAM . 

JULY 24 Arrive ROTTERDAM, entrain 
for AMSTERDAM. 

— OR — 

JULY 23 Leave NEW YORK via airplane. 
JULY 24 Arrive AMSTERDAM. 


JULY 25-26 AMSTERDAM MEET¬ 
INGS OF I.C.S. 


JULY 27 Leave AMSTERDAM by late 
afternoon plane for COPENHAGEN. 

JULY 28-29 COPENHAGEN city sight¬ 
seeing and excursion into surrounding 
countryside; half-day each. 

JULY 30 Leave COPENHAGEN by plane 
for OSLO. 

JULY 31 OSLO city sightseeing for half¬ 
day. 

AUG. 1-3 Three day trip to BERGEN and 
the famous Norwegian FJORD country, 
returning to OSLO. 

AUG. 4 Leave OSLO by plane for STOCK¬ 
HOLM. 

AUG. 5-6 STOCKHOLM city sightseeing 
for half-day and full-day excursion bj’ 
plane to VISBY. 

AUG. 7 Leave STOCKHOLM by plane for 
HELSINKI. 
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Lidsummer European Postgraduate Tour —1959 

andinavia, Finland , Russia, and Austria 


FAST FACTS— INTERNATIONAL TRAY 
EL SERVICE, INC-, as Official Trave 
Representative for the International Col 
lege of Surgeons, smooths the wav. 

HOTELS: Best available. 

MEALS: Table d'hote throughout tour, ex 
cept in PARIS and LONDON. 

SIGHTSEEING: By deluxe motorcoach witl 
English speaking guides. 

TRANSFERS: From airports to hotels an< 
return. 

COST PER PERSON: 

AIR: 

First Class .?22S0.0i 

Economy Tourist Class . lPir>.fi< 

STEAMSHIP: 

First Cla<s (Minimum) . .. $222,0.0( 
Cabin Class (Minimum)... 2010.01 

DEPOSIT: S200.00 per person. 

RESERVATIONS: For assuring accommoda 
tions for vours'df and your party, pl.nw 
writ.- directly to INTERN ATIONAI 
TRAVEL SERVICE, INC.. IIP Sooth Stat. 
Strut. < hicago It, Illinois. * r.clo'ing >ooj 
d« po-it. 



AUG. 10 Leave HELSINKI hv plane for 
LENINGRAD. 


AUG. 11-13 LENINGRAD complete city 
sightseeing and day at leisure. 

AUG. 14 Leave LENINGRAD hv plane 
for MOSCOW. 

AUG. 15-17 MOSCOW complete city sight¬ 
seeing and full day at leisure. 

AUG. 18 Leave MOSCOW hv plane for 
VIENNA. 

AUG. 19-20 \ IENNA city sightseeing and 
Meeting with Fellows of International Col¬ 
lege of Surgeons. 

AUG. 21 Leave '\ IENNA hv plane for 
Ml’NKTl. 

AUG. 22-23 MI N1CH city sightseeing 
one half-day and full-da' excursion to 
ORLEAMMERGAV. 

AUG. 24 Leaxe MI NICH hx plane for 
PARIS. 

AUG. 25 1 ARIS full day city sjjjJij V (-cing. 

AUG. 26 Hoai.tr.tin to LLHAYRL and 
emtnrk S< NILE" AMSTERDAM for 
NEA\ M»UK, atrual on SE.PTE.MRLR 2. 

— on — 

AUG. 26 I'M’!'* \t\ cxrrir-g pt-\r,r 

lo Ml" ^ <>RK. erttx.tl sir 





ITINERARY FOR 


I nternational College of Surgeons . . . Aro 



Dr. Edward Compere, who 
will act as Coordinator of 
Medical Activities 


OCT. 21 Continue to NUMAZU and en¬ 
train to KYOTO and to HOTEL KYOTO. 

OCT. 22 KYOTO sightseeing', including 
the special parades of the JIDAI MATURI 
celebrated annually on this day. 

OCT. 23 Morning sightseeing tour to 
NARA, returning to KYOTO. 

OCT. 24 Leave KYOTO by plane for TO¬ 
KYO and HOTEL IMPERIAL. 


NOTE: Lack of space necessarily limits this 
world circling tour to the barest of descrip¬ 
tions here. Please write to Intel-national 
Travel Service, Inc., 119 So. State Street, 
Chicago 3, Illinois . . . fpr fully detailed 
descriptive folder now being prepared for 
early publication. 

OCT. 10 Leave SAN FRANCISCO ‘ by 
morning plane for HONOLULU. Arrive 
HONOLULU in afternoon, and HOTEL 
ROYAL HAWAIIAN. 


OCT. 25 Full day at leisure in TOKYO. 
In late evening leave bv plane for HONG 
KONG. 

HONG KONG 

OCT. 26 Arrive HONG KONG in early 
morning. HOTEL PENINSULA. Day at 
leisure. 

OCT. 27 Half-day sightseeing drive on 
Island of Hong Kong, luncheon, and after¬ 
noon at Repulse Bay. 


HAWAII 

OCT. 11-12 In HONOLULU at leisure. 

OCT. 13-14 Leave HONOLULU by eve¬ 
ning plane for JAPAN. 

JAPAN 

OCT. 15 Arrive TOKYO in early morning 
and to HOTEL IMPERIAL. At leisure. 

OCT. 16 TOKYO city sightseeing for full 
day. 

OCT. 17 Full-day excursion to NIKKO 
Shrines, returning to TOKYO. 


OCT. 18-19 TOKYO MEETINGS OF 
I.C.S. 


OCT. 28 Half-day sightseeing drive around 
Kowloon and the New Territories. 


OCT. 29-30 HONG KONG I.C.S. 
MEETINGS. 


OCT. 31 Leave HONG KONG by morning 
plane for BANGKOK and HOTEL ORIEN¬ 
TAL. 

THAILAND 

NOV. 1 BANGKOK city sightseeing for 
full day. 


NOV. 2 BANGKOK I.C.S. MEET¬ 
INGS. 


OCT, 20 Leave TOKYO via YOKOHAMA- 

and KAMAKURA for MIYANOSHITA in NOV. 3 Leave BANGKOK by noon plane 
HAKONE NATIONAL PARK. Overnight for NEW DELHI and the new HOTEL 
at HOTEL FUJIYA. ASHOKA. 
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. . . WORLD MEETINGS 

Vorld Tour—October 10 - November 28, 1959 


INDIA 

NOV. 4 DELHI city sightseeing for full 
day in Old and New Delhi. 

NOV. 5 Leave DELHI by morning motor- 
coach to AGHA and the TAJ MAHAL. 
Overnight at HOTEL LAURIES- 

NOV. 6 Return to DELHI from AGRA by 
motor via the deserted citv of FATEPHUR 
SIKRI. 

NOV. 7 Leave DELHI hy mid-morning 
plane for MADRAS, arriving late after¬ 
noon. Short sightseeing tour and overnight. 

NOV. 8 Leave MADRAS by mid-morning 
plane for COLOMBO on the island of Cey¬ 
lon. 

CEYLON 

NOV. 9 Morning sightseeing around CO- 
LOM150 followed bv a drive to NVWARA 
ELIYA. 

NOV. 10 Morning motoring down the 
mountains to KANDY. Sightseeing and 
oxornight stay at the (Jl'EENS HOTEL. 

NOV. 11 Return to COLOMBO and tahe 
exening plane for CAIRO. 

EGYPT 

NOV. 12 Arrixe CAIRO in enrlx morning 
and to the noxx NILE HILTON HOTEL. 
Afternoon city *-ight>-eeing. 

NOV. 13 Morning city sight -ceing folloxx- 
ed bx afternoon Camel-Ride to the Pyra¬ 
mids and Sphinx. 

NOV. 14 l.eaxe CAIRO hx morning plane 
for BEIRUT and HOTEL'BEIRUT COM¬ 
MODORE. AfUrnoon sjohtsex ing. 

I.EB WON 

NOV. 15 1 Ht! dnx « xmr-ion to ruins at 
B NALBEK and DAM \SUUS. 

JORO \N 

NOV. 16 \ftrrrn-m r.iy\-x f,. m BEIRt T 
to .11. Bl s \1,1 M rrd to t.f—*. 1 •'*. rl ax:it. 


NOV. 17-18 HOLY LANDS sightseeing 
of all Biblical sites and a visit to BETHLE¬ 
HEM. 

ISRAEL 

NOV. 19 Pass through Mandelbaum Gate 
into NEW JERUSALEM, and continue by 
auto to TEL AYIY and HOTEL DAN. 


NOV. 20 TEL AYIY l.C.S. MEET¬ 
INGS. 


NOV. 21 Excursion to HAIFA and return. 
TURKEY 

NOV. 22 Leave TEL AYIY hy plane for 
ISTANBUL and HOTEL ISTANBUL HIL¬ 
TON. 

NOV. 23 ISTANBUL city sightseeing for 
full day. 


NOV. 24 ISTANBUL l.C.S. MEET¬ 
INGS. 


GREECE 

NOV. 25 Lcaxc ISTANBUL bv morning 
plane for ATHENS and HOTEL GRAND 
BRETAGNE. 

NOV. 26 ATHENS city sightseeing for 
full day. including Acropolis. 


NOV. 27 ATHENS l.C.S. MEET¬ 
INGS. 


NOV. 28 l.eaxe ATHENS bx direct plane 
for the I NITED STATES——or commence 
independent itinerary rn route home. 

RESERVATIONS AND INFORMATION: Inter¬ 
national Ir.ixfl Strxire. Inc.. IP' South 
State Street. Chicago Illinois, r>fT ei-1 
traxrl rrpre-entatix e for !nt»rrat io-sJ 
( oBrge of Snrgr-or-. 

COST PER PtRSO»J- 






ITINERARY FOR 


I ate r national College of Surgeons . . . Aroun 



Dr. Edward Compere, who 
will act as Coordinator of 
Medical Activities 


OCT. 21 Continue to NUMAZU and en¬ 
train to KYOTO and to HOTEL KYOTO. 

OCT. 22 KYOTO sightseeing, including 
the special parades of the JIDAI MATURI 
celebrated annually on this day. 

OCT. 23 Morning sightseeing tour to 
NARA, returning to KYOTO. 

OCT. 24 Leave KYOTO by plane for TO¬ 
KYO and HOTEL IMPERIAL. 


NOTE: Lack of space necessarily limits this 
world circling tour to the barest of descrip¬ 
tions here. Please write to International 
Travel Service, Inc., 119 So. State Street, 
Chicago 3, Illinois . . . for fully detailed 
descriptive folder now being prepared for 
early publication. 

OCT. 10 Leave SAN FRANCISCO’ by 
morning plane for HONOLULU. Arrive 
HONOLULU in afternoon, and HOTEL 
ROYAL HAWAIIAN. 


OCT. 25 Full day at leisure in TOKYO. 
In late evening leave by plane for HONG 
KONG. 

HONG KONG 

OCT. 26 Arrive HONG KONG in early 
morning. HOTEL PENINSULA. Day at 
leisure. 

OCT. 27 Half-day sightseeing drive on 
Island of Hong Kong, luncheon, and after¬ 
noon at Repulse Bay. 


HAWAII 

OCT. 11-12 In HONOLULU at leisure. 

OCT. 13-14 Leave HONOLULU by eve¬ 
ning plane for JAPAN. 

JAPAN 

OCT. 15 Arrive TOKYO in early morning 
and to HOTEL IMPERIAL. At leisure. 

OCT. 16 TOKYO city sightseeing for full 
day. 

OCT. 17 Full-day excursion to NIKKO 
Shrines, returning to TOKYO. 


OCT. 18-19 TOKYO MEETINGS OF 
I.C.S. 


OCT. 20 Leave TOKYO via YOKOHAMA 
and KAMAKURA for MIYANOSHITA in 
HAKONE NATIONAL PARK. Overnight 
at HOTEL FUJIYA. 


OCT. 28 Half-day sightseeing drive around 
Kowloon and the New Territories. 


OCT. 29-30 HONG KONG I.C.S. 
MEETINGS. 


OCT. 31 Leave HONG KONG by morning 
plane for BANGKOK and HOTEL ORIEN¬ 
TAL. 

THAILAND 

NOV. 1 BANGKOK city sightseeing for 
full day. 


NOV. 2 BANGKOK I.C.S. MEET¬ 
INGS. 


NOV. 3 Leave BANGKOK by noon plane 
for NEW DELHI and the new HOTEL 
ASHOKA. 


■X 
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From the Executive Director's Notebook 

SOUTHEASTERN REGIONAL MEETING SETS PACE FOR 1959 


College activities 
in 1059 got under 
way with a most 
auspicious start. 
The Southeastern 
Regional Meeting, 
which was held at 
the Americana Ho¬ 
tel in Miami Beach, 
Florida, will long be 
remembered as out¬ 
standing for both 
the scientific pro¬ 
gram a n d the excellent entertainment 
provided for the members and their fam¬ 
ilies. 

Dr. Harold O. Hallstrand served as gen¬ 
eral chairman. During preceding months, 
he had given greatly of his time and energy 
to make this meeting a real success. He 
was fortunate to have Dr. Frank L. Me- 
Icney. one of the outstanding surgeons of 
otir country, a^i'-t him in many wavs. Dr. 
Meloney was honorary chairman of the 
meeting, but he was al*-o very active in 
helping to organize the program. 

It F impossible to IFt all of the men who 
did so much to make this meeting a suc¬ 
re' •, but certainly the regent for the state 
of 1- Frida. Dr. Don Robertson, should 
be gi\m civil it for the ;• did backing that 
he ga\e Dr. Halbtrar.d throughout the 
;> riod of pii 51ar.1t ion fe.r the nesting. 


Miami Beach—an afternoon at Tropical 
Park, where a special race was named for 
the International College of Surgeons—as 
well as conducted tours, fashion shows, 
etc. I am sure that a repeat performance 
by the Southeastern states would draw 
twice the number of people. 

The scientific session was excellent 
throughout. A feature of this session was 
the great number of panels, dealing with: 
diseases of the heart, gallbladder and 
thyroid: the latest developments in anti¬ 
biotics as related to surgery, and the man¬ 
agement of surgical emergencies, which 
was scheduled to provide information for 
the members of the Academy of General 
Practice. 

Another feature was the address given 
by the Surgeon General of the Navy. Rear 
Admiral Bartholomew W. Hogan. The sub¬ 
ject of his address was Mrdirnl pmhlnva 
of Xurjrnr Wnrfarr and Civil Disnrtrr. 
This provided much information in tin* 
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international College of burgeons 

Founded by Db. Max Thorek 
(Geneva, Switzerland, 1935 - Washington, D. C., 1940) 

A World Federation of General Surgeons & Surgical Specialists, Inc. 

"Instrument of the Free World" 


OFFICE OF THE 

INTERNATIONAL SECRETARY GENERAL 

850 WEST IRVING PARK ROAD 
CHICAGO 13. ILLINOIS 

Dear Doctor: 

We are preparing a Directory of the membership of the International College 
of Surgeons in the United States and the rest of the world. This will include 
also the Constitution and Bylaws of the College, information on qualifications for 
membership, a description of the activities of the College, as well as a full 
list of members, alphabetically and regionally arranged, with pertinent information 
about each member. 

The publication of this Directory will entail an expense to the College of 
between 25 and 30 thousand dollars. The material is now being prepared for the 
printers, and we are soliciting your subscription for a copy of this handy and 
informative volume. 

The pre-publication price for a copy of this important book is $5.50 — 
after publication $7.50. 

We would appreciate your cooperation. Please return the attached sub¬ 
scription blank in the enclosed self-addressed envelope, and oblige 

Yours sincerely, 


PUBLICATIONS COMMITTEE 
INTERNATIONAL COLLEGE OF SURGEONS 



Dr. Max Thorek, Editor 


Directory Department Dr.- 

International College of Surgeons NAME (Please print) 

1516 Lake Shore Drive 

CHICAGO 10, ILLINOIS - 

U. S. A. Address 

Please enter my subscription for one volume (or _ 

more if desired) of the DIRECTORY OF THE city, state 

INTERNATIONAL COLLEGE OF SURGEONS, 
for -which I enclose my check for $5.50 per volume 
pre-publication price. Please send book to: 


Country 




United States Section 


THE PRESIDENT'S MESSAGE 


Regional Meetings and International Tours 



Dr. !•>!«.nrcl L. Compere 


Last month I ex¬ 
pressed the opinion 
that regional meet¬ 
ings were of utmost 
importance among 
the activities of the 
United States Sec¬ 
tion of the Interna¬ 
tional College of 
Surgeons, without 
which the College 
could not reach the 
goal to which we 
are individually and collectively dedicated. 

I am writing my February message on 
a train which bounces, jumps, dips, sways 
and bumps, while on route from Miami 
back to Chicago following the finest re¬ 
gional meeting that 1 have over attended. 
If you wore not there, you missed a de¬ 
lightful gathering. 

Harold HalMrand. M.H.. F.A.C.S., 
F.I.C.S., I).A.Ik, the young and dynamic 
vice-regent for Florida and general chair¬ 
man of tie* Southeastern Regional Assem¬ 
bly of the United State- Section, wa< ably 
sighted by scores of committee chairnv n 
and committee members. The result v-.-e 


devoted themselves to their task with 
determination and with no respite until it 
materialized—a regional assembly that 
established a new standard for regional 
meetings and was profoundly rewarding 
to all those who participated in it. Dr. 
Hallstrand and his associates should feel 
gratified with the results they achieved. 

Dr. Arnold Jackson, coordinator of the 
1958 Around-the World Tour, showed 
Kodachrome pictures which he had made 
while on the trip. The hall was packed 
with an enthusiastic audience which 
showed keen enjoyment of the travelogue. 

We have been discussing the plans for 
the 1959 World Tour with Mrs. Helen 
Jones and Mr. James H. Rebstock. of the 
International Travel Service, our official 
travel representatives; with Dr. Max 
Thorek. who originated these important 
international tours, and with I)r. Arnold 
Jackson, who made some very valuable 
suggestions. Mrs. Compere and I have 
agreed to serve as coordinators of this 
Arabian Night's dream trip. We plan to 
include vi-it- to Ib-irut, Dama-cus and 
Israel. Th<---e additions are being made at 
the request of Fellow.- of the College v.ho 


one of the nv*"t comprehensive -urgical 
piogr.tnv e\»r pi went* <1 to any tongir-- 
or a-' i rnbiy. 

Tin A- i tn'J> v;.s an ambitious und< r- 
t.iking from the o»,*i f. Dr. HalMr.it.d am! 
la- ; " i- : iti \ i-u d tb>- rm-ting in 
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ate problems of medicine in our country. 

A word should be said regarding the 
television program, sponsored by the 
Smith, Kline and French Laboratories of 
Philadelphia, Pennsylvania. Operations 
performed at the St. Francis Hospital, 
Miami Beach, were presented in the 
Medallion Room of the Americana Hotel 
on Monday, Tuesday, and Wednesday. The 
operations presented were in the various 
surgical specialties. The production and 
direction of all of the television programs 
was excellent. The technical details in 
the operating rooms were splendidly 
worked out. It is to be hoped that at the 
September meeting in Chicago, this pro¬ 
gram can be duplicated. 

The nurses’ program was presented on 
Monday, January 5, and was sponsored by 
the Florida Nurses Association, with Miss 
Eleanor Bindrim, from St. Francis Hospi¬ 
tal, as local chairman. The speakers were 
among the outstanding surgeons of this 
country: Dr. Gerald H. Pratt, clinical pro¬ 
fessor of surgery, Cornell University; Dr. 
Claude S. Beck, professor of cardiovascu¬ 
lar surgery, Western Reserve University; 
Dr. Charles P. Bailey, professor of thoracic 
surgery, Hahnemann Medical College; Dr. 
J. Gerard Converse, professor and chair¬ 



Uear Admiral Bartholomew AV. Hogan, Surgeon 
General of the United States Navy, with Dr. 
Harold O. Hallstrand, general chairman of the 
Southeastern Regional Meeting 

University of Miami School of Medicine, 
and Dr. Carl W. Walter, associate clinical 
professor of surgery, Harvard Medical 
School. This was followed by a round¬ 
table discussion Avhich Avas moderated by 
Dr. Edward R. Annis, chairman of the 
department of surgery, Mercy Hospital, 
and the subject Avas on surgical nursing 
interests. The supervising nurses of all 
of the hospitals in Miami and Miami 
Beach, in addition to Dr. Walter’s operat¬ 
ing room assistant, Mrs. Dorothy Errera, 
participated in the discussion. 



man of the department of anesthesia. 


Ross T. Mclntire 





United States Section 

THE PRESIDENTS MESSAGE 
Regional Meetings and International Tours 


Last month I ex¬ 
pressed the opinion 
that regional meet¬ 
ings were of utmost 
v. importance among 
'A the activities of the 
United States Sec¬ 
tion of the Interna¬ 
tional College of 
Surgeons, without 
^ which the College 

Dr. Edward 1,. Compere could not reach the 
goal to w h i c h we 
are individually and collectively dedicated. 

I am writing my February message on 
a train which bounces, jumps, dips, sways 
and bumps, while en route from Miami 
bad: to Chicago following the finest re¬ 
gional meeting that I have ever attended. 
If you were not there, you missed a de¬ 
lightful gathering. 

Harold HalMrand, M.D.. F.A.C.S.. 
F.J.C.S., D.A.R., the young and dynamic 
vice-regent for Florida and general chair¬ 
man of the Southeastern Regional As-om- 
hly of the United States Section, was ably 
a'shted by -cores of committee chairm* n 
and mtnrnitUe member-. The re-ult v.a- 
one of tie' tr.o-t t omprebi n-i\e surgical 
piogrwtn- i\ir pit-ented to an> congio-- 
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devoted themselves to their task with 
determination and with no respite until it 
materialized—a regional assembly that 
established a new standard for regional 
meetings and was profoundly rewarding 
to all those who participated in it. Dr. 
Hallstrand and his associates should feel 
gratified with the results they achieved. 

Dr. Arnold Jackson, coordinator of the 
1958 Around-the World Tour, showed 
Kodachrome pictures which he had made 
while on the trip. The hall was packed 
with an enthusiastic audience which 
showed keen enjoyment of the travelogue. 

We have been discussing the plans for 
the 1959 World Tour with Mrs. Helen 
Jones and Mr. James H. Rebstock. of the 
International Travel Service, our official 
travel representatives: with Dr. Max 
Thorek. who originated these important 
international tours, and with I)r. Arnold 
Jackson, who made some very valuable 
suggestions. Mis. Compere and I have 
agreed to serve as coordinators of this 
Arabian Night’s dream trip. We plan to 
include visits to Beirut, I)ama-cus ami 
Israel. Tho-.> additions are being made at 
Hi" requr.-t of Follow.- of the Colloge who 
contt-mplato making the journey thi- \oar. 
and wo aro happy to comply with thoir 
vi-h"-. Wo -inct r< ly Ix-ib-vo that v. r 
ali l" happy with iuclu-ion- ir; our 
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: Southeastern Regional Assembly 

■ United States Section 

I International College of Surgeons 

I January 4-7, 1959 Miami Beach, Florida 


Dr. Edward L. Compere 

President, United States Section 
International College of Surgeons 


Some of the surgeons who made it an 
important scientific occasion, and 
Some of the ladies who made it a 
gay and happy one 






' 4 * 


Dr. George F. Lull 

Assistant to the President 
American Medical Association 


Dr. Joseph Stewart, chairman of the section on 
general surgery, and Dr. Frank L. Meleney, hon¬ 
orary chairman of the Southeastern Regional 
Meeting 




At the social hour at the Americana Hotel, January 5, 1959, from left to right: Dr. Joseph F- Dorsey, 
Boston, Massachusetts; Mrs. John Norton and Dr. John Norton, USAAF Base Medical Commander, 
Homestead, Florida; Dr. Alexander Brunschwig, professor of clinical surgery at Cornell University 
Medical School, New York City; Mrs. Joseph Dorsey, and Dr. William W. Daniel, instructor in sur¬ 
gery, Cornell University Medical School, New York City 


















re 


1’nncl on Ililiarv Tract and Pancreatic Disease as Regards Surgery, moderated by Dr. N. Frederick 
llicken Salt Lake Cits, and participated in by: left to right. Dr. Philip Thorck. Chicago: Dr. Manuel 
Lichtenstein, Chicago;'Dr. Robert J. Freeark, Chicago: Dr. Ralph CofTc}. Kansas City. Missouri, and 

Dr. Hanning G. Larj, Miami 


/ 


f 


Dr. Carl Waller 

IlnrNnrd l'ni\«rsit> Medical School 
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Woman's Auxiliary 

THE PRESIDENT’S MESSAGE 
Reports from Chairmen of Important Committees 



Mrs. Earl Ingrain Carr 


This month it is my pleasure to have 
two important members of your Board 
speak to you. I promised you that you 
would meet throughout the year various 
Board members. Every section of our vast 
counti'y is represented on our Board by 


outstanding women who represent you. In 
last month’s issue of the Bulletin the list 
of Board members was given. Won’t you 
consult the list and communicate with 
your regional chairman offering any sug¬ 
gestions you may have and with a renewal 
of your membership for this year, if you 
have not already done so ? I hope so. 

This month, Mrs. Virgil T. DeVault, 
First Vice-President and efficient Chair¬ 
man of the Committee on Foreign Ex¬ 
change Scholarships, writes on this not¬ 
able project of international significance. 

But, first, Mrs. Thuss, a new and highly 
valued and talented member of the Board, 
will give the woman’s version of the South¬ 
eastern Regional Assembly. 

Mrs. William Thuss, Southeastern Re¬ 
gional Chairman was Chairman of the 
Woman’s Auxiliary Program at the recent 
meeting in Miami. All reports of the 
women’s activities have been superlative, 
and I wish to add my praise of Mrs. M. A. 
Schofman, Entertainment Chairman, to 
that of Mrs. Thuss. 

Ruth Smith Carr 


Report from Mrs.William G. Thuss 

SOUTHEASTERN REGIONAL CHAIRMAN 


At the delightful meeting in Miami, 
around a hundred and fifty women enjoyed 
the entertainment planned by Mrs. M. A. 
Schofman and her hospitable committee. 
Freedom of Choice seemed to be the theme. 
The variety of activities offered and all 
planned events Avent on with the effici¬ 


ency of organization that never showed 
through. To be able to do a superlative 
job such as that at that season of the year 
calls forth the greatest admiration and 
appreciation. 

On Sunday, we registered and greeted 
old friends. 

SURGEONS 
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Monday morning brought many to the 
Eastwood mezzanine for coffee and the 
tiny Americana pastries. That afternoon, 
many went to the horse races at Tropical 
Park. The fifth race was named honoring 
the International College of Surgeons and 
Mrs. Edward L. Compere, assisted by Mrs. 
Arnold Jackson and I presented a trophy 
to the winning owner and trainer. The gay 
and beautiful cocktail party, honoring 
Mr. and Mrs, Speidel, and a good dinner 
with friends, rounded out the first day. 

A special bus took us to Burdine-on-the- 
Beach for tea and Florida fashions. This 
was my first opportunity to thank our 
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Mr''. William G. Thu'-v 


Orr. president-elect of the American Medi¬ 
cal Association. Our tabic concurred that 
this had been an assembly to re member! 

For me, thr fjnot<xt thrill was: Three 
new members! 

Uu most fun: The experience 
of mooting so many charm¬ 
ing people! 

thr si tin > i st mn, t: That all 
wives of the International 
College of Surgeons numbers 
could not be there! 

l.-i ■ It. Thu “ 
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Woman's Auxiliary 

THE PRESIDENT’S MESSAGE 
Reports from Chairmen of Important Committees 



Mrs. Earl Ingram Carr 


This month it is my pleasure to have 
two important members of your Board 
speak to you. I promised you that you 
would meet throughout the year various 
Board members. Every section of our vast 
country is represented on our Board by 


outstanding women who represent you. In 
last month’s issue of the Bulletin the list 
of Board members was given. Won’t you 
consult the list and communicate with 
your regional chairman offering any sug¬ 
gestions you may have and with a renewal 
of your membership for this year, if you 
have not already done so ? I hope so. 

This month, Mrs. Virgil T. DeVault, 
First Vice-President and efficient Chair¬ 
man of the Committee on Foreign Ex¬ 
change Scholarships, writes on this not¬ 
able project of international significance. 

But, first, Mrs. Thuss, a new and highly 
valued and talented member of the Board, 
will give the woman’s version of the South¬ 
eastern Regional Assembly. 

Mrs. William Thuss, Southeastern Re¬ 
gional Chairman was Chairman of the 
Woman’s Auxiliary Program at the recent 
meeting in Miami. All reports of the 
women’s activities have been superlative, 
and I wish to add my praise of Mrs. M. A. 
Schofman, Entertainment Chairman, to 
that of Mrs. Thuss. 

Ruth Smith Carr 


Report from Mrs*William G* Thuss 

SOUTHEASTERN REGIONAL CHAIRMAN 


At the delightful meeting in Miami, 
around a hundred and fifty women enjoyed 
the entertainment planned by Mrs. M. A. 
Schofman and her hospitable committee. 
Freedom of Choice seemed to be the theme. 
The variety of activities offered and all 
planned events went on with the effici¬ 


ency of organization that never showed 
through. To be able to do a superlative 
job such as that at that season of the year 
calls forth the greatest admiration and 
appreciation. 

On Sunday, we registered and greeted 
old fi’iends. 
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Monday morning brought many to the 
Eastwood mezzanine for coffee and the 
tiny Americana pastries. That afternoon, 
many went to the horse races at Tropical 
Park. The fifth race was named honoring 
the International College of Surgeons and 
Mrs. Edward L. Compare, assisted by Mrs. 
Arnold Jackson and I presented a trophy 
to the winning owner and trainer. The gay 
and beautiful cocktail party, honoring 
Mr. and Mrs. Speidel. and a good dinner 
with friends, rounded out the first day. 

A special bus took us to Burdine-on-the- 
Buach for tea and Florida fashions. This 
was my first opportunity to thank our 
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Mrs William G. Thu**« 


Orr. president-elect of the American Medi¬ 
cal Association. Our table concurred that 
this had been an assembly to remember! 

For me, thr fin ahsf thrill irnr: Three 
new members! 

thr most fun: The experience 
of meeting so many charm¬ 
ing people! 

th> sinnnsf u'/nt: That all 
nive- of the International 
College of Surgeons member.- 
could not bo there! 

I .'» '• V. Tl to - 



Report from Mrs* Virgil T* DeVault 

Chairman of the Committee on 

Foreign Exchange Scholarships 



Mrs. Virgil T. DeVault 
Chairman Committee on 
Foreign Exchange Scholarships 


On December 6, as I sat in our beautiful 
office building next door to our Hall of 
Fame, 1516 Lake Shore Drive, Chicago, 
Illinois, that impressive monument to the 
vision of our Founder, Dr. Max Thorek 
(and Mrs. Thorek), I was thrilled beyond 
words. I do wish you could have been 
there too! 


Introducing Dr. Thaddeus Malejka, 
Young Surgeon from Poland 
That morning Dr. Edward L. Compere 
brought to our board meeting a young 
Polish surgeon, Dr. Thaddeus Malejka, 
who is working in orthopedic surgery at 
Northwestern University and Chicago 
Wesley Memorial Hospital. He is a re¬ 
cipient of a grant-in-aid from the scholar¬ 
ship funds provided by the Woman’s 
Auxiliary to the International College of 
Surgeons. 


As this young Polish doctor spoke in his 
good English (which he had learned in 
about five months) he expressed his ap¬ 
preciation of the opportunity that had 
been given him by our Auxiliary. 

That you may share our experience—at 
least in part—we give you a photograph 
of Dr. Malejka and a few of his own 
words. 

The Meaning of Postgraduate Study 
in the United States 

"As a recipient of a fellowship from the 
International College of Surgeons, I ex¬ 
tend my heartfelt thanks to the scholar¬ 
ship committee and to the Woman’s Aux¬ 
iliary for making it possible forme to study 
and to work with Prof. Edward L. Com¬ 
pere and other orthopedic surgeons who 
are well known both in the United States 
and in Europe. 

“In the orthopedic department of the 
Chicago Wesley Memorial Hospital I have 
the opportunity to learn the newest meth¬ 
ods of operative treatment of diseases and 
injuries of the bones and joints. 

“In Poland I worked in the coal mine 
region where severe accidents occur and 
where there is a need for highly qualified 
orthopedic surgeons. On my return to 
Poland I will be able to transmit to my 
doctor colleagues the knowledge and ex¬ 
perience I am acquiring here in the United 
States. 

“I am very happy to be in the United 
States, this wonderful country where I am 
enjoying such cordial hospitality. 

“Life in Poland is not easy. Poland was 
devastated by the war, and as a result 
all of us still suffer in many ways. 
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Ties of Friendship Forged 
and Strengthened 

"We were especially grateful to Ameri¬ 
cans for understanding Poland's difficult 
situation and for the help they have given 
us. As a student during the first postwar 
years 1 remember very well the help 
America sent to the Polish students in the 
form of UXPJ’vA parcels. These students 
now form the Polish intelligentsia. They 
will never forget this help and they con¬ 
sider the Americans as their true friends. 

"We hope that our friendship will grow 
closer and closer." 

At our Annual Meeting in September, 
your board will present to you Dr. Thad- 
dous Malejka and some of the other young 
doctors receiving grants-in-aid from our 
Auxiliary. 

Geography of Our Awards 
To date we have supported six fellow¬ 
ships, namely those awarded to; 

Dr. Ernst Heck from Germany, Dr. 
Emile Hertho from France. Dr. Joseph 
Malejka from Poland, Dr. T. A. McLennan 
fr»«m Canada, Dr. William Walker from 
Scotland, and Dr. Thaddeus Malejka. 

The sum total cost has been eighteen 
thousand dollars or three thousand dollars 
per fellowship. 

Research Grants In 

Doctors and t<t Medical Schools 

hi addition to the, a re-mrch grant of 
oil- tho'i-niid dollar- was made Novi mber 
i'o, 1, to Dr. Jack Dm U, doctor of 
ph;!" opj,., , n eh, >>*•,*tr;. nr.d nediml •t;;- 



Df \tti«d Kr«cr. 






Dr. Thadtteus Mntcjkn 


search work at the Chicago Medical 
School. 

Opportunity to Present Papers 
Greatly Appreciated 

Our Woman's Auxiliary has furnished 
the College enough money to bring several 
young residents to annual and sectional 
meetings where they have read acceptable 
palters on surgical subjects. July 7. IPrw. 
Dr. Hu ford T. Caschoft of Kansas City. 
Missouri, delivered a paper at a medical 
meeting in Saranac. New York. His ex- 
P-n-e^ were paid by a grant from our 
scholarship fund. Align-: K',. ]p.‘>7, Dr. 
Joseph Malejka pr- -eat< d a pap' r; and 
Sept* ml'"r 2!, lik'd. Dr. Hubert Matthew*, 
gave a p:.j» r at tb>- animal tr.. . to g of t; ■ 
hit* ri:at:i>:,:-.! Co'], g, .f S':rg<o>>. 'ii < 
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“You can see from its accomplishments 
that the Woman’s Auxiliary to the Inter¬ 
national College of Surgeons has really 
been busy and has really done a good job 
in assisting our educational program. I, 
for one, will be always willing to cooper¬ 
ate with the organization in any way pos¬ 
sible.” 

The constitution of the Woman’s Auxil¬ 
iary states that we “aid in the promotion 
of surgical education, postgraduate train¬ 
ing, scientific research, and philanthropic 
endeavor, and aid in international good 
will.” With the encouragement and advice 
of the parent body’s executive board we 
have directed all our dues (which are ten 
dollars per member per year) into a fund 
that supports this international postgrad¬ 
uate program. 

"Future Unlimited” 

As Mrs. Carr Would Say 

Wouldn’t it be wonderful if we could 
have at least ten fellowships a year? Of 
course, that would mean that we would 


have to increase our membership to three 
thousand. I wonder if we could! We are 
halfway there now! Would you be willing 
to help? You could, by being a member 
of our Auxiliary and paying the member¬ 
ship dues each year. A very warm and 
satisfying feeling is part of the reward for 
having a share in such a fine project! 

A Safe Investment 
With Growth Potential 

In closing, I should like to point out to 
you that the only way we can keep this 
program going and growing is to have 
your paid membership each year and as 
many new ones as we can enlist. (And 
don’t forget that this ten dollars is deduct¬ 
ible for income tax purposes.) Compared 
with other investments, our program pays 
about the biggest dividends I know of. 
With today’s cold war on—with such need 
for American prestige and international 
good will, we have an enormous challenge 
to meet. 

Arilla DeVault 


I am interested in furthering the program of the Auxiliary to the International College of 
Surgeons. Enclosed is my check ($10.00 per member) covering membership(s) for the following: 


NAME: 

ADDRESS: 

Make check payable to The Woman’s Auxiliary, United States Section, International College of 
Surgeons, 1516 Lake Shore Drive, Chicago 10, Illinois. 

Mrs. Louis Plzak, Treasurer 
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Section News 

ARGENTINA 

Dr. Canonico Takes Part in International Cancer Meetings 


I)r. Abel N. Canonico, regent of oncolog¬ 
ical surgery of the Argentine Section of 
the International College of Surgeons, has 
recently participated in two international 
cancer meetings held in London. 

At one, corresponding to the Interna¬ 
tional Union Against Cancer, as chairman 
of the Committee on Professional Educa¬ 
tion, I)r. Canonico submitted a report on 
Covrerologirn] Education at the Prcgrad- 
i irttc rnid Postgraduate Levels. 


The other meeting was the VII Inter¬ 
national Cancer Congress, where Dr. Ca¬ 
nonico presided over two clinical panels 
and read a paper on Prevention of the 
Lymphedema of the Ann in Radical 
Breast Surgery. He also showed his educa¬ 
tional film in technicolor on breast cancer. 

In the general assembly of the Interna¬ 
tional Union Against Cancer Dr. Canonico 
was elected vice president of the organiza¬ 
tion for Latin America. 


THE JOURNAL AND BULLETIN 

of the 

INTERNATIONAL COLLEGE OF SURGEONS 

has met with enthusiastic response all over the scientific world. 

Significant articles of great immediate and permanent importance fill each 
month’s issue. 

Are you a subscriber? Have vou renewed vour subscription? 

The Journal and Bulletin for one full year—12 issues of solid value—is 
yours at the moderate cost of $11.50 in the United States, Canada. Mexico. 

South America and all parts of the world. Please use the subscription 
blanl. provided below. 

Journal ,if /hr InterrtJlional College of Surgeon 
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GERMANY 

German-Speaking Sections to Participate in Hamburg Congress 


German-speaking sections of the Euro¬ 
pean Federation of the International Col¬ 
lege of Surgeons will join with the German 
Section in the congress to be held June 1-3, 
1959, in Hamburg, Germany. These are 
the Netherlands, Austrian and Swiss Sec¬ 
tions. 

Chairman of the congress is Prof. Dr. A. 
W. Fischer, F.I.C.S. (Hon.), professor of 
surgery at the University of Kiel and 
president of the German Section of the 
College. 

A general assembly will be held, and the 
first day of the meeting will be devoted to 
consideration of (1) anesthesia subjects 
and (2) postoperative metabolic disturb¬ 
ances. 

On the second and third days there will 
be simultaneous sessions devoted to the 
surgical specialties. Operative procedures 
will be demonstrated; patients will be in¬ 
troduced, and their cases fully discussed. 
Visiting surgeons will select the clinics 
which interest them most. 


The general surgical group will meet 
once with Prof. Dr. Zuckschwerdl, of 
Hamburg, and again with Prof. Fischer 
and Prof. Robert Wanke, both of Kiel. 

Sessions on the specialties will be held 
under the direction of the following: 

Trauma and Orthopedics: Prof. Ger¬ 
hard B. G. Kiintscher (Hamburg) and 
Prof. Rohlederer (Kiel) 

Plastic Surgery: Prof. Schuchardl 
(Hamburg) 

Urology : Dr. Peter Bischoff and Prof. 
Hans T. Junker (both of Hamburg). 

GYNECOLOGY: Prof. Gerhard Schuberf 
and Prof. Willi Schultz (both of Hamburg) 

Angiography: Dr. Kurt Egan Loose 
(Itzehoe-Holstein) 

The programs of these specialty ses¬ 
sions will not, as hitherto, consist of the 
reading of scientific papers, but emphasis 
will be placed on the practical aspects of 
the subjects under consideration. 

Prof. Dr. K. Boshamer 

WurrEr.TAi.-BAP.MEN 

Secretary, German Section 
International College of Surgeons 


INDIA 

Officers Elected for the year 1959-1960 


The Indian Section of the International 
College of Surgeons held its annual meet¬ 
ing at Vizag, December 31, 1958. The fol¬ 
lowing officers were elected for the year 
1959-1960: 

President : 

Dr. C. P. Viswanatha Menon, Madras 
President-Elect : 

Dr. B. N. Balakrishna Rao, Gwailior 
Vice-Presidents : 

Dr. K. G. Munsif, Bombay 

Dr. R. H. Betts, Vellore 

Dr. M. Krishnamurthi, Vizag 


Dr. V. G. Vaishampayan, Sholapur 
Dr. B. N. Sinha, Lucknow 
Hon. Secretary: 

Dr. A. E. deSa, Bombay 
Hon. Treasurer: 

Dr. P. K. Sen, Bombay 
Credentials Committee : 

Col. K. G. Pandalai, Madras 
Dr. K. G. Munsif, Bombay 
Dr. A. E. DeSa, Bombay 
Financial Committee: 

Dr. P. K- Sen, Bombay 
Dr. G. Iv. Munsif, Bombay 
Dr. G. D. Adhia, Bombay 
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In Memoriam 


JACOB BITSCHAI 
M.D., F.I.C.S. 
1894-1958 



f'rnf. Hr. Jnt.n1> IlitM-haj. IM.C.S. 


Am 11. 1 1958 ist in I^ausanne 

Schweiz Professor Dr. Jacob Bitschai atis 
Alexandrien Agypton nncli cinjahrigem 
l/’iden verstorhen. Dor Mann, dem Tau- 
■-omlo v<»n urolnp'e-ch Kranl.on lyben und 
Ge-undheit vordanl.on. ping an cim-ni 
11> prrni'pliriini rupninde. «1« --<-n er.-te 
l.lini' da 1 Manifi-’-tat ion i ino Sl.elettnuta- 
v ‘a"-r v.nr. I)i>• 1'ntf« rnunp \<*n Mien- und 
M< *• >lltil.rn nnr \omln rp« In ml 


Fouad I. Hospital. Alexandrien. anver- 
traut. 1944 erhielt er seine Ernennung als 
Visiting: Professor der Universitat Alexan¬ 
drien. 1951 ernannte ihn die Universitat 
Cairo erst zum Visiting: Professor fur 
Urologie und dann zum Professor fur 
Clinical Urology. Gleichzeitig erhielt er 
noch eine Ernennung am Victoria Hospi¬ 
tal Cairo, ohne das* er indessen seine 
Tiitigkeit in Alexandrien aufgab. 

Bitschai gehdrte noch einer Generation 
an, welche die Entvvicklung der Urologie 
zum Spezialfach miterleht hat. Sein he- 
sonderes Interes<e gehdrte den endovesi- 
calcn EingrifTen. Im Jahre 1992 ent- 
wickelte er das von Zeis«-\VoIf. Berlin, 
hergestellte Instrument fiir tran^urethralo 
Resektion. und bis zum letzten Tape seines 
Sell aliens hat ihn Amvcndunp und Ati<- 
bau dicser Method** be-chaft ipl. 

Viel beschaftigt hat ihn aueh die Go- 
schichte der Urologie, und gerade dnrch 
seine Forschungen in Apvpten war er in 
tier I-upe. v.irtvolle Beit rage ru d< r 
Historic der Medizin de- Altertum- ru 
lei'-ten. 


machte es ihm leieht, Freunde zu finden 
und deren Anhanglichkeit sich zu bewah- 
ren. ICein Bittsteller verliess unbeschenkt 
die Pforten seines Hauses, und fur seine 
Freunde war er unermiidiich tatig, wenn 


sie seiner Hilfe bedurften. Fur sie wil’d 
die Liicke, die sein Tod gerissen hat, nie 
mehr ausgefiillt werden. 

Rudolf Nissen 

BASEL.SWIrzEM.AND 


After an illness of one year’s duration, 
Doctor Jacob Bitsehai of Alexandria, 
Egypt, died in Lausanne, Switzerland, on 
December 11, 1958. The man, to whom 
thousands of patients with urologic dis¬ 
eases are thankful for their life and their 
health, succumbed to a hypernephroma, 
the first clinical manifestation of which 
was a bone metastasis. The resection of 
a kidney and of the metastasis brought 
him only temporary relief and hope. 

Born November 3, 1894, in Odessa, 
Bitsehai, who until the origin of the Nazi 
regime was one of the most capable and 
most respected urologists of Berlin, found 
a new opportunity for extensive and pro¬ 
ductive professional work in Alexandria, 
Egypt, in 1934. It started with his ap¬ 
pointment as chief of the department of 
urology of the Jewish Hospital in 1935. 
The same department of the newly con¬ 
structed Fouad I Hospital in Alexandria 
was entrusted to him in 1937. In 1944, 
he received an appointment as visiting 
professor of the University of Alexandria. 
The University of Cairo appointed him 
first a's visiting professor in urology and 
later, in 1951, as professor of clinical 
urology. At the same time, he accepted 
another appointment at the Victoria Hos¬ 
pital in Cairo without, however, giving up 
his activities in Alexandria. 

Bitsehai belonged to a generation which 
witnessed the development of urology as 
a specialty. His particular interest was 
devoted to endo-vesical operations. In 
1932 he developed the instrument for 
trans-urethral resection which was manu¬ 
factured by Zeiss-Wolff, Berlin. Until the 


last day of his active life, the administra¬ 
tion and development of this method oc¬ 
cupied him. 

He showed much interest in the history 
of urology, and, particularly, his research 
in Egypt enabled him to make valuable 
contributions to the history of medicine in 
antiquity. 

His enormous practical medical experi¬ 
ence, his careful and conscientious indica¬ 
tions and his brilliant operative skill made 
him an internationally known representa¬ 
tive of his specialty—a fact which is at¬ 
tested to by the numerous honorary mem¬ 
berships conferred upon him. 

The picture of Jacob Bitsehai would be 
incomplete if his humane qualities as a 
physician and his noble attitude were not 
mentioned. His modesty and his sense 
of humor made it easy for him to find 
friends and to keep them. No petitioner 
ever left the doorsteps of his house un¬ 
rewarded. Bitsehai never tired of work¬ 
ing for his friends when they needed his 
assistance. For them the loss resulting 
from his death can never be replaced. 

Rudolf Nissen 

Basel-Switzeruand 

Prof. Dr. Rudolph Nissen, F.l.C.S. 
(Hon.), former president of the Inter¬ 
national College of Surgeons and 
director of the department of surgery 
at the University of Basel, Switzer¬ 
land, devotedly directed all the re¬ 
sources of science to aid Dr.'Bitsehai 
and alleviate his suffering. He now 
writes this moving tribute to his 
friend. 
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In M emoriam 


THOMAS B. NOBLE 
M.D.. F.I.C.S. 
1895-1958 





\ - 
y 

l)r. Iftonin* !!. Nolilr. 1M (' S. 

In the .January 1050 i.--ue of the Jour¬ 
nal of fht hit* i notional (‘oUtr/t fif Sur- 
U<o»r, th*Tr i- a challenging article. mag¬ 
nificently illu-trated in color, hy Dr. 
Thomas I!. Noble, of Indianapolis, In¬ 
diana. Another article hy Dr. Noble 
will appear in the March :--ue. 

r.\ t VV 1 1 ad. r of thew teincT-v utn.tlw.r 


Educated in the public school? of hi? 
city, Dr. Noble received hi? B.A. degree 
from Wabash College and hi? M.D. from 
the University of Wisconsin. He also 
studied at the University of Pennsylvania, 
the Hospice General at Rouen, France, and 
at Washington University at St. Louis. 
Missouri. 

In 101-1. he volunteered for medical duty 
with the British army and served in Bel¬ 
gium. He worked under Davidson. McAl¬ 
lister. Cushing, Crile. His concern over 
the fatalities resulting from peritonitis led 
to his originating the .V oh\r Plication, 
first tried with succe.-s in 1020. Peritoni¬ 
tis and its Aft< rtnafh of Ad In sinus w;i< 
published in 10:)7. In all. Dr. Noble made 
forty-five original contributions to sur¬ 
gery. 

His correspondence with surgeon- and 
scientists throughout the world was volu¬ 
minous. In 10,17 he began to publish hi- 
monthly Pndorjoin) u" Medico, which 
greatly delighted tin- more than five-hun¬ 
dred rerilden! - \\Ph v. bom be eninv.d _-m 


In Memoriam 

HAYRI NISANTAS 
M.D., F.I.C.S. 
1889-1958 


Prof. Hayri Nisantas, F.I.C.S., of Istan¬ 
bul, Turkey, died on July 27, 1958. 

Dr. Nisantas was born in Istanbul in 
the year 1889. 

In 1911 he was graduated from the 
Faculty of Medicine of the University of 
Istanbul as a military doctor, with the 
rank of captain. Upon completing his 
military training, he was attached to the 
Giilhane Hospital. During World War I 
he served as a surgeon on several war 
fronts. He became distinguished for the 
success he achieved with his surgical 
treatment of fractures and nerve in¬ 
juries. 

In 1920, after a competitive qualifying 
examination. Dr. Nisantas became an as¬ 
sociate professor of surgery on the Fac¬ 
ulty of Medicine at the University of 
Istanbul, a position he occupied for three 
years. 

He then went to Germany to advance 
his surgical knowledge. Upon his return 
to Turkey he accepted a post in the Izmir 
Military Hospital. 


Eventually he severed his connection 
with the military service and became asso¬ 
ciated with a number of civilian hospitals, 
where he further developed his surgical 
technic. In recognition of his ability he 
was appointed Surgical Inspector in the 
Ministry of Health. 

Dr. Nisantas’ last association was with 
the Hospital for Bone and Joint Diseases, 
where he was chief of surgery. 

Among Dr. Nisantas’ many publica¬ 
tions, his book, Fractures and Disloca¬ 
tions, is perhaps the best known. 

He was a distinguished and industrious 
surgeon, tolerant and broadminded, and 
exceedingly generous, offering his services 
to the poor and needy with no thought of 
remuneration. 

His career is an inspiration to all who 
serve as practitioners of surgery. 

Fahri Arel, M.D. 

President, Turkish Section 
Internationa] College of Surgeons 
Istanbul, Turkey 


WOMAN’S AUXILIARY MEMORIAL FUND 

Donor_ 


Honoring 
Notify — 


Send checks payable “Memorial Fund” 

Mrs. Robert Le Sage, Chairman, Shores Acre, Dixon, Illinois 
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Ischemic Anastomotic Breakdown and Gangrene 
of the Gastric Remnant Following 
Subtotal Gastrectomy 


r.CFORl) T. CASKROl.T. M.l). 
k \n.*-\ p rm, Mip'orm 


T HK Mirpical literature i*. volumimuii- 
with account*. of tin* complication*, 
followi»p pa-tric re-ection. A Minev 
of tin* Attn riran -•.lrpical literature, how- 
< \ rr, r< v < ah < nh nn ap» r t» fen ni <* to de- 
\ a* cul:.r;r..t ion of th.e p.rtric remv.ant. 

llntti r. in 10.V1. np'rtid a «.i>e *f 
m *!■’•!* of !' < ii n tit i*. a pa¬ 

ts. !.'. s )*<<' ;n. !*; ! :c). ) ;pn **• >’ ;nr,.*:i i. 

t i .*;.;^ • i ■,*; i.f ;l r !..!•, •» , 

f s.' s' v . - ? < ; ..r < 1 t o r * • i f . . 

, . ■ ’ > r : ;« *f *:• . 


Two corer c! irckvrr.'.a c! the i 
!::c :rrr.r.o.n! Icllowir.o zubtctal < 
Jrcc.'c.Ttv a:c p?c:'-r.!cd A :cv:r\ 
the fc:Ur.cr.t cu::cr.t htctcfia’o 
c.’ccV d, cr. ;t c let "j c? the cr 
o;cf c ::< cl pc'hwcvt to the ;• 

• *" " C'f J ^ f* **" *-»- *• -* V 

(z\ c; r c u * ^ r ?* n* 2 r* '* '•)*,, *f 
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Billroth I reconstruction. The author 
warned surgeons against too high a re¬ 
section, especially in an aged patient with 
generalized arteriosclerosis, and advised 
that in such cases the upper vasa brevia 
be jealously safeguarded. 

Spencer, in 1956, reported a similar 
case, in which the condition followed an 
80 per cent radical subtotal gastrectomy 
and splenectomy, with ligature of the left- 
gastric artery at its origin for carcinoma. 
At reexploration on the third postopera¬ 
tive day, it was observed that there was a 
small perforated gangrenous area and that 
the whole gastric remnant appeared avas¬ 
cular. A total gastrectomy was performed, 
which was eventually successful. 

Stuart and Jordon, in 1957, reported 2 
cases of ischemic sequelae due to exces¬ 
sive mobilization of the stomach. In 1 
case there was frank gangrene at reex¬ 
ploration on the ninth postoperative day. 
In the other there was an anastomotic 
perforation secondary to deficiency of the 
blood supply to the residual gastric pouch. 

REPORT OF CASES 

Case 1 . —F. A., an obese white man aged 76, 
was admitted to the hospital with hemorrhage 
from the ' upper part of the gastrointestinal 
tract. After subsidence of bleeding, barium 
studies revealed hiatus hernia, chronic duo¬ 
denal ulcer, and duodenal and sigmoid diver- 
ticuli, all as possible sources of hemorrhage. 
Billroth I hemigastrectomy, with vagotomy 
and transabdominal repair of hiatus hernia, 
was performed. On the eighth postoperative 
day, a gastroduodenalcutaneous fistula devel¬ 
oped through a partially dehisced wound. On 
the nineteenth postoperative day a double (de¬ 
compression and feeding) proximal jejunos- 
tomy was performed because of unabating 
fistula and deterioration of the nutritional 
status. At reexploration an avascular rem¬ 
nant, with disruption at the suture line, was 
seen. Subsequently the patient did poorly in 
spite of administration of corrective intra¬ 
venous fluids and electrolytes, jejunostomy 
feeding and blood transfusion. On the twenty- 
third postoperative day the patient became 


comatose and died of terminal bronchopneu¬ 
monia. 

Case 2.—J. M., a white woman aged 72, was 
admitted to the hospital poorly nourished, and 
a diagnosis of pyloric ulcer and cholelithiasis 
was established. A Billroth II antecolic sub¬ 
total gastrectomy for benign ulcer and chole¬ 
cystectomy was performed. The stomach was 
mobilized completely to the esophageal level, 
and the level of ligation of the left gastric 
artery was high. On the eighth postoperative 
day the patient’s wounds dehisced and her con¬ 
dition rapidly deteriorated. At reexploration, 
a gangrenous gastric remnant was observed, 
which required resection and esophagejejun- 
ostomy with closure of the ivound dehiscence. 
The patient died on the tenth postoperative 
day. Autopsy was not performed. 

COMMENT 

In Case 1, in order to perform a 
Billroth I anastomosis without tension, 
most of the left gastric and the short, 
gastric arterial supply was sacrificed. 
Vagotomy and hiatus herniorrhaphy con¬ 
tributed to further destruction of the blood 
supply to the gastric remnant. More at¬ 
tention to duodenal mobilization rather 
than to extensive mobilization of the upper 
part of the stomach, might have averted 
death. 

In Case 2, high mobilization was simi¬ 
larly performed, and a gangrenous gastric 
remnant was observed at reexploration. 

Several authorities have stated that, be¬ 
cause of rich vascular collateral in the 
stomach, extensive mobilization can be 
performed with impunity. 

Michels listed three intrinsic arterial 
collateral routes: (1) arcus arterius ven- 
triculi superior (anastomosis between the 
right and left gastric arteries along the 
lesser curvature) ; (2) arcus arterius ven- 
triculi inferior (anastomosis between the 
right and left gastroepiploic arteries on 
the greater curvature), and, (3) arcus 
epiploicus magnus of Barkow (in the 
greater omentum). In addition, multiple 
extrinsic gastric collateral pathways exist. 
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These include two pancreaticoduodenal- 
arcades and complex contributions from 
the inferior phrenic to the upper vasa 
brevia of splenic origin and to cardio- 
esophageal hranches of the left gastric. 

Michels emphasized, on the basis of 200 
specimens, the important role of the left 
inferior phrenic artery in collateral circu¬ 
lation of the spleen, stomach and esoph¬ 
agus. In mod cases the esophageal 
branches of this artery showed communi¬ 
cation with the short pastric arteries of 
splenic origin and with the cardioesoph- 
apeal branches of the left pastric artery. 

The blood supply to the pastric remnant 
is potentially threefold; i.e., it comes from 
the left pastric and inferior phrenic ar¬ 
teries and the vasa brevia from the splenic 
artery. It seems essential that at least 
one of the«e sources should be completely 
preserved and. preferably, a portion of a 
second source as well. 

Michel* lias warned surgeons that anas¬ 
tomosis between the right and left gastro¬ 
epiploic j* ab-ent in 10 per cent of sub¬ 
jects. This has great importance in relation 
to esophagogastrectomy. Michel* further 
stated that in 2.*i j»‘r cent of tin- popu¬ 
lation the left gastric art<-rv vivo* nfT r. 


CASEBOLT: GANGRENE OF GASTRIC REMNANT 

dally when vagotomy is concommitantly 
performed, and to focus attention on duo¬ 
denal mobilization rather than extensive 
gastric mobilization to obtain an anasto¬ 
mosis without tension. Jealous safeguard¬ 
ing of one complete source of blood supply 
and, preferably, a portion of a second 
source as well, will protect the patient 
against the often disastrous sequelae of an 
avascular remnant. 

This diagnosis should be considered 
after high subtotal resection, particularly 
when splenectomy or some other associ¬ 
ated procedure at the hiatus has been 
performed, if the patient is not doing well 
from the third to the eighth postoperative 
day. Signs of peritonitis are usually not 
impressive. Low grade fever and leukocy¬ 
tosis are usually present. Finally, tachy¬ 
cardia. hypotension and precipitous deter¬ 
ioration herald frank gangrene. The syn¬ 
drome may present as a gastrojejunncu- 
taneous or a gastroduodenocutaneous fis¬ 
tula either through a drain site or a wound 
dehiscence, signifying disruption of the 
anastomosis. 

It appears that a high index of suspicion 
of an ava*cular remnant, coupled with 
early nvxploration and rejection of the 
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CONCLUSIONS 

Deux cas d’ischemie du moignon gas- 
trique apres gastrectomie subtotale sont 
presentes, avec une revue de 3a litterature 
et un resume des voies arterielles colla- 
terales a la portion proximale de 1’estomac. 

Un moignon gastrique avasculaire est 
evite par une bonne preservation de l’ap- 
port sanguin. II faut s’efforcer de poser 
un diagnostic precoce suivi d’une re-ex¬ 
ploration. 

CONCLUSIONI 

Vengono descritti due casi di ischemia 
del moncone gastrico dopo resezione sub¬ 
totale. Viene fatta una rassegna della 
letteratura su questo argomento ed un ri- 
assunto delle nozioni relative alia vascola- 
rizzazione del tratto prossimale dello sto- 
maco. 

Si puo evitare di lasciare un moncone 
avascolare risparmiando le arterie neces- 
sarie; la cura e rappresentata dal reinter- 
vento. 

CONCLUSOES 

Apresenta dois casos de isquemia dos 
restos estomacais pos gastrectomia sub¬ 
total. Faz a revisao da literatura e da cir- 


culacao colateral da porgao proximal 
Uma porgao remanescente avascular e 
evitada pela preservagao adequada de su- 
primento sanguineo. Como tratamento de 
escolha indica a re-exploragao precoce. 


CONCLUSIONES 


Presenta el autor dos casos de isquemia 
en el segmento gastrico despues de una 
gastrectomia subtotal. Lo acompana de 
una revision de la literatura medica refer- 
ente a tales casos y de un resumen de las 
vias de circulation colateral en la portion 
proximal del estomago. Se puede evitar el 
segmento gastrico avascular por una ade- 
cuada conservation del riego sanguineo. 
Sugiere el autor el diagnostico y la re- 
exploracion precoz para el tratamiento de 
election. 
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Corvisart thus played an important and honourable role in the development of 
percussion, and he also played a role in the discovery of auscultation, the great 
sister discovery. In 1801 a serious young medical student came up to Paris to 
study medicine and, attracted by the fame of the great teacher Corvisart, enrolled 
in his classes. This young student the world now honours as the immortal Laennec. 
Corvisart took a friendly, fatherly interest in the young student, encouraging him 
in his work; and Laennec in turn was filled with tremendous enthusiasm and respect 
for his teacher. 

—Major 
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Extensive Resections of Huge 
Elephantoid Tissues 

T. KANAKA RA.TU, F.R.C.S. 'Enp.i. F.I.C.S. 

R A J A H M CN'DRY. INDIA 


E lephantiasis is hiphiv endemic in 

Pvajahmundry and the neiphborinp 
districts and presents a variety of 
clinical manifestations. Elephantiasis may 
he defined as a propressive histopatholopic 
state characterized by chronic hyper¬ 
trophy of the deep fascia and the hypo¬ 
dermic and dermal connective tissues, 
primarily due to obstruction of the lym¬ 
phatics. Some patients with elephantiasis 
of the lops and scrotum, or both, are so 
crippled that they are completely bedrid¬ 
den owinp to the enormous size and weipht 
of the elephantoid tissues, not to speak 
of the periodic fever in some cases that 
results in deep ab-ce>-es. Elephantoid 
tissues in some ca c es weiph more than the 
patient hinwlf. 

This paper which i* based on the work 
done by my associates and me at the 
government Hospital. Rajalimundry. 
South India, durinp the pa<-t ,»ix years. 


photopraphs. These operations, the tech¬ 
nic of which I have standardized, have 
piven relief to many. 

The clinical recopnition of this condi¬ 
tion is easy, althouph microfilaria are 
rarely present in the blood of the pa¬ 
tient by day or by nipht. Further, the 
dead or Iivinp falarial adult worms could 
not be demonstrated in patient? showinp 
these manifestations. I suppest, there¬ 
fore. the possibile association of hemo¬ 
lytic streptococci and staphylococci with 
this disease, and that these orpanisms are 
responsible for these manifestations and 
for the repeated attacks of inflammation 
and coexistent anemia that are invariably 
present in these cases. 

f‘w. l < elephantoid ’•.■retum 1 . — The pa- 
tiont was a local Raja aped 57. A prenpera- 
tive pho*,r.praph could not be taken because 
of a sentimental objection. Phetopraph* of 
the rcm.o\ed ti*-«■ are presented to pipe an 
idea of the *•:r»■ of the eero’om Kip. I . The 
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Fig. 1.—Excised specimen (see text). 


scrotum weighed 112 pounds, while the pa¬ 
tient’s weight after the operation was only 
92 pounds. 

The patient was thoroughly examined and 
prepared for operation, which was under¬ 
taken, in spite of the huge size and weight 
of the elephantoid tissue, because of the 
relatively small size of the pedicle by which 
the whole growth was suspended. 

Unless the incisions made in the opera¬ 
tion are well planned, shock may result, 
owing to hemorrhage and the time factor. 
With a well planned incision, this patient 
required, as an adequate precaution, only 
200 cc. of whole blood and 300 cc. of 
plasma during the operation, despite the 
immense size of the scrotum. Seven cc. 
of light Nupercaine (1:1,500), adminis¬ 
tered spinally, was the anesthetic used. 

Operative Technic. —Briefly, the technic 
of the operation is as follows: A total 
monoblock radical excision of the scrotum 
is done, including the thickened penile 
skin. Three points are selected: one on 
each side of the symphysis pubis and a bit 
beyond the elephantoid tissue, and the 
third in the perineum. 

Three artery forceps are clipped at the 
three points. These points represent an 
inverted triangle surrounding the pedicle 
of the elephantoid tissue. An assistant 
keeps taut the two artery forceps on the 
lower part of the outer abdominal wall. 


The incision between the two points is 
deepened through the deep fascia, i.e., the 
sheaths of the rectus abdominis and 
pyramidalis muscles. The muscles are ex¬ 
posed, and the spermatic cord on each side 
is lifted up by means of gauze or Lane’s 
forceps. The bleeding points are ligated. 
Thus, through an inverted triangular sur¬ 
rounding incision, the whole mass of ele¬ 
phantoid tissue and also a bit of surround¬ 
ing skin will be excised. As has been 
mentioned, this consists in dividing the 
base of the tumor as a first step, so ex¬ 
posing, identifying and isolating the cords. 
By following the cords downward one 
locates both testes which may be wrapped 
in hot towels. The penis must be well 
mobilized, to its very root. 

4. A filarial scrotum is usually asso¬ 
ciated with a hydrocele and sometimes 
with a hernia. If there is a hernia, it is 
wise to deal with it at an earlier sitting, 
before undertaking the scrotal excision. 

5. The testes are then transplanted into 
subcutaneous pouches of the thigh with¬ 
out tension or pressure, and the edges of 
the wound are so brought together as to 
embrace the penis in a T-shaped manner. 
The penis is treated with a Thiersch skin 
graft. 

6. An indwelling catheter is a very use¬ 
ful splint to keep the penis taut, with a 
plug which may be taken out once in every 
six hours to release the urine from the 
bladder. This is of great help in keeping 
the bladder empty without frequent cath¬ 
eterization. The indwelling catheter may 
be removed in a day or two. 

7. Sepsis of the bladder and stone for¬ 
mation are only theoretical possibilities if 
only a catheter is used for a few days. 
Sloughing of the urethra and fistula for¬ 
mation do not supervene. 

This complication, i.e., fistula formation 
may result if the testes are not placed in 
their proper pouches in the thigh but 
allowed to press upon the urethra, with a 
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Fig. 1.—Note considerable nanowing of gastiic 
antrum at point A. 


for sodium chloride was 610 mg. and that for 
proteins 17 mg. There was a slight trace of 
albumin. A Kline test of the spinal fluid 
gave negative results. The gold curve was 
1111000000. 

The blood cell count on December 18 revealed 
13.9 Gm. of hemoglobin. The erythrocyte count 
was 4,500,000 per cubic millimeter and the 
leukocyte count 5,000, with 58 per cent poly- 
morphonuclears, 32 per cent lymphocytes and 
10 per cent eosinophils. The hematocrit read¬ 
ing was 43 volumes per cent. On January 2 the 
blood count was repeated. The value for hemo¬ 
globin was 12.4 Gm.; the red blood cell count 
was 3,680,000 and the white blood cell count 
10,100, with 69 per cent polymorphonuclears, 
18 per cent lymphocytes and 13 per cent eosino¬ 
phils. 

The Kahn test gave negative results. 

The value for plasma chlorides was 104 
meq., for sodium 144 meq. and for potassium 
5.2 meq. 

The urine had a specific gravity of 1.010. 
There was a trace of albumin. There was no 
sugar. The sediment was normal. 


The urinary porphyrins were negative. No 
porphobilinogen was observed. 

The nonprotein nitrogen level was 27 mg. 
and the serum bromide level 37.4 mg. 

The stool was formed, soft and brown. There 
was a trace of mucus. There was no occult 
blood, and tests for ova and parasites gave 
negative results. 

Gastric analysis with alcohol on December 
21 revealed achlorhydria, with a trace of 
blood. This was repeated on December 31, with 
the same results. 

Roentgen Examination. — Roentgenograms 
of the chest and esophagus were normal. An 
upper gastrointestinal series revealed marked 
spasm and narrowing in the distal third of 
the stomach, which was pliable. With hyper¬ 
active peristalsis, barium did pass through the 
narrowed portion of the stomach into the duo¬ 
denum. The duodenal bulb and the descending 
portion of the duodenum were much larger in 
diameter than is ordinarily observed, and there 
was stasis in the first and second portions of 
the duodenum up to the juncture of the second 
and third portions, at the approximate location 
of the superior mesenteric vessels. A diagno¬ 
sis of arteriomesenteric duodenal compression 



Fig. 2.—Note aiteriomesenteiic duodenal coni- 
piession at point B. 
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and antral inflammatory disease was made 
(December 19J. 

Roentgen studies of the skull showed no 
abnormality. 

On .Tan. 2, 1957, a repeat upper gastrointes¬ 
tinal series revealed persistent narrowing of 
the antrum. There was now only slight dis- 
tensibility with peristaltic activity. A sugges¬ 
tive crater-like accumulation was noted in the 
area of deformity on deep compression. The 
rugal pattern was coarsened throughout. At 
one hour, most of the barium remained in the 
stomach. It was apparent that the antral de¬ 
formity had increased in size. 

Operation was performed on January 4. 
When the abdomen wa« opened, a tumor mass 
involving the pyloric antrum was- revealed. 
The mass was about 5 inches (12.5 cm.i long 
and four inches 1 10 cm. t thick, it was firm, 
with a rubbery consistency. There was edema¬ 
tous adherent omentum about the mass. The 
gross appearance of the tumor was suggestive 
of a chronic granuloma. The duodenum was 
markedly enlarged to the point at which the 
superior mesenteric vessels passed over the 
third portion of the duodenum. Reyond this 
point the caliber of the duodenum was normal. 

A high subtotal gastrectomy was performed, 
with an isoperistaltic anterolic gastrojejuno— 



1 ic. a.—Vote pronounced thickening of stomach 
wall at point C. 
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ZUSAMMENFASSUNG 

Eine Durchsicht dev Literatur ergibt, 
dass nur 35 Falle von eosinophilem Granu- 
lom des Magens veroffentlicht worden 
sind. Das gleichzeitige Bestehen einer 
arteriomesenterialen Verlagerung des 
Zwolffingerdarms ist bisher nicht berich- 
tet woi'den. 

Die deutliche Anamnese einer Allergie 
verleiht der Theorie einer allergischen 
Aetiologie der Erkrankung weitere Unter- 
stiitzung. 

Die bochgradige teilweise Verlagerung 
des Zwolffingerdarms fiihrte zu einer 
krankhaften Gehirnveranderung, die nach 
chirurgischer Behebung der Obstruktion 
verschwand. 

Wenn die Diagnose eines obstruierenden 
eosinophilen Granuloms des Magens ge- 
stellt ist, kann durch konservative Behand- 
lung nut Steroiden die Notwendigkeit 
eines chirurgischen Eingriffs umgangen 
werden. 

In dera hier dargestellten Fall ergab 
sich die Indikation zur Operation aus dem 
gleichzeitigen Bestehen einer Obstruktion 
des Magens und des Zwolffingerdarms. 

RESUMfi 

Une revue de la litterature n’a revele 
que 35 cas de granulomes eosinophiles de 
I'estomac. La presence concomitante d’une 
compression duodenale arteriomesente- 
rique obstruante n’a jamais ete rapportee 
a la connaissance de hauteur. 

Les dtudes sur l’allargie confirment la 
tMorie allergique de cette affection. 

L'obstruction partielle prononcee a pro- 
voqud un etat encephalopathique qui a dis- 
paru apres la suppression chirurgicale de 
l’obstruction. 

Un traitement conservateur aux stero- 
i'des peut eviter l’intervention chirurgicale 
en cas de diagnostic d’obstruction par 
granulome eosinophile. 


Dans 3e cas ici rapporte, l’indication 
operatoire a ete posee sur la base d’une 
obstruction a la fois duodenale et gas- 
trique. 

RESUMEN 

Tras una revision de la literatura solo 
se encuentran descritos 35 casos de granu¬ 
loma eosinofilo del estomago; y ninguno 
en el que este coincida con una obstruecion 
duodenal por compresion de la arteria 
mesenterica superior. 

El enfermo presentado tenia anteceden- 
tes alergieos claros, lo que va en favor de 
la teoria alergiea del granuloma; la obs- 
truccion, por otra parte era de tal grado 
que dio lugar a una encefalopatia que cedio 
tras el tratamiento quirurgico de aquella. 

Cuando se hace el diagnostico de una 
obstruecion por granuloma eosinofilo del 
estomago el tratamiento con esteroides 
puede obviar la necesidad de una opera- 
cion. 

En el caso descrito el tratamiento qui¬ 
rurgico era imprescindible debido a la 
obstruecion duodenal ademas de la del 
estomago. 

RIASSUNTO 

In una rassegna della letteratura e stato 
possibile trovare solo 35 casi di granuloma 
eosinofilo dello stomaco; non si e mai tro- 
vata pero 1’associazione di questa lesione 
con 1’occlusione arteromesenterica. 

Ne] caso presentato esistevano elementi 
tali da far pensare a una genesi allergica 
dell’affezione. L’ostruzione, di grado note- 
vole, aveva causato una encefalopatia che 
si risolse con 1’intervento chirurgico. 

Se si riesce a fare la diagnosi di granu¬ 
loma eosinofilo dello stomaco, e possibile 
evitare 1’intervento chirurgico mediante il 
trattamento con steroidi. Nel caso riferito 
l’indicazione all'intervento era determinate 
dalla presenza dell’ostruzione gastrica e 
duodenale. 
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sind. Das gleichzeitige Bestehen einer 
arteriomesenterialen Verlagerung des 
Zwolffingerdarms ist bisher nicht berieh- 
tet worden. 

Die deutliche Anamnese einer Allergie 
verleiht der Theorie einer allergischen 
Aetiologie der Erkrankung weitere Unter- 
stiitzung. 

Die hochgradige teilweise Yerlagerung 
des Zwolffingerdarms fiihrte zu einer 
krankbaften Gehirnveranderung, die naeb 
chirurgischer Behebung der Obstruktion 
verschwand. 

Wenn die Diagnose eines obstruierenden 
eosinophilen Granuloms des Magens ge- 
stellt ist, kann durch konservative Behand- 
lung mit Steroiden die Notwendigkeit 
eines chirurgischen Eingriffs umgangen 
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obstruction a la fois duodenale et gas- 
trique. 
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en el que este coincida con una obstruccion 
duodenal por compresion de la arteria 
mesenterica superior. 

El enfermo presentado tenia anteceden- 
tes alergicos claros, lo que va en favor de 
la teoria alergica del granuloma; la obs- 
truccidn, por olra parte era de tal grado 
que dio lugar a una encefalopatia que cedio 
tras el tratamiento quinirgico de aquella. 

Cuando se hace el diagnostico de una 
obstruccion por granuloma eosinofilo del 
estomago el tratamiento con esteroides 
puede obviar la necesidad de una opera- 
ci6n. 

En el caso descrito el ti'atamiento qui- 
rfirgico era imprescindible debido a la 
obstruccion duodenal ademas de la del 
estomago. 
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In una rassegna della letteratura e stato 
possibile trovare solo 35 casi di granuloma 
eosinofilo dello stomaco; non si e mai tro- 
vata pero l’associazione di questa lesione 
con 1’occlusione arteromesenterica. 

Nel caso presentato esistevano elementi 
tali da far pensare a una genesi allergica 
dell’affezione. L’ostruzione, di grado note- 
vole, aveva causato una encefalopatia che 
si risolse con 1’intervento chirurgico. 

Se si riesce a fare la diagnosi di granu¬ 
loma eosinofilo dello stomaco, e possibile 
evitare 1’intervento chirurgico mediante il 
trattamento con steroidi. Nel caso riferito 
l’indicazione all’intervento era determinata 
dalla presenza dell’ostruzione gastrica e 
duodenale. 


284 



vol. si, no. s 


CANTOR: GRANULOMA 


BIRLIOGRAPHY 

Rirler, L. G.; Blank, L., and Hebbell. R.: 
Granuloma with Eosinophil', Radiolory 65:159* 
175, 1050. 

Vnm'k. .T.: Ga*tric Submucosal Granuloma 
with Eo'inophilic Infiltration, Am. J. Path. 25: 
507-407, 104!*. 

Ferncr, T., and Davis, N'.: Eosinophilic In¬ 
filtration of Stomach and Small Intestine, M. .1. 
Australia 1:7?9-70I, lf*57. 

Lynch, M. .1. G.; Hutchinson, W. E., and 
Sprnpue, .1. !).: Pyloric Obstruction Due to Mus¬ 
cular Hypertrophy and Ma«ivc Eosinophil Infil¬ 
tration, Ga«troentorol. 51:571-5?0, 11*55. 

Booher, It. J., and Grant, It. N.: Eo'inophilic 
Granuloma of the Stomach nr.d Small Intestine, 
Surgery 50:5««t-51*7. 11*51. 

Virshup, M., and Mnndclhrrp, A.: Eosinophilic 
Granuloma of the Gastrointestinal Tract. Ann. 
Surr. 159:255-210, 11*51. 


Spencer, J. R.; Comfort, M. V*\. and Dahlin, D. 
C.: Eosinophilic Infiltration of the Stomach and 
Bowel Associated with Pyloric Obstruction and 
Recurrent Eorinophilia. Gastroenterol. 15:505- 
513, 11*50. 

Smith. M. J.: Gastric Granuloma with Eosino¬ 
philic Infiltration. Radiolory 55:177-150, 1055. 

Herrera, .1. M.. and de la Guardia. .T.: A Rare 
Case of Gastrointestinal Eorir.ophilin Cau'irc an 
Organic Picture of Pyloric Stcr.ori'. Arch. Ho=p. 
Santa Tomas 3:10-51, 104S. 

Barrie, H. J.. and Anderson. J. €■: Hypertrophy 
of the Pylorus in an Adult, with Mas=ive Eosino¬ 
phil Infiltration and Giant Cell Reaction. Lancet 
2:1007-1000, 104?. 

Polayes. S. H.. ar.d Kricsrer. .1. L.: Eosinophilic 
Granuloma of the Jejunum: a Hitherto Unde- 
scribed Lesion of the Intestines. J.A.M.A. 113: 
540-551, 1050. 

Kaijser, R.: Zur Kenntni' dcr allerri'chen Af- 
fektionen de= Verdauur.r=knnals Slnrkpunht dcs 
Chirurjren au c . Arch. f. khn. Chir. l? s :5*'-51, 1057 



Evaluation of Plication in the Treatment of 
Peritonitis and Its Aftermath 
of Intestinal Adhesions 


THOMAS B. NOBLE, M.D., F.I.C.S.v 

INDIANAPOLIS, INDIANA 


M ARTIN has stated in the Southern 
Medical Journal that “plication has 
never been given a fair trial to 
determine its true value because few are 
bold enough to institute such a seemingly 
radical procedure.” He cited 3 human pa¬ 
tients with peritonitis: peritonitis (1) due 
to perforation of the sigmoid, (2) perito¬ 
nitis with obstructions due to traumatic 
perforation, and (3) peritonitis due to 
intestinal obstruction from many adhe¬ 
sions (plus cardiac arrest). Later, ten dogs 
were used as controls, being plicated in a 
state of health. 

His 3 human patients recovered without 
recurrence of obstruction. He was not 
satisfied with the dog experimentation. He 
considered plication to have failed when 
elected autopsy showed that not all loops 
remained in plication. His form of plica¬ 
tion did not conform to the method I de¬ 
vised and have described exactly. He fol¬ 
lowed a method I have condemned, for a 
stated reason. 

Martin’s conclusion that “a satisfactory 
solution has yet to be devised for the prob¬ 
lem of postoperative recurrent intestinal 
obstruction” is best answered in the words 
of a Pennsylvania sui-geon, who kindly 
sent me the reprint: “I feel it a disgrace 
to write a paper entitled Clinical and Ex¬ 
perimental Evaluation, and then base it on 
three clinical cases and ten dogs.” 


t Deceased. 

Submitted for publication Feb. 15, 1958. 


The author reviews his technic ot 
plication of the intestines in the treat¬ 
ment ot peritonitis, citing, in addition 
to his own published reports on the 
procedure, the opinions of many 
others who have reported success in 
its use, eifher in the literature or by 
personal communication. He points 
out that the operation has keen highly 
effective in reducing the mortality 
rate of advanced peritonitis frcm 100 
per cent to below 4 per cent, and 
emphasizes the fact that as yet there 
is no effective alternative procedure 
for dealing with advanced peritonitis 
and its aftermath ot intestinal adhe¬ 
sions. 


Martin’s article and other published in¬ 
accuracies pose a challenge. It falls to my 
lot to write this answer, since I developed 
the plan of treatment that includes plica¬ 
tion in 1920. My thirty-eight years of 
experience and the experiences of many 
men of many countries who have adopted 
this approach to the unhappy problems of 
peritonitis should indicate a “fair trial.” 

Unanswered need calls for new and uni¬ 
que therapy. To prove the measure of a 
method of treatment, we may apply it to 
the severest and “hopeless” degree of the 
pathology. The photograph reproduced in 
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Figure 1 v;a? taken in the surgery thirty- 
six hours after a gunshot wound of the 
intestine had initiated the severest peri¬ 
tonitis. 

The patient is alive, well and symptom- 
free continuously during the more than 
twenty years that have passed since the 
picture was made. 

The photograph shown in Figure 2 was 
made in the surgery during the lysis be¬ 
fore total plication that has put an end to 
the endlc^ chain of operations and ho-- 
pitalizations for intubation that had 
created an “intestinal cripple.” This pa¬ 
tient now enjoys a “normal" intestinal 
physiology, without reservation in mean¬ 
ing. 

Perhaps unfortunately. I developed the 
c irrdatcd preoperative preparation, the 
technic of plicat'i n, and the postoperative 
care that may require aggre^ivo u^e of 
pituitnn. Not all Mtrgeotv- accept all plume.' 
of the v ork . i fir-t. 

Sevmal y<a.' ago the fleveland Clinic 
Quartet h pr : nt. d a diagret t of “the Noble 
plication” that v a- wrong. My reqw »t 
for cm i.cCon v.:e not -ucc."vfid. The 
If ‘mo Y« at Foot o{ Surgi ry printed the 
"■attu duu’t.vn Tin n Mat tin perpetual* d 
the IllFtal e. All Vit to I.llu 1( (1 “the Noble 
plh.ittoil.” in <■).!?»• of tl,e fact that 1 hare 
v nt‘< n i:r, fill d<-.i.pt!<>n of the correct 
tin tl ”,1 of ) lu it •> u and p ; .,d\ }•. d -p. ci- 
t.c.db .on tt -t F> . mco-ict 5 l.tr '1 hi- 
< \ do. t ■" , tn. *. to;* . i- i .. n 1 



Pig. 1.—Photograph taken in 05 mating room 
thirty- s i\; hour- after gunshot wound of inte-tine 
had initiated extremely -ivtre peritonitis. 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


MARCH. 1959 


The use of laboratoiy animals to simu¬ 
late human experience surely accounts for 
these inadequate, incorrect, improper and 
disability-producing - technics that are not 
the Noble plication. The intestine of the 
dog hangs by its mesentery from the su¬ 
perior wall of the abdomen, not a posterior 
wall. Loops cannot fall upward to become 
stuck at the root of the dog’s mesentery. 

The inflamed intestine of the human 
being will adhere in chaotic disorder as 
the victim lies in bed. Wild entanglements, 
angulations and increasing obstructions 
become the pathologic picture of peritoni¬ 
tis in man. 

The ability of the laboratory animal to 
form and then digest adhesions is not the 
same as that of man. The ability of the 
animal to dissolve sutures is different, also. 

Ignoring repetition, and for the sake of 
clarity, the two accompanying diagrams 
(Fig. 3) are correct outlines of (1) the 
first wing next the cecum and (2) total 
plication. 

Surgeons who completely understand 
and use the correct form of plication have 
responded to a request for their considered 
judgment of the proper place of plication 
in the treatment of peritonitis and its 
aftermath of intestinal adhesions. They 
write as follows: 

A. R. Rillam, M.D., Neiu Rochelle, New 
York: “When a man describes a surgical 
procedure, others try it and find that it 
fails; those who then condemn the pro¬ 
cedure may in truth be condemning only 
their knowledge of the procedure, not the 
procedure itself.” 

Jacques Teinturier, M.D., Casablanca: 
“As one of Professor Thomeret’s pupils, 
who made known in France and Europe 
the ‘Noble operation,’ I have had the occa¬ 
sion to operate and save the lives of numer¬ 
ous patients thanks to this technic. Last 
year I made an experimental study of your 
operation upon six young dogs, in order 
to see the influence of intestinal plicature 


upon the growth of the animal . . . The 
growth of the animal was absolutely nor¬ 
mal ... A month ago I operated an in¬ 
fant 20 months old suffering from obstruc¬ 
tion by purulent peritonitis (pyocyaneus 
bacillus), and he recovered simply . . .” 

E. Vincent Askeij, M.D., Los Angeles, 
California: "Plication fills a definite need 
in the treatment of peritonitis and adhe¬ 
sions. I have had nothing but success in its 
use. The few cases that I have had any 
trouble with have been because of not pli- 
cating more of the bowel at the first opera¬ 
tion. When plicating all raw areas I have 
had no trouble ... I do not deem this a 
“bold” procedure at all, but on the con¬ 
trary, it is a life saving procedure that 
cannot be ignored . . . My experience as 
yet, of course, is limited but I would esti¬ 
mate that I have plicated 50 different cases 
—with success.” 

C. D. L. Cromar, M.D., Ottawa: “The 
over all mortality rate in peritonitis even 
at the present time with all our antibiotics 
was as high as 67% ... I am sure now 
that you have found the answer to at least 
the mechanics of the condition.” 

P. J. Kuyjer, M.D., Universiteit Van 
Amsterdam: “It is a pleasure for me to 
send you herewith a copy of my article on 
your operation . . . Netherlands Medical 
Journal. We have had success with it, as 
several practitioners from the county sent 
us their patients with recurrent obstruc¬ 
tion to be operated in our clinic. Other 
clinics now have started to use your pro¬ 
cedure too. We have been able to help more 
patients than have been described in the 
article and we are really happy having 
introduced your useful procedure.” 

Louis Hollender, M.D., Professeur 
Agrege de Chimrgie, Universite, Stras¬ 
bourg: “We would be greatly honored and 
very happy to have you here at the Sur¬ 
gical Clinic of the University of Stras¬ 
bourg. I was the first to perform your 
operation in Strasbourg. Since that time 
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I have done about 25 Noble. So I wouldn’t 
miss the opportunity to discuss with you 
that question.” 

A n (I r e Berner, M.D., Wcttingen, 
Switzerland: "When I worked in Aarau 
I had the opportunity of operating about 
40 patients according to your technics and 
your methods ... I have obtained dra¬ 
matic success both in acute and chronic 
ileus.” 

Otis Dark, M.D., Mors Hill, North Caro¬ 
lina: . . on examination today her pe- 

ristalic sounds were normal, her abdomen 
soft, she is afebrile and looks better than 
I have seen her in several years. She has 
gained 5>t pounds since you operated her 
(about 3 weeks). She has had no Demerol 
or other narcotic since leaving the hospital. 
We used the Noble technique for giving 
her the cold facts regarding her former 
addiction problem 0 ." 

KUh n C. ]Vrrkerrrr, M.D., Cleveland. 
Ohio: "At our operation the entire small 
bowel wa° a matted mass of adhesions with 
several areas of volvulus and many thick¬ 
ened and dilated loops. She ha= done fine 
after complete plication. I am hopeful that 
\\e have re-tored a normal life to this 
young lady. No other method available 
today would haw* been of benefit. I tell 
yon of this only to let you know that 1 
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same results arid you understand why we 
are completely sold on the technique. We 
do not consider this operation to be ‘bold.’ 
In the light of uniform excellent results 
we have no choice and now would feel dere¬ 
lict in our duty should we fail to employ 
this surgery for which we know no sub¬ 
stitute.” 

Avery P. Rowlette, M.D., Moberly, Mis¬ 
souri : “I was fascinated by the report on 
your little three-year-old with peritonitis. 
I must admit that your first communica¬ 
tion indicating the use of pituitrin in peri¬ 
tonitis struck me with somewhat of a 
bombshell: I have recovered and used it. 
It worked beautifully and I intend to con¬ 
tinue to use pituitrin.” 

L. A. Alesen, M.D., Los Angeles, Cali¬ 
fornia suggested the use of the 

term ‘post-plication’ syndrome to describe 
the group of symptoms simulating a recur¬ 
rence of obstruction, which are encoun¬ 
tered in gradually lessening degree. I have 
never seen a patient require reoperation 
whose intestines were completely plicated, 
although I suppose such a condition could 
arise.” 

Georges Thomeret, M.D., Paris, France: 
“The treatment of peritonitis is the treat¬ 
ment of multiple foci of localization. If 
one stops after liberating all adhesions 
then the intestine will again become ad¬ 
hered in an anarchical way, obstructions 
will reform and the death of the patient 
will follow. But, if one finishes by plicat- 
ing the small intestine, one assures per¬ 
manence of results: normal functioning of 
the intestine.” 

Now for a repetition of my own statis¬ 
tics : More than 300 patients with a fatal 
degree of peritonitis at first acquaintance 
have passed through my hands. Less than 
4 per cent have died. 

Nearly ten times that number have 
needed plication for lesser degrees of ear¬ 
lier peritonitis, multiple adhesion-obstruc¬ 
tions and recurrent obstructions from 


adhesions. These range from “first of¬ 
fenders” to the patients undergoing the 
forty-fourth operation and hospitalization 
for obstruction in the same patient! 

In the absence of peritonitis, the mor¬ 
tality rate should be that of good anesthe¬ 
sia. The morbidity or postoperative dis¬ 
ability should not include intestinal dys¬ 
function. 

Figure 1 shows well the terminal state 
of peritonitis, from which there is no spon¬ 
taneous retreat. There has been only one 
successful form of therapy here, as has 
been mentioned by many. 

The obstructions being multiple, the 
value of intestinal decompression by intu¬ 
bation is obviously little. I use it pre- 
operatively for the shortest possible time. 
The statistics generally cited for the use 
of decompression do not include this de¬ 
gree of disease. 

That the incidence of this formerly 100 
per cent fatal disorder resulting from ad¬ 
vanced peritonitis has been reduced below 
4 per cent has been the thrilling experience 
of my thirty eight years’ use of plication 
and the method of its employment. That 
mastery over recurrent obstructions has 
been given the acquainted surgeon is 
equally gratifying. Nearly 500 surgeons 
over the world have reported comparable 
records of success in a fine correspondence. 

Shall Martin’s statement then, go un¬ 
answered when he publishes “satisfactory 
solution of these problems has yet to be 
devised”? 

Or shall we go as far as Jere Lord went 
when he published the statement, “If 
Noble’s operation will help all of these 
patients as his writings attest, then his 
operation is truly miraculous”? 

A last word: At the time of writing 
there is no alternative for the problems of 
the treatment of peritonitis and its after- 
math of intestinal adhesions. 
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plicature de? intestin? dan? le traitement 
de la peritonite, ajoutant aux resultat? des 
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mi? d’abai??er de 100'i a mom? de 4'r le 
faux de mortality de? peritonite? praves. 
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L'Autore riferisce i ri?ultati ottenuti 
con la ?ua tecnica di plicatio intestinale 
nella cura della peritonite, in base alia 
esperienza ?ua e a quella di altri che hanno 
upato con ?ucce??o lo ?te.??o metodo. 
L'intervento e elficacissimo nel ridurre le 
quote di mortality delle- peritoniti pravi 
dal 1000’ a meno del -JO, e nel prevenire 
le aderenze intestinali successive. 
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I N spite of the advanced clinical methods 
employed nowadays in the investiga¬ 
tion of disturbances of the urinary 
tract, the diagnosis of renal infarction re¬ 
mains a difficult and challenging problem. 
Up to now, no more than one hundred 
references to proved clinical cases of in¬ 
farction of the renal artery have appeared 
in the world medical literature. We should 
like, therefore, to report 2 additional and 
unusual cases we have observed. 

From the pathologic standpoint, two 
main types of renal infarcts are accepted; 
the venous and the arterial type. The 
venous type is secondary to obstructive 
phenomena (mechanical and/or infec¬ 
tions) of the renal vein. The arterial 
type is due to absence of blood flow to the 
kidney. Both types can be total or seg¬ 
mental, unilateral or bilateral. When an 
arterial renal infarction occurs, the af¬ 
fected area appears yellowish gray be¬ 
cause of anemia. If the infarction is 
partial or segmental, then the uninvolved 
tissue is surrounded by a reddish halo, 
which represents the congestive response 
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of neighboring normal renal parenchyma. 
Microscopically, varying degrees of cell 
necrosis and coagulation are observed. 
There is generalized edema throughout the 
intertubular connective tissue, and active 
diapedesis of phagocytes occurs in the 
interlobular and arcuate vessels. Fibrosis 
or scar formation is the usual end result. 
Abscess and/or cyst formation have also 
been described. 

There are no signs and symptoms that 
are pathonogmonic of infarction of the 
renal artery. Not infrequently the clinical 
picture is quite bizarre, mimicking acute 
intra-abdominal syndromes of a different 
nature. The incidence of renal infarct is 
greatest between the ages of 30 and 50 
years, and the lesion occurs with equal 
frequency in men and women. In 40 per 
cent of the patients the infarction was 
bilateral. Pain is the commonest symp¬ 
tom and is initially located in the costo¬ 
vertebral angle on the side of the involved 
kidney (Fitzgerald and Mullins). The pain 
is usually severe and continuous, radiating 
throughout the abdomen. Perspiration, 
dizziness, nausea, vomiting, fever and 
headaches often accompany it. According 
to Regan and Crabtree, gross hematuria 
is present in 10 per cent and microhema¬ 
turia in 50 per cent of the patients with 
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renal artery infarction. Occasionally 
tachycardia and transitory or persistent 
hypertension may be observed. Leukocyto¬ 
sis, with more than 20,000 leukocyte? per 
milliliter of blood, is an important sign, 
and according to Regan and Crabtree the 
count may reach a? high a? 73,000 per 
milliliter. When ma-«ive bilateral infarc¬ 
tion of the renal artery is present there is 
sudden on.-et of severe pain in both flanks, 
as well a« secretory anuria. The pye- 
loculyceal patterns outlined by retrograde 
pyelographic study are usually within nor¬ 
mal limits. In the terminal stages anemia, 
azotemia, hyperkalemia, hypochloremia 
and acido-b develop. 

From the etiologic point of view, the fol¬ 
lowing clinical entities have been observed 
to predispose and sometimes cau-e the de¬ 
velopment of renal artery infarction: (a) 
circulating emboli originating in thrombi 
of the cardiac wall; (b) embolic bacterial 
endocarditis; (c) atheromatous plaques of 
the renal nrterie-: (d) periarteritis 
nodo-a: (e) bacterial arteriti-: (f) oblit¬ 
erating thromboanpjitj-.; fg) syphilitic 
endarteritis; (h) blond dy-cra s ia or pn'v- 
(\th<mi'i. and (i) p-w-isp n*. va-nilr.r 


Two types of infarction of the renal 
alter/, with different etiologic fac¬ 
tors, clinical pictures, uroaraphic ab¬ 
normalities and pathologic changes, 
are represented by the 2 cases here 
reported: in the first case, massive 
bilateral renal infarction resulting 
from widespread disease of the rend 
crterial tree, in an elderly patient, 
and in the second, partial unilateral 
infarction in a relatively young pa¬ 
tient with c history of rheumatic 
heart disc-ase. 

There are no pathognomonic signs 
and symptoms of infarction of the 
renal artery. A tentative diagnosis, 
however, may be greatly cssisted by 
the clinical history, the physical 
signs, the laboratory data end the 
results of uroaraphic study. Diseases 
to be ruled out in differential dice- 
nos ; s arc renal abscess, pycloure- 
tcrcl colic, ccute intra-abdominal 
syndromes fc.c.. intestinal infer c- 
tisn't, intermittent hydronephrosis, 
spondylitis and lower nephron neph¬ 
rosis secondary to trcurr.a and or 
react.on to blood transfusion. Pro a- 
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dying flower. Translumbar or femoral 
angiograms should show, in some in¬ 
stances, complete or partial absence of the 
renal vascular tree. 

The following conditions may present 
difficulty in differential diagnosis and 
should be ruled out when there is clinical 
suspicion of renal infarction: (a) renal 
abscess; (b) pyeloui-eteral colic; (c) acute 
intra-peritoneal syndromes (intestinal in¬ 
farction, etc.); (d) intermittent hydro¬ 
nephrosis; (e) spondylitis, and (f) lower 
nephron nephrosis secondary to trauma 
and/or reaction to blood transfusion. 

Prognosis depends on the origin and 
extent of the infarct. The massive bilat¬ 
eral process is fatal within two to three 
weeks. Partial renal infarction, unilateral 
or bilateral, is followed by fibrosis or scar¬ 
ring of the involved area. Abscess or 
cystic formations may also be the end 
result. Prognosis for the latter group is 



Fig. 1 (Case 1). — A, forty-minute intravenous 
urogram revealing normal function of right kid¬ 
ney. No evidence of excretion by left kidney. 
B, left retrograde pyelogram disclosing relatively 
normal pyelocalyceal system. 

usually good, because sufficient function¬ 
ing renal parenchyma remains to support 
life. 



Fig. 2 (Case 1). — A, photomicrograph of cross section of main renal artery of left kidney. The lumen 
is completely obliterated by thrombus adherent to wall. B, high power field showing area in left 
kidney with coagulation necrosis of tubules and nuclear fragmentation. 
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dying flower. Translumbar or femoral 
angiograms should show, in some in¬ 
stances, complete or partial absence of the 
renal vascular tree. 

The following conditions may present 
difficulty in differential diagnosis and 
should be ruled out when there is clinical 
suspicion of renal infarction: (a) renal 
abscess; (b) pyeloureteral colic; (c) acute 
intra-peritoneal syndromes (intestinal in¬ 
farction, etc.) ; (d) intermittent hydro¬ 
nephrosis ; (e) spondylitis, and (f) lower 
nephron nephrosis secondary to trauma 
and/or reaction to blood transfusion. 

Prognosis depends on the origin and 
extent of the infarct. The massive bilat¬ 
eral process is fatal within two to three 
weeks. Partial renal infarction, unilateral 
or bilateral, is followed by fibrosis or scai*- 
ring of the involved area. Abscess or 
cystic formations may also be the end 
result. Prognosis for the latter group is 



Fig. 1 (Case 1). — A, foity-mmute intiavenous 
mogiam leveahng normal function of right kid¬ 
ney. No evidence of excietion by left kidney. 
B, left letiogiade pyelogiam disclosing lelatively 
normal pyelocalyceal system. 

usually good, because sufficient function¬ 
ing renal parenchyma remains to support 
life. 



Fig. 2 (Case 1). — A, photomicrograph of cross section of mam lenal aitery of left kidney. The lumen 
is completely obliterated by thrombus adherent to wall B, high powei field shoumg area in left 
kidney with coagulation necrosis of tubules and nuclear fragmentation. 
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bilateral massif chez un malade d’un cer¬ 
tain age avec arteriolite renale bilaterale 
diffuse. L’infarctus renal bilateral massif, 
du a une affection diffuse du tronc de 
1’artere renale, e?t caracterise par lep 
symptbmes suivants: fortes douleur? ab- 
dominales, images urographique? patholo- 
giques. absence de pulsation de l’artere 
renale, rein presentant un aspect de “puree 
de foie gras.” developpement d'un etat 
analogue dans J’autre rein, avec eventuel- 
lement issue fatale. Une forte leucocytose, 
1'absence d'hvpertension. et la guerison 
operatoire normale des deux incisions sont 
egalement a noter. 

Dans le second cas il s'agit d’un infarc- 
tus unilateral partiel chez un malade rela- 
tivement j'etine. I/operation a revele un 
kystc d’asjicct hemorragique. iJes embo- 
lios rejectees du rein ou d'autres organes 
peuvent se presenter chez les malades at¬ 
taints de lesion*- rhnmatismales du coeur. 

/I’MMMI NPASSrSC VSK snt!.VS"J 01.01 HUSOES 


nische Beobachtungen sind die ausgespro- 
chene Leukozytose. das Fehlen einer Blut- 
druckerhohung und das normale Heilen 
beider Operationsschnitte. Der zweite Fall 
ist das Beispiel eines partiellen. einseitigen 
Infarkts der Xierenarterie bci einem ver- 
haltnismassig jungen Patienten mit der 
Vorgeschichte einer rheumatischen Herz- 
erkrankung. Das plotzliche Einsetzen von 
Schmerzen mit nachfolgender makroskopi- 
scher Hamaturie. ein unnormales urogra- 
phisches Bild, das eine Xierengeschwulst 
andeutet. und die Beobachtung einer wie 
eine Blutung aussehenden Zyste bei der 
Operation sind die charakteristischen Be- 
funde des einseitigen partiellen Xieren- 
infarkts. Bei Kranken mit rheumatischem 
Herzleiden kann es zu wiedorholten Xmbo- 
lien in der Xiere oder anderen Orgamn 
kommen. 

RESUMES 1 roNCI.VsloNJ.- 
Se presentan dos formas de infarto de 
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twenty days prior to admission to the hos¬ 
pital, a massive infarct of the left renal 
artery developed, for which nephrectomy 
was performed. A month after the first 
episode a similar lesion developed on the 
right side, which was proved by biopsy. 
The patient died in uremia. The possi¬ 
bility of syphilitic arteriolitis as an etio- 
logic factor was considered, but autopsy 
was not performed. 

Case 2. —A 30-year-old married woman sud¬ 
denly felt stabbing pain in the region of the 
right kidney, accompanied by fever, spasm of 
the abdominal wall and leukocytosis. A diag¬ 
nosis of right renal colic was made. Twenty 
days later gross painless hematuria developed. 
There %vas a history of mitral stenosis second¬ 
ary to rheumatic heart disease. The patient 
was admitted to the hospital on March 13, 
1940, and a complete urologic examination 
was performed. Cystoscopically, blood was seen 
to come from the right ureteral orifice. A ret¬ 
rograde pyelogram was obtained and disclosed 
changes in the right pyelographic pattern con¬ 
sistent with neoplasm, cyst or abscess (Fig. 
4 A ). Right nephrectomy was performed, and 
the operative and pathologic diagnosis was 
hemorrhagic cyst (Fig. 4 B). The patient had 
an uneventful recovery. The surgical specimen 
was reexamined ten years after nephrectomy, 
and it was discovered that the original patho¬ 
logic diagnosis had been incorrect. At this 
time a diagnosis of partial arterial renal in¬ 


farction, probably due to an embolus of car¬ 
diac origin, was made (Fig. 4 C). The patient 
died 11 years after the nephrectomy of a cere¬ 
bral embolus which had also originated in the 
heart. 

COMMENT 

In this case, that of a 30-year-old 
woman with a past history of mitral ste¬ 
nosis, in whom an embolus apparently shot 
into the right renal artery, resulting in 
partial infarction of the right kidney. Be¬ 
cause of pain and hematuria, she was 
examined, and an expanding mass was ob¬ 
served in the right kidney. The kidney 
was removed, and a diagnosis of hemor¬ 
rhagic cyst was made. Reexamination of 
the specimen ten years later led to a 
change in diagnosis from hemorrhagic 
cyst to renal infarction. The patient died 
a year later of a cerebral embolus of cax-- 
diac origin. 

RESUME ET CONCLUSIONS 

Deux types d’infarctus de Fartere re- 
nale, comprenant des facteurs etiologiques 
et des tableaux cliniques differents, des 
anomalies urographiques et des modifica¬ 
tions pathologiques, sont presentes. Le 
premier cas est un exemple d’infarctus 



Fig. 4 (Case 2). — A, bilateial retiogiade pylegrams revealing widening of space between uppei 
and middle calyces in right side, suggestive of expanding mass. B, open specimen (right kidney), 
showing round hemorihagic lesion originally consideied a hemorrhagic cyst. C, photomici ograph 
fiom same kidney, showing change chai acteristic of infaiction. 
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Roger's Disease Treated by 
Cardiopericardiomyopexy 

Report of Six Cases 

AARON X. GORELIK, F.A.C.C., F.A.C.A., F.X.Y.C.S., F.I.C.S. 

NEW YOP.K CITY, NEW YORK 


T HE first cardiopericardiomyopexy 
for coronary arterial disease was per¬ 
formed in 1010. In January 1051 car¬ 
diopericardiomyopexy was performed for 
the first time on a patient with rheumatic 
muHivalvular heart disease. In June 1051 
cardiopericardiomyopexy was performed 
for the first time on a patient with Roger's 
disease (interventricular septal defect). 

Six cases of Roger's disease treated by 
rardioperioardiomynpexy are here pre- 

sented. 


The author reports c follow-up 
study of 6 patients with Roger's dis¬ 
ease on whom ccrdioporiccrdiomyo- 
pexy wes performed between 1S51 
and 1558. He includes dcia ranging 
up to seven years alter ike opera¬ 
tion, gauging the results by the cl¬ 
ient of the procedure on tolerance of 
exercise, severity and frequency cl 
anginal pain, presence or cbscnce 
cl signs of cardiac failure end cbll- 
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grafia sugiere la presencia de una tumora- 
cion renal, y en la operation se ve un 
quiste de aspecto hemorragico. 

Los enfermos que padecen reumatismo 
cardiaco crean a veces aecidentes embo- 
licos, ineluso repetidos, en el rinon y otros 
organos. 


RIASSUNTO E CONCLUSION! 

Vengono descritti due tipi di infarto 
dell’arteria renale distinti da una diversa 
etiologia e da differenti quadri clinici, 
urografici e anatomopatologici. Nel primo 
caso presentato si trattava di un infarto 
bilaterale massivo in un paziente anziano 
con arteriolite bilaterale diffusa a entrambi 
i reni. II quadro e oaratterizzato da un 
dolore addominale violento, da un aspetto 
urografico insolito (disegno calicopielico 
tenue), dall’assenza di pulsazioni dell’ar- 
teria renale, da un aspetto a “pate di fe- 
gato” del rene, dall’esito infausto, ed e 
dovuto all’infarto renale bilaterale massivo 
conseguente a una lesione diffusa delle ar- 
terie renali. Nel secondo caso si trattava 
di un infarto parziale unilaterale in un 
paziente relativamente giovane con una 
storia di endocardite reumatica. Gli as- 
petti salienti di questa affezione sono rap- 
presentati dal dolore improvviso, dall’- 
emorragia macroscopica successiva, da un 
quadro urografico di massa renale, dall’- 
osservazione intraoperatoria di una cisti 
di tipo emorragico. Nelle cardiopatie reu- 
matiche possono aversi emboli renali o in 
altri organi. 
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OORKLIK: ROCK P.'S DISK ASK 


her 18. An uneventful recovery followed, 
and physical exercise? were started two 
weeks later. The patient is now symptom 
free and i« leading a normal, active life. He 
is doing daily strenuous physical exercises. 

("ask fi. —Y. I)., a married woman aped 24. 
was examined on Dec. Ml. 1957, because of 
precordial pain, generalized tiredness and 
weakness of lonp duration and difficulty in 
dimbinp stair-. There was no history of rheu¬ 
matic fever. 

Physical examination revealed a moder¬ 
ately enlarped heart. An audible systolic 
murmur covered the precordium. best heard 
at the left sternal border at the left fourth 
intercostal space. The electrocardiopraphic 
Master's double-step test pave positive re¬ 
sults. 

Cardiopeiieardiomyopojcy was performed 
at the ParV Chester General Hospital on .lan. 
8, 1and reroverv was uneventful. The 
patient has been symptom free since the 
operation. She i limbs stair- without dif¬ 
ficulty and i- doinp daily physical exerci-o-. 
She is [eaditip a normal life. 

Cardiopericardinmyopexy is a safe and 
simple j>ro('edurc that can be easily per¬ 
formed with local ane-the-ia. It cmisist- 
of removal of the left fifth costal cartilape 
with tlio perichondrium: double lipation 
and severance of the ititernal mammarv 


prising number of years: if it is seriously 
diseased or fails, death may come quickly, 
even though all the rest of the cardiovas¬ 
cular system is perfect." 

The good results obtained in 0 cases of 
Roger's disease treated by cardiopericnr- 
diomyopexy emphasize the importance of 
the myocardium in this type of congenital 
cardiac disease. 

Zts A M M KS KASSfNO 

Der Yerfasser herichtet fiber die Naeh- 
untersuchung von 6 Krankcn von Maladie 
de Roger, an denen in den Jahren 1951 bis 
1958 eine Kardioperikardiomyopexie aus- 
gefuhrt wurde. Die I.eobachtungen er- 
strecken sich uber einen Zeitraum bis ztt 
7 Jahren nach der Operation. AD Mab- 
sthbe zur Beurteilung der Erfolge dionen 
der Einflus? der Operation ntif die Fahtg- 
keit kbrperiiche Chtingen ausztifuhren. die 
Schwere nnd Hiiufigkeit angionbser 
Schmerzen. da? Ile-tehen odor das Eehlen 
von Zeichen der Herz-chwache nnd die 
Eabigkeit odor t'nfahigkcit. ztir Arbeit 
zuruchzukehren oder eine erhbte Arbeit-- 

-.1. 4 11. I-_1.— j: 
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working continuously. He married two years 
after the operation. 

At the time of writing he is leading a nor¬ 
mal and a gainful life and doing daily exer¬ 
cises. 

Case 2.—S. B., a woman aged 31, married 
and the mother of 3 children, was examined 
on Feb. 1G, 1956. The chief complaints were 
of many years of dyspnea on slight exertion 
and of congestive heart failure with each 
pregnancy at the tinie of delivery. The pa¬ 
tient had had rheumatic fever at the age 
of G. Congestive heart failure had occurred 
with the delivery of each of the 3 children. 
One pregnancy had been interrupted by dila¬ 
tion and curettement because of the cardiac 
condition. When examined, she was three 
and a half months pregnant and wished to 
prevent heart failure at the time of delivery. 

Physical examination revealed no apparent 
pathologic change except in the heart, which 
was generally enlarged. A soft systolic mur¬ 
mur was audible over the precordial area, 
most accentuated at the left border of the 
sternum in the left fourth intercostal space. 
The electrocardiographic Master’s double¬ 
step test revealed coronary insufficiency. Dif¬ 
fuse varicosed and thrombosed veins were 
observed in both legs. The diagnosis was 
Roger’s disease. 

The patient underwent cardiopericardio- 
m.vopexy at the Madison Avenue Hospital on 
March 6. She has been symptom free since 
the operation, and was delivered of a normal 
baby at full term, with no complications and 
no heart failure. At the time of writing she 
is leading a normal life. 

Case 3.—H. J., a girl aged 5 years, was 
examined on Nov. 16, 1957, the mother hav¬ 
ing noticed for some time that the child 
breathed heavily. The child complained of 
tiredness, wanted to rest and showed no 
desire to play. There was no history of 
rheumatic fever. 

Physical examination revealed no apparent 
pathologic change except for a loud systolic 
murmur in the precordium, best heard near 
the left sternal border. The left ventricle 
was moderately enlarged. Labored breath¬ 
ing was visible. The diagnosis was Roger’s 
disease. 

Cardiopericardiomyopexy was performed 
at the Parkchester General Hospital on 
November 22. Since the operation the child 
is very active and breathes normally. 

Case 4.—A. N., an unmarried man aged 31, 


was examined in June 1957 in Israel because 
of weakness and fatigue on the slightest exer¬ 
tion, especially walking. He had had rheu¬ 
matic fever at the age of 15 and had been 
under continuous medical supervision since 
then, without improvement. 

Physical examination revealed Roger’s dis¬ 
ease, Cor bovinum (heart enlarged to the 
right and to the left). There was an apical 
thrust in the sixth left intercostal space, 
2 fingerbreadths outside the midclavicular 
line. A blowing systolic murmur was heard 
over the left sternal border, the apex and 
the aortic and tricuspid areas. The blood 
pressure in millimeters of mercury was 160 
systolic and 0 diastolic. The pulse rate was 
S4. The patient was livid, and dependent 
edema was observed. Roentgen study re¬ 
vealed enlarged right and left cardiac cham¬ 
bers and an enlarged aorta. 

The diagnosis was Cor bovinum (Roger’s 
disease), with pathologic defects of the 
mitral, aortic and tricuspid valves. 

The patient arrived in New York City on 
December 5 and entered the Parkchester 
Genera] Hospital. Cardiopericardiomyopexy 
was performed on December 18. Recovery 
was uneventful and daily physical exercises 
were begun ten days after the operation. The 
patient returned to Israel one month after 
the operation. He has remained symptom 
free. A roentgenogram of the chest taken 
four weeks after the operation showed 0.5 
cm. diminution of the transverse diameter 
of the heart. He writes that he is leading a 
normal life. 

Case 5.—L. L., a married man aged 29, 
was examined on Nov. 18, 1957. The chief 
complaints were of precordial pain and 
palpitations on exertion, general weakness 
and fatigue. The patient had had acute 
articular rheumatic fever at the age of 10. 
Since then he had been under medical care, 
with no improvement and with his activities 
limited. In 1957 the symptoms had become 
more pronounced. 

Physical examination revealed chronic 
sinusitis. The heart was enlarged, with a 
systolic murmur covering the precordial, 
aortic and mitral areas, most clearly audible 
over the left sternal border at the left fourth 
intercostal space. The diagnosis was Roger’s 
disease, with involvement of the mitral and 
aortic valves. 

Cardiopericardiomyopexy was performed at 
the Parkchester General Hospital on Decem- 
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her 18. An uneventful recovery followed, 
and physical exercises were started two 
week* later. The patient is now symptom 
free and N leading a normal, active life. He 
i* doing daily strenuous physical exercises. 

("ask, G.—Y. D., a married woman aped 24. 
wa« examined on Dec. 31, 1957. because of 
precordial pain, generalized tiredness and 
weakness of long duration and difficulty in 
climbing stairs. There was no history of rheu¬ 
matic fever. 

Physical examination revealed a moder¬ 
ately enlarged heart. An audible systolic 
murmur covered the precordium. best beard 
at the left sternal border at the left fourth 
intercostal *-pace. The electrocardiographic 
Master's double-step test pave positive re¬ 
sults. 

Cardiopet ieardiomyopexy wa s performed 
at the Parkehester General Hospital on .tan. 
P. 195P, and recovery was uneventful. The 
patient has been symptom free since the 
operation She climbs stairs without dif¬ 
ficulty and i' doing daily physical exerci»os. 
She is leading a normal life. 

Cardiopericanlioniyopexy is a safe and 
simple procedure that can be easily per¬ 
formed with local anesthesia. ]t consists 
of removal of the left fifth co-tal cartilage 
with the perichondrium; double ligation 
and -e\|.ranee of tin- internal mammary 
arti ry ; introduction of magnesium silicate 


prising number of years: if it is seriously 
diseased or fails, death may come quickly, 
even though all the rest of the cardiovas¬ 
cular system is perfect." 

The good results obtained in <1 cases of 
Roger's disease treated by cardiopericar- 
diomyopexy emphasize the importance of 
the myocardium in this type of congenital 
cardiac disease. 

7.CSVM M KN V VSSCNG 

Der Yerfasser berichtet fiber die Xach- 
unterstichung von fi Kranken von Maladie 
de Roger, an denen in den Jahren 1951 bis 
1958 eine Kardioperiknrdiomyopexie aus- 
gefuhrt wurde. Die neobachtungen cr- 
strecken sich uber einen Zeitraum bi< zu 
7 Jahren nach der Operation. AN Mnh- 
stabe znr Beurteihtng der Erfolge dienen 
der Einfltiss der Operation atif die Fabig- 
keit kbrperliche tTmngen au*7.tifuhren. di*> 
.Schwere mid Hatifigkeit a nginnos »> r 
Pchmerzen. da- Re.-tehen oder da- Kelilen 
von Zeiehcn der HNrr.<chwaehe und die 
Fahigkeit oder (‘nfahigk»-it. ?ur Ar!»eit 
7uriiekzukehren oder cine erlmte Arbeit*., 
la-t zu tibcrnehem. Alb- Kranl.en. dir 
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sencia o ausencia de signos de desfalleci- 
mento cardiaco y la capacidad o incapaci- 
dad para volver al trabajo o realizar un 
trabajo mayoi*. 

Todos los enfermos sobreviveron la 
operacion mostraron resultados clinicos 
exeelentes, y fueron capaces de volver a 
sus actividades fisiscas noi-males sin an¬ 
gina ni disnea. Las pruebas de la toleran- 
cia para el ejercicio mostraron resultados 
de.alta mejoria, incluso en enfermos que 
hab'ian estado incapacitados totalmente 
durante largos periodos antes de la opera¬ 
cion. 

RESUME 

L’auteur presente une etude (1951- 
1958) portant sur 6 cas de maladie de 
Roger traites par la eardiopericardiomyo- 
pexie, comprenant des resultats s’etandant 
sur une periode de 7 ans apres l’operation, 
resultats bases sur les eriteres suivants: 
tolerance a l’exereise physique, degre et 
frequence des douleurs angineuses, ou ab¬ 
sence de symptomes cardiaques, capacite 
de ti’avail. 

Les resultats cliniques se sont reveles 
excellents chez tous les malades operes. 

SUMARIO 

0 autor apresenta o resultado pos opera- 
torio de 6 pacientes de maladie de Roger 
nos quais se efetuou “Cardiopericardio- 
myopexia” incluindo casos com 7 anos de 
operados, avaliando os efeitos da operaqao 
pelo tolerancia aos exercicios, freqiiencia 
e servidade dos ataques de dor anginal, a 
presenca ou ausencia de sinais de descom- 
pensaqao cardiaca e a habilidade ou inha- 
bilidade de retornar ao trabalho, ou 
aumento de quantidade de travalho. Todos 


pacientes os sobreviveram ao ato cirur- 
gico, mostraram resultados clinicos, reas- 
sumindo as ativitades fisicas normaissem 
angina ou dyspnea. 

Os testes de tolerancia aos exercicios 
ofereceram resultado que atestavam 
grande melhora mesmo em pacientes que 
estavam totalmente incapacitados anteri- 
ormente a operacao. 

RIASSUNTO 

L’autore riferisce su un controllo a dis¬ 
tanza eseguito in 6 malati de maladie de 
Roger ai qualli aveva praticato una cardi- 
opericardiomyopessia negli anni dal 1951 
al 1958. 

I resultati sono stati valutati mediante . 
un controllo delle capacita fisiche degli 
operati, in base alia gravita e frequenza . 
degli attachi anginosi, in base alia pz-esen- 
za o alia mancanza di segni di insufficienza 
cardiaca e alia capacita dei malati di rep- 
rendere o meno il lavoro abituale, o di 
iniziarne uno piii gravoso. Tutti i malati 
soppravvissero aii’intervento, dimostrano 
excellenti risultati clinici, avendo ripreso 
3e loro normali attivita senza dolori angi¬ 
nosi ne dispnea. 

Le prove fisiche mediante esercizi die- 
dero risultati accelenti anche in malati 
che prima dell’intervento erano stati per 
un longo periodo inefficient. 
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Genitourinary Surgery 


Treatment of Vesical and Prostatic Carcinoma 
with Atomic Medicine 

CAUL F. RL'SCHE, M.D.. F.A.C.F., F.I.C.S.. D.A.B.. 
and IIENRV L. .7AFFE. M.D. 

LOS A NOLLE?, rU.IFOP.NIA 


T HE purpose of this paper is to out¬ 
line the indications for the treatment 
of carcinoma of the urinary bladder 
and of the pro-date with atomic medicine 
and to indicate the technic which we have 
developed for such treatment. 

We have obtained improved results in 
the treatment of carcinoma of the bladder 
and the prodate pland by udntr a combi¬ 
nation of suryical treatment, injection of 
radioactive colloidal chromic phosphate 
and external irradiation with a larye co¬ 
balt bomb. Although this conibimd treat¬ 
ment a(hi'-ve- only palliative bem fit in the 
more advanced stajo s of the disease, so;m- 
of our patb-nts ha\e had an apparent ar¬ 
ia t of dis<a->' for men than four war-. 


A method of isotopic treatment for 
far advanced vesical and prostatic 
carcinoma, employing both the in¬ 
jection of radioactive colloidal chro¬ 
mic phosphate end the use of 
external cobalt bomb therapy, is de¬ 
scribed. The cuthors state that this 
method, properly applied, is *.veil 
tolerated and seems to produce no 
serious complications. Mediation re¬ 
action in the skin in minimal and 
rediation sickness virtually absent, 
despite the iact that a large turno: 
dose is delivered. 

In ccdilicn to m akin a it p-o'tib Jo 
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without open operation, and some of them 
have done well. This has usually been pre¬ 
scribed when there was some medical con¬ 
traindication to open operation, such as 
coronary disease. 

For Clinical Stage III (Infiltrating, Pen¬ 
etrating or Requiring Total Cystectomy) : 
When open operation reveals that the 
neoplasm is infiltrating and extending 
through the bladder wall into the perives¬ 
ical fat or into the regional lymph nodes, 
we remove the bulk of the tumor electro- 
surgically and fulgurate its base. We also 
remove a lymph node for biopsy if it ap¬ 
pears to be involved by metastatic disease, 
and inspect the liver for evidence of me¬ 
tastasis. If the liver is not grossly in¬ 
volved, we record the extent of the lymph 
node metastases and then give the patient 
intensive postoperative cobalt bomb ther¬ 
apy. We do not use interstitial irradiation 
for this stage of tumor. If there is local 
recurrence after cobalt bomb treatment, a 
“second look” operation is performed and 
interstitial isotope injection is carried out. 

We now prefer to use cobalt bomb ther¬ 
apy for all patients who were previously 
considered suitable for cystectomy. This 
includes (1) those with involvement of the 
trigone, who cannot be treated by inter¬ 
stitial therapy because it would destroy 
the ureteral orifices; (2) those with infil¬ 
tration of the outlet of the bladder requir¬ 
ing local destruction of the sphincters; (3) 
those with multiple infiltrating tumors of 
the bladder; (4) those with recurrent 
spreading low-grade malignant tumors 
involving large areas of the bladder, and 
(5) those with superficial tumors becom¬ 
ing highly malignant or infiltrating and 
penetrating. 

For Clinical Stage IV (Distant Metas¬ 
tases) : Palliative cobalt therapy is em¬ 
ployed to reduce hematuria and attempt 
to cause as much regression of the tumor 
as is possible for palliation and prolonga¬ 
tion of life. Smaller total doses of cobalt 


radiation therapy are prescribed for these 
patients, since only palliation is possible. 

Supportive Treatment. — The general 
condition of the patient must be studied 
and appropriate supportive measures pre¬ 
scribed to control hematuria and replace 
loss of blood by transfusions. If infection 
is present in the bladder or the upper part 
of the urinary tract, antibiotics are ad¬ 
ministered. If there is a nonfunctioning 
infected kidney it should be removed sur¬ 
gically when the infection cannot be con¬ 
trolled by medical means. If the function 
of the upper part of the urinary tract is 
poor and if the edema associated with ra¬ 
diation therapy threatens to obstruct 
proper drainage of the kidneys, it may be 
necessary to perform a nephrostomy or 
transplant the ureters to the skin. 

Radiation Therapy. —1. Internal Radia¬ 
tion: After the bladder has been opened 
and the need for interstitial irradiation 
is apparent, we now usually employ radio¬ 
active colloidal chromic phosphate by the 
multiple long needle technic, as we have 
previously described for the palliative 
treatment of advanced prostatic carci¬ 
noma. We have substituted this isotope 
injection treatment for radon seeds, which 
we previously used for the same purpose. 
The isotope, which is prepared from ra¬ 
dioactive phosphorus (P 32 ), has a physical 
half-life of fourteen and three-tenths days 
and is composed entirely of beta radiation, 
which has a maximum penetration of 
8 mm. of tissue. It delivers a total dose 
of 885,000 roentgen equivalents physical 
to 1 Gm. or 1 cc. of tissue containing 1 
millicurie of the isotope completely disinte¬ 
grating. In our opinion this isotope will 
probably prevent some of the complica¬ 
tions that followed the use of radon seed 
implantation, since the more penetrating 
gamma I’adiation present in the radon 
seeds has been eliminated. When radon 
seeds are used we prefer the gold seeds, 
which contain about 1 to 1.5 millicuries 
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of radon per Feed. These are implanted 
in a radial manner, about 1 cm. apart. 

When we use lonp needles for injec¬ 
tion of the isotope, they are placed about 
0.5 cm. apart and each needle is injected 
with ?, millicuries of the isotope. The 
chromic phosphate preparation contains 
2 millicuries of P-" per cubic centimeter 
of fluid. The therapist is piven adequate 
protection by the plastic shield over the 
special svrinpe used, which contains a 
disj) 0 able cart ridpe. 

2. Es1<rml In nrlinfinv: We have noted 
that cobalt-GO therapy has certain advan¬ 
tages over conventional roentpen therapy 
as delivered by 200 to 250 kilovolt ma¬ 
chines. Cobalt-GO has a hipher energy, 
equivalent to about 2,000,000 volt roentpen 
rays. This hipher enerpy permits better 
protection of the skin, and at the same 
time we are able to deliver a much hipher 
tumor dose. The depth dose pattern in 
the tumor area is .superior. There i< less 
bone daniape, because there js pot ;i« niticb 
hark scat ter. 
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obtaining the actual dosage value, both in 
the tumor volume and outside the tumor 
volume in any plane. It takes into con¬ 
sideration minor variations in body struc¬ 
ture, such as air cavities. The plastic 
phantom is made for each patient, and 
this is filled with a special bolus material 
that simulates body tissue in specific den¬ 
sity. A radiation-recording instrument is 
placed at the simulated tumor site in the 
phantom ; an actual treatment is given, 
and the “tumor dose” is recorded. When 
the radiation dosimeter is moved to vari¬ 
ous areas about the tumor site, an actual 
isodose pattern is determined. When 
there is extension of the disease to the 
lymph nodes, the volume of tissue to be 
irradiated is accordingly mapped out. 
When no extension through the bladder 
and no lymph node involvement is present, 
a much smaller tumor volume is irra¬ 
diated. 

Our patients are usually treated in the 
vertical position, on a specially constructed 
rotating chair. The cutaneous reaction 
that follows a tumor dose of 5,000 to 6,000 
roentgens given in six to eight weeks is 
only a faint erythema, as compared to 
the severe telangiectasia and cutaneous 
atrophy that would result if half of this 
tumor dose were delivered by conventional 
roentgen therapy. We check the location 
of the beam by taking roentgenograms of 
the bladder after the instillation of radio¬ 
paque material. A specially constructed 
diagnostic roentgen machine is attached 
to the cobalt machine so that these roent¬ 
genograms can be made to provide an 
accurate check of the size and direction 
of the beam. 

We have found that the 270-degree 
anterior rotation pattern delivers a homo¬ 
geneous beam of radiation to the region 
of the bladder, with a minimal amount 
reaching the rectum. This produces much 
less rectal reaction than is produced by 
following a 360-degree rotation pattern. 


The 180-degree anterior pattern is suit¬ 
able when there is greater extension of 
the disease outside of the bladder area. 
This pattern may also be combined with 
the 270-degree rotation pattern. The sta¬ 
tionary technic is employed chiefly when 
there is metastasis to the inguinal lymph 
nodes. The early and late cutaneous reac¬ 
tion is considerably less intense after rota¬ 
tion cobalt therapy than after stationary 
cobalt therapy. This is because the skin 
dose is distributed over the entire rotation 
segment instead of being concentrated 
through the single stationary portal. The 
skin dose with stationary cobalt therapy 
nevertheless is still only about one-third 
of that delivered to the skin by conven¬ 
tional roentgen treatment. Larger tumor 
doses, therefore, may be delivered with the 
cobalt machines to the target area than is 
possible with the 250 kilovolt roentgen 
machine, without producing proportion¬ 
ally greater cutaneous reactions. 

Results. —Thirty-six patients with car¬ 
cinoma of the bladder have been treated 
and followed for almost three years. 
Twenty-four had transitional cell carci¬ 
noma, and of these 10 obtained a good 
result, 4 a fair result and 5 a poor result. 
Three of these had incomplete treatment, 
and 2 have been treated relatively recently. 
There were 2 patients with adenocarci¬ 
noma of the bladder; 1 of these obtained 
a good result and 1 only a fair result. 
There were 8 patients with an epidermoid 
type of vesical tumor; 4 of these obtained 
good results, 3 obtained poor results, and 

1 was treated relatively recently. Of the 

2 patients with an undifferentiated type 
of tumor, 1 obtained a good result and 1 a 
poor result. 

Of the total 36 patients, 6 were in our 
Clinical Stage I. In 5 of these the results 
were good; 1 has been treated relatively 
recently. This, of course, indicates that 
patients in Clinical Stage I have an ex¬ 
cellent prognosis, because the tumor does 


310 



VOL. 


HCFCHK AND JAFIE: \TOMIC THETt\FV YOU C\r.rrNoM\ 


rj. NO. - 

not involve the bladder wall. Of the 0 
patient? in Clinical Stage II, 6 had good 
results; 1 a poor result, and 2 were treated 
recently. Thi? would indicate that pa¬ 
tient? in Clinical Stage 11 also have a rela¬ 
tively good prognosis. The 14 patient? 
with more advanced disease (Clinical 
Stage III) were the ones we were particu¬ 
larly interested in. because these have 
usually had the worst prognosis, in view 
of the fact that they have infiltrating 
tumors with penetration of the bladder 
wall and some with regional lymph node 
m< , tasta'-es. Four of these showed good 
reMills P, fair remits and 4 poor results: 
P. were too ill to complete their treatment. 
It appear-, therefore, that about one-third 
of tho-o patient" might be salvaged with 
cobalt Iherapv. There were 7 patients in 
Clinical Stage IV who were treated pri¬ 
marily at the beginning of our series in 
order to determine v.hat effect cobalt 
radiation would have, since we knew that 
these patient" would have conic to autopsy. 
The autopsies reveabd that 1 had a good 


Complications .— Xo serious complica¬ 
tions were noted during treatment or after 
treatment. The patients who do not have 
extensive infiltration and penetration of 
the bladder wall show relatively littte 
bladder contraction after treatment as' 
compared to the bladder contraction 
which we often observed after cnvtn- 
tional roentgen therapy. The :cctai cotn- 
plaints, which are at their peak at the 
conclusion of the series of treatments, 
usually last for about two to three weeks 
The cutaneous reactions at their peak are 
only a mild erythema and. Inter, mild tan¬ 
ning. The skin remains soft and pliable, 
and in only 1 case did we observe postradi¬ 
ation fat necrosis. In this patient all the 
treatment was delivered through a singb- 
anterior portal, so that the subcutaneous fat 
received the largest part of the dn-e. When 
patient" had previously h< on treat'd with 
radon seed" or radium needle- and then 
referred to ns several years later for r»- 
current disease, we noted a radiation 
necrosi" would often develop at the -it" 
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injections of chromic phosphate at three- 
month to four-month intervals, if disease 
was present on post-treatment biopsy we 
have elected to treat a group of these pa¬ 
tients secondarily with cobalt bomb rota¬ 
tion therapy. When single port posterior 
technic were first used, we noted that a 
serious and severe cutaneous reaction de¬ 
veloped over the sacrum, because the folds 
of the buttocks caused the skin over the 
sacrum to be at a lower level than the 
skin of the buttocks. Actually, the skin 
over the sacrum was now in a “tumor posi¬ 
tion” rather than a skin position, since 
the intensity of the beam below the highest 
point was 100 per cent, as compared with 
35 per cent on the surface of the skin. 

When the single beam was directed from 
the anterior part of the body, the tumor 
dose to the prostate was about 50 per cent 
and the rectal dose only 40 per cent, as 
compared to the rectal dose of 60 per cent 
and tumor dose in the prostate of 40 per 
cent when the beam was directed from the 
posterior aspect. It is therefore apparent 
that the anterior beam of the single portal 
is more efficient than the posteriorly di¬ 
rected single beam. Because of the large 
dose to the rectum, we had to limit the 
use of the single portal technic. 

With 180 degrees of anterior rotation, 
the prostate received 100 per cent of the 
dose and the rectum received 80 to 90 
per cent. With 360 degrees of rotation, 
both the prostate and rectum again were 
in the 90 to 100 per cent range. With 
anterior rotation of 270 degrees, the pros¬ 
tate received 100 per cent of the dose, 
while the rectum received 40 to 60 per 
cent. It is apparent that there is no way 
to eliminate completely the radiation in¬ 
action in the vesical and rectal areas. At 
the time of the original surgical explora¬ 
tion and isotope injection the presence or 
absence of metastatic lymph nodes is 
determined, and if present they must be 
included in the field of radiation of the 


cobalt beam. The type of rotation pattern 
is selected for each patient, depending on 
the local extent of disease. 

Results .—Of the 15 patients who were 
given cobalt bomb therapy for advanced 
prostatic carcinoma, 14 had a combination 
of the isotope injection with subsequent 
cobalt bomb therapy, while 2 patients were 
given only cobalt bomb therapy. Of the 15 
patients treated, 8 showed good results; 7 
of these are living, and 1 is dead. Four 
patients had poor results after this treat¬ 
ment ; of these, 1 is living and 3 are dead. 
It appears, therefore, that at least two- 
thirds of the patients thus far have had 
worth while results. 

Complications. — There have been no 
serious complications since we adjusted 
the technic to prevent the severe skin re¬ 
actions noted when the patients were 
given all of the treatment through a single 
posterior port technic. The rectal edema 
and radiation reaction apparent toward 
completion of the total course of treat¬ 
ment, when the patient has received a 
tumor dose of about 5,000 to 6,000 roent¬ 
gens in six to eight weeks, lasts for about 
two to three weeks and then subsides. 
During the height of the reaction the pa¬ 
tient complains of diarrhea, but this is 
controlled by suitable medication and is 
of short duration. We have not observed 
any serious depression of the bone marrow 
with this type of irradiation. When there 
is evidence of such depression it usually 
indicates that the patient has osseous 
metastases, even though roentgen exami¬ 
nation of the bones may reveal no abnor¬ 
mality. A sternal puncture or bone mar¬ 
row study of the iliac crest may reveal 
bone metastases before there is roentgen 
evidence that bone is involved in the dis¬ 
ease. 

ZUSAMMENFASSUNG 

Zur Behandlung vorgeschrittener Karzi- 
nome der Harnblase und der Prostata 
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wird ein Verfahren mit Isotopen vorge- 
schlagen, das sich sowohl der Einspritzung 
radioakliven kolloidalen Chromphosphats 
als auch externer Ecstrahlung mit der 
Koballbombe bedient. 

Bei richtiger Anwendung wird dieses 
kombinierte Verfahren vom Patienten gut 
vertragen und fuhrt ofTenbar zu keinen 
ernsthaften Komplikationen. 

Die Bestrahlungsreaktion der Haut ist 
sehr geringfiigig. und trotz der hohen ver- 
abfolgton Tumordose kommt es fast zu 
keinem Bestrablungskater. 

Durcb die kombinierte Behandlung mit 
de.n Isotop und der Kobaltbombe ist es 
jetzt moglich. hohe Tumordosen zu verab- 
reicben und die Behandlung genau auf 
da** erkankte Gewebe zu lenkcn mit nur 
ganz peringer Schitdigung des normalen 
Gewebes in der Umgcbung der Erkran- 
kung. Dies war mit der ublichcn Behand¬ 
lung mit Tiu‘rapiemaschienen von 200 bis 
250 Kilovolt night moglich. 


et I’on constate une absence relative de 
maladie des rayons malgre des doses tumo- 
rales tres elevees. 

II est en effet possible maintenant d’ap- 
pliquer des doses tumorales elevees par 
le traitement combine d'isotopes et de la 
bombe au cobalt, et il est aussi possible de 
diriger ce traitement de facon precise vers 
les tissus incrimines avec des dommages 
minimes aux tissus environnants. Cela 
etait impossible avec les appareils conven- 
tionnels de 200 a 250 kilovolts. 

Les resultats immediats sr>nt sufTisnm- 
ment encourageants pour inciter les 
auteurs a poursuivre cette fuqon de pro- 
ceder. 

11 a une absence remarquahle ne con¬ 
tractures secondaires de la ve.-sie apres 
traitement a la bombe au cobalt, compara- 
tivement a ce que 1'on observe generalement 
apres roentgentherapie clas<ique intensive. 

r.IAs.-VNTO 
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cale che seguiva fatalmente la roentgen- 
terapia convenzionale. 

RESUMEN 

Se presenta un metodo para el trata- 
miento del cancer avanzado de vejiga y 
prostata, en el que se emplean simultanea- 
mente la inyeccion de fosfato cromico 
radiactivo en suspension coloidal y la tera- 
pia con bomba de cobalto. 

Este tratamiento mixto es bien tolerado 
por el paciente y no produce complica- 
ciones serias si se aplica de una forma 
adecuada. 

La reaccion de la piel a la radiacion es 
muy pequena, 3 ' las secuelas organicas 
generales tambien, a pesar de que la dosis 
del tumor sea muy elevada. 

Con el empleo simultaneo de los isotopos 
y la cobaltoterapia se alcanzan dosis tumor 
muy altas, y se puede aplicar esta dosis a 
los tejidos neoformados, sin que casi se 
afecten las zonas de alrrededor. Esto era 
imposible de lograr con los clasicos apa- 
ratos de radioterapia de 200 a 250 kilo- 
voltios, 

Los resultados inmediatos son esperan- 
zadores y lo suficientemente convincentes 
como para continual con esta tecnica. 

Es sorprendente que despues de la co¬ 
baltoterapia no aparece la tipica contrac- 
tura secundaria de la vejiga que se ve tan 
amenudo tras la radioterapia clasica. 
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Surgical Pathologic Aspects* 
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T HE purpose of this paper is to de¬ 
scribe the postmortem and surgical 
pathologic picture observed in pa¬ 
tients with complicated cerebral palsy, 
which may bo defined as cerebral palsy 
associated with epilepsy, mental deficiency 
or both. The brains of 51 children with 
cerebral pai\v thil- complicated were stud¬ 
ied at craniotomy; of the 51. 5 came to 
autopsy, and the brains of these were 
examined postmortem, both prosily and 
microscopically. The rases of these r> will 
be reported in some detail. 


Fifty-one children with compli¬ 
cated cerebral pclsy underwent 
craruotcmy. Cerebral venous angi¬ 
oma of the sylvian fissure was ob¬ 
served unilaterally in 49. The 
remaining 2 patients showed, respec¬ 
tively, a subarachnoid cyst com¬ 
pressing the fourth ventricle and 
premature closure of the fontanels. 

Five cases of complicated cerebral 
palsy' ere reported in detail. The eges 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


, MARCH,. 1959 


cale che seguiva fatalmente la roentgen- 
terapia convenzionale. 

RESUMEN 

Se presenta un metodo para el trata- 
miento del cancer avanzado de vejiga y 
prostata, en el que se emplean simultanea- 
mente la inyeccion de fosfato cromico 
radiactivo en suspension coloidal y la tera- 
pia con bomba de cobalto. 

Este tratamiento mixto es bien tolerado 
por el paciente y no produce complica- 
ciones serias si se aplica de una forma 
adecuada. 

La reaccion de la piel a la radiacion es 
muy pequena, y las secuelas organicas 
generales tambien, a pesar de que la dosis 
del tumor sea muy elevada. 

Con el empleo simultaneo de los isotopos 
y la cobaltoterapia se alcanzan dosis tumor 
muy altas, y se puede aplicar esta dosis a 
los tejidos neoformados, sin que casi se 
afecten las zonas de alrrededor. Esto era 
imposible de lograr con los clasicos apa- 
ratos de radioterapia de 200 a 250 kilo- 
voltios. 

Los resultados inmediatos son esperan- 
zadores y lo suficientemente convineentes 
como para continual con esta tecnica. 

Es sorprendente que despues de la co¬ 
baltoterapia no aparece la tipica contrac- 
tura secundaria de la vejiga que se ve tan 
amenudo tras la radioterapia clasica. 
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Fig-. 1 (Case 1). — A, massive angioma (see text). 
B, opposite side of b 2 am, devoid of angioma. C, 
photograph showing deep connections of angioma. 


tions.) The other side usually showed con¬ 
gestion of the brain and some arachnoid¬ 
itis. 

The patients in the following 5 cases 
came to postmoi'tem examination. 

REPORT OF CASES 

Case 1.—P, J. S., a boj' aged 2 y> years, had 
had attacks of laryngeal spasm and choking 
since he was 9 months old. He was rigid in all 
four limbs. He could not hold his head up or 
sit up without support. He was aphasic, epi¬ 
leptic, quadriplegic and mental)}' retarded. 
Suboccipital craniotomy revealed a large sub¬ 
arachnoid cyst compressing the fourth ven¬ 
tricle and the cerebellum. 

The child did well after operation; he was 
more alert and could swallow better. The rig¬ 
idity was markedly diminished. A respira¬ 
tory infection developed on the third post¬ 
operative day and an allergic rash on the day 
after penicillin therapy was instituted. He died 
on the sixth postoperative day. Postmortem 
examination revealed the cause of death to be 
bronchopneumonia. 

Brain .-—Grossly there was no abnormality 
except in the cerebellar region. There were 
changes due to compression of the cerebellum 
by the cyst. 

Microscopic examination revealed the fron¬ 
tal, parietal and occipital lobes to be within 
normal limits. The cerebellar tissue was ab¬ 
normal in that the cellular content, especially 
in the granular layers, showed cell degenera¬ 
tion and chronic inflammatory changes (Fig. 1, 
A, B and C). 

Case 2.—A. G. T., a boy aged 9 1 /-? months, 
had been born prematurely in a breech deliv¬ 
ery (?) by foi'ceps. He “collapsed” the same 
night and was transferred to another hospital, 
where a diagnosis of intracranial hemorrhage 
and pneumonia was made. At months the 
baby could not sit up. The skull was slightly 
smaller than normal. The fontanels were 
closed. There was paralysis of the left arm. 
Right craniotomy, performed on Oct. 27, 1953, 
revealed massive angiomatous vessels in and 
about the sylvian fissure. These were cauter¬ 
ized. The skull was full of venous sinuses. On 
October 28 reoperation was performed for 
bleeding from the bed of the cauterized angi¬ 
oma. The baby died about four days after the 
operation, the anatomic cause being cerebral 
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Fig. 3. — A, secondary hemorrhage in region of 
removal of angioma. B and C, site of secondary 
hemorrhage. 

edema. The cortex and ventricles were grossly 
normal (Fig. 2, A and B). 

Case 3.—R. V., a boy aged 3 years, had a 


history of umbilical hernia, which had healed 
spontaneously; a right inguinal hernia, which 
became strangulated when he was 6 months 
old; pneumonia at the age of 1 year; severe 
dehydration at the same age, and an infection 
of the upper part of the respiratory tract, with 
hyperthermia, at the age of 2 years. His birth 
was premature and his birth weight 4 pounds 
and 5 ounces (1,956 Gm.). He was jaundiced 
for a short time and vomited excessively. All 
four limbs were spastic, the condition being 
most pronounced in the left arm. He could not 
swallow solid foods, could not sit up and was 
aphasic and mentally defective, but he could 
recognize his parents and watch television 
programs. 

Right craniotomy revealed cerebral venous 
angioma of the region of the left sylvian fis¬ 
sure, and this was removed by electrocautery. 

Postmortem Observations. — Autopsy re¬ 
vealed (a) cerebral edema; (b) intussuscep¬ 
tion of the small bowel, and (c) pneumonia. 
The brain was grossly normal. Microscopic 
examination showed the frontal, parietal, oc¬ 
cipital and cerebellar tissue to be within nor¬ 
mal limits (Fig. 2, C .and D ). 

Case 4.—M. L., a girl aged 2 years and 9 
months, had been unable to take the breast at 
birth. Px-ojectile vomiting occurred shortly 
after birth. The child still vomits. She was 
able to drag herself across the floor but 
showed quadriparesis, more marked on the 
right than on the left. The electroencephalo¬ 
gram was normal. A diagnosis of cerebral 
palsy with mental retardation had been made 
at another center. This was in agreement with 
my opinion, except that the child also had defi¬ 
nite petit mal. 

Left Craniotomy .—Exploration revealed a 
venous angioma in the region of the sylvian 
fissure, which was removed by electrocautery. 
Pneumonia developed at home, and the child 
was returned to the hospital, where she died 
the next day, seventeen days after the opera¬ 
tion. Postmortem examination revealed the 
cause of death to be bronchopneumonia. Gross 
and microscopic examination of the brain 
showed no abnoi-malities (Fig. 2, E and F ). 

Case 5.—F. A. L., a white boy aged 7% 
yeai’s, had been born in forced labor because 
he was thought to be “past due.” The umbili¬ 
cal cord was pinched at the pelvic bidm, and 
version was done. The baby was in an oxygen 
tent for one week and was fed by tube. At 
the age of 7% the child drooled saliva, showed 
stertorous breathing, could not sit up, was 
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aphasic and mentally deficient and was spastic 
in all four limbs with some athetosis. He used 
the right hand better than the left. The clin¬ 
ical impression was that of cerebral palsy in 
all four limbs with athetosis, epilepsy and a 
mental defect. 

Right Craniotomy .—This procedure revealed 
an arteriovenous angioma in the region of the 
sylvian fissure. It was removed by electro- 
cautery. 

Poytop'rafirc Course.—The child died at 
home twelve days after the operation. 

Purlmnrtt m Examination. — Autopsy re¬ 
vealed the cause of death a« secondary cere¬ 
bral hemorrhage into the operative site. The 
hemorrhagic area wa« - 5.5 cm. in its large-t 
diameter < Fig. 2, G and H i. 

MirroTojiic Inrrrl{nation .—This was car¬ 
ried out at an institution in another state, and 
the slide - were not available at the writing 
of this report. Most of the r< ported observa¬ 
tions were typical of tho-o noted in the brain 
after Mirpiral intervention followed by second¬ 
ary hemorrhage. 

COM Ml NT 

In ."i cases (,f cerebral palsy complicated 
by epilepsy or mental deficiency, or both, 
the patients came to autopsy. Operation 
on tlir-e pat if nt- revealed a unilateral 
reti br.il Benoit- angioma to he pre-ent in 
the repi'-n of the olvian fissure in 4 out 
of tin r. ra‘. s. Snbwfjuont inw-tipations 
l.a\e -hicAn that tin se observations were 
< ftp i' nt in the c:.si - of complicated cere- 
btal 51 d>y. Of ,M pat it nts v ho tinderw* nt 
et ..iii"t‘i:n\. t arh, ef if chiblrt n had a uni- 
h-d* lol anpe ”>a m n pion of ;}:•• him. 
ut< <K« r» dii 1 n s;;l a r . cl T.i.-fi 



region of the postoperative site. In 1 case 
the brain showed compression changes in 
the cerebellar tissue: this was the case in 
which there was a cyst of the posterior 
fossa. In 4 cases all brain tissue was 
within normal limits on microscopic exam¬ 
ination. Specimens were examined from 
the frontal, parietal, occipital and cere¬ 
bellar regions on the side where pathologic 
change had been observed at surgical ex¬ 
ploration. 

There was no evidence, either gross or 
microscopic, of porencephaly in these 
brains, nor was any other marked abnor¬ 
mality detected grossly or microscopically 
(Fig.'3). 

These findings show that the pathologic 
condition revealed at operation, venous 
angioma in the region of the sylvian fis¬ 
sure, tends to cause changes in the telen¬ 
cephalon that may lx* to some extent 
reversible, and that removal of this patho¬ 
logic tissue at operation will give the 
child a chance for recovery. Thin indeed 
proved to be the ca-o with ail the Mirvivinp 
patients. 

Forty.-dx children survived the opera¬ 
tion. and all improved. Jsorr.e improved 
slowly and only in small thing-, -•ich 
heightenednusc!" control and rnu-efe pnv.- 
ernnd diminished ipa-ticity. All who had 
difficulty in *v.al!o*Aiug and hr*.i!hirg 
overcame difficult!’* . AH v.l.o } ; ■; 

amblyopia *hov«d im; r 1 w* 

Sp..-*.;c:t\ v.a- ar. 1 - dimit,.* '* * *, . 
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walk who could not sit up by themselves 
before operation. About thirtj r months 
have passed since the first child was oper¬ 
ated upon. Within this short period of 
time all have shown some progress, and 
some have shown remarkable progress; 1 
or 2 are at their normal grade level at 
school. 

It can be concluded, therefore, that 
complicated cerebral palsy is a definite 
entity. Each patient offers an individual 
problem, and the extent or recovery can¬ 
not be forecast, since gross and micro¬ 
scopic investigations do not show evidence 
of detectable pathologic change except for 
the sylvian angioma. Recovery, in part or 
in great part, is possible, and a positive 
attitude should be adopted with these 
children. 

The angioma seems to be formed as a 
result of neonatal bleeding into the sub- 
pial, subarachnoid and subdural layers. 

Schwartz 2 has demonstrated conclu¬ 
sively the incidence of neonatal bleeding 
as the cause of cerebral palsy. Evidence 
of dense dural, arachnoid or pial adhe¬ 
sions and scar formation is commonly 
detected in the region of the angioma. The 
functional deficiency in the brain, to my 
mind, is caused by hypoxia, which is over¬ 
come when the adhesions and angioma are 
removed. This leads one to the premise 
set forth by William Sharpe, 3 that good 
obstetrics and spinal puncture in “sus¬ 
picious cases” at birth or shortly there¬ 
after are the best prophylactic for 
measures against cerebral palsy. Any 
newborn child that shows signs of cyano¬ 
sis, stupor, muscle twitching, inability to 
suck, rigidity of the neck, bulging fon¬ 
tanels or excessive crying should undergo 
spinal puncture. If blood is present in 
the cerebrospinal fluid, the puncture 
should be repeated every twelve hours 
until the fluid is clear. 

The pathologic picture and the surgi¬ 
cal observations and results lead to the 


conclusion that active prophylaxis and 
surgical treatment would decidedly lower 
the incidence of cerebral palsy and the 
incapacities associated with it. 

In order to demonstrate the angioma, it 
is advisable to open the skull and dura 
mater at the lowest angle of the sylvian 
fissure. Postmortem changes may make 
the angioma less obvious; it is best, there¬ 
fore, to freeze the head and its contents 
immediately after death. 

Author’s Note: The photogi-aphs and pathologic 
report of Case 5 are included through the cour¬ 
tesy of the Oakwood Hospital Pathology Depart¬ 
ment. The microscopic sections were prepared by 
the Neuropathology Department, Bellevue Hos¬ 
pital, Dr. Feigen, Director. 

ZUSAM M ENFASSUNG 

An 51 Patienten mit komplizierter Ge- 
hirnlahmung wurde eine Eroffnung des 
Schadels vorgenommen. In 49 Fallen 
wurde ein einseitiges venoses Angiom des 
Gehirns in der Gegend der Fissura Sylvii 
beobachtet. Von den beiden iibrigen Pa¬ 
tienten zeigte einer eine den vierten 
Ventrikel zusammendriickende subarach- 
noidale Zyste und der andere einen vor- 
zeitigen Verschluss der Fontanellen. 

tlber fiinf Fiille von durch Epilepsie 
oder Geistesstorungen oder beides kom¬ 
plizierter zentraler Lahmung wird aus- 
fiihrlich berichtet. Das Alter der Kran- 
ken schwankte zwischen 9 1 /-; Monaten bis 
zu 71/2 Jahren. In alien Fallen fand eine 
Obduktion statt, und in vier von diesen 
kam das oben erwahnte einseitige Hirn- 
angiom in der Niihe der Fissura Sylvii 
zur Beobachtung. Anschliessende Unter- 
suchungen ergaben, dass. diese Beobach- 
tungen sich mit den Befunden an den 51 
mit Eroffnung des Schadels behandelten 
Kranken in Einklang bringen liessen. 
Probestiicke aus der Gegend des Frontal- 
lappens, des Parietallappens, des Hinter- 
hauptlappens und des Kleinhirns der be¬ 
fallen Seite wurden untersucht. Es 
bestanden keine Anzeichen von Hohlen- 
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liildunfr im Gehirn. Dcr Verfasser plaubt, 
da?« die.-e Beobachtunpen darauf hin- 
xvei?en, da?“ da? venose Anpiom in der 
Go trend der Fi?=ura Sylvii dazu neipt. 
Hirnveranderunpen hervorzurufen. die 
bi? zu einom pen is-en Grade rever?ibel 
?ind; infolpede?-on ?ollte dem Kind die 
Mbplichkeil einer Wiederher?tellunp durch 
operative Entfernunp de? krankhaften 
Gewebc? peboten werden. Bei alien Kin- 
dern. die die Operation (iberlebten. lie?? 
?ich cine Bc?~enjnp in ver?chiedentr Hin- 
?ieht ff?t'tellen. 

UI.M'Kf*. 

] , r*' M ‘' , ntation de 51 ca< de eraniotomie 
pour paralytic cerebralo nvre complica¬ 
tion 1 -: nnpiome cerebral voinenx unilate¬ 
ral an niveau <b- la ?ri.-?ure de Sylvia? 
dan*- -IP ca--; le- deux ra*- re-tant? pr«*“-vn- 
taient re-perti\. nu nt a) un ky?te ?uba- 
raebnotdien curnprimant 1<> IVe ventri- 
cule; b) line b rmeture jin'niaturee de- 
fontanelb *, 


tion devrait donner a 1'enfani une chance 
de puerison. Une certaine amelioration a 
ete notee chez tou? le? enfant? ?univant?. 

f:r-??"N ‘to 

Vennero ?ottopo?ti alia craniotomia 51 
pazienti con para!i?i cerebrale complicatn: 
in -10 di e??i ?i trnvo un nnpioma veno?a 
nella repione della fe??ura ?iiviana. mentre 
nepli altri 2 ?i trovarono. ri?pe‘tivamente. 
una cisti ?ubaracnoidea comprimente il 
quarto ventricolo e una chiu?ura precoce 
delle fontanelle. 

Renpono riferiti dettapliatamente 5 
ca?i. in cui la parali-i cerebrale era com- 
plicata da epiU?<ia <> da di.-turbi rr.entan: 
la loro eta variava ria 0 m* ?i a 5 ;>.nni e 
mezzo. Tutti furono r-aminati autoptica- 
niente e in -5 di e-?i ,-i trovi> 1'anpioma 
unilaterale de?critto ?opra. S’n c» --ive 
indapini dimo-tramno clu- que-te o--erva- 
zinni corri-poiub vano a quelle dei 51 pa- 
zienti trnttati con la craniotomia. 1 p< ,~ri 
anatomici furono e-aminati da *•fni punto 
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de paralisis cerebral complicada con epi¬ 
lepsia o defectos mentales. La edad de 
los enfermos observados estaba compren- 
dida entre 9 meses y medio y 7 anos y 
medio. Todos estos casos fueron estudia- 
dos post-mortem y en cuatro de ellos se 
encontro el citado angioma en la vecindad 
de la cisura de Silvio. Investigaciones 
subsiguientes han demostrado la intima 
correlacion entre estos casos y los 51 tra- 
tados por craneotomia. Las piezas ana- 
tomicas del lado afecto han sido estudiadas 
en cada una de las regiones frontal, pa- 
rieta, occipital y cerebrosa. Todas estas 
observaciones llevan al autor a la con¬ 
clusion de que los citados angiomas son 
causa de degeneraciones cerebrales que 
por ser reversibles hacen que se pueda se 
perar un buen resultado de la extirpacion 


del tejido patologico. En todos los niiios 
operados que han sobrevivido se ha ob- 
servado una mejoria. 
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What then is the difference in intention between the man who discovered the 
mode of life suitable for the sick, who is called a physician and admitted to be a 
scientist, and him who, from the beginning, discovered the way to prepare the food 
we eat now' instead of the former wild and animal-like diet? I can see no difference; 
the discovery is one and the same thing. The one sought to do away with those 
articles of diet which, on account of their savage and undiluted nature the human 
frame could not digest, and on which it could not remain healthy; the other dis¬ 
covered w’hat a sick man could not digest in view of his particular malady. What 
difference *is there save in the appearance, and that the one is more complicated 
and needs more study? Indeed, one is the forerunner of the other. 


—Hippocrates 


322 


Laminectomy in Patients with Injuries 
of the Spinal Cord 

LONG BEACH, CALIFORNIA 


A WIDE difference of opinion exists 
concerninp the indication? for lam¬ 
inectomy in patients with recent 
clo-ed traumatic lesions of the spinal cord. 
Some surgeons maintain that all acute in¬ 
juries of the cord require laminectomy; 
others, that there are relatively few indi¬ 
cations. 

After reviewing the results in the cases 
of r,7ft laminectomized and 279 nonlami- 
nectomized patients in a previous study. I 
concluded that the presence or absence of 
a spinal manometric block is a basic cri¬ 
terion upon which to operate. 1 

The purpo'“‘ of this paper D to compare 
the reMilts <>f mv first study to those ob¬ 


tained with an additional S9 recently dis¬ 
charged patients- 

Comparison of IitFulfs. —The decree of 
improvement, a? presented in the tables, 
is as follows; as lonp as functional sensory 
or motor return was observed in two seg¬ 
ments or more, it was recorded as im¬ 
provement. 

The first study showed that 92 (1G per 
cent) of 579 Iaminectomi7< d patient- and 
SO (29 percent) of 279 nonlaminectomir* d 
patients showed some improvement. The 
second study showed that 1G (25 p'T 
cent) of G5 laminectomized and 15 (GO 
per cent) of 25 nonlaminectomirt d pa¬ 
tients showed sonv improvement. There- 
fore, a prand total of 1GS (17 p-r cent) 

itni'nnlk f! Inno) * »m i *i »! f » i ! i * f' t a. 
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Table 1. — Improvement with and without 
Laminectomy: Time Element 


First Study 



Total No. of 

No. of 

Per Cent 

With laminectomy 

Patients 

Improved 

Improved 

1-12 hr. 

97 

15 

16 

12-24 hr. 

86 

12 

14 

24-48 hr. 

36 

10 

28 

48-72 hr. 

22 

6 

27 

3 days-1 wk. 

63 

9 

14 

1 wk.-l mo. 

125 

25 

20 

1 mo.-3 mo. 

70 

6 

9 

3 mo.-6 mo. 

37 

5 

14 

G mo.-l yr. 

26 

3 

12 

Over 1 yr. 

17 

1 

6 

Total 

579 

'92 

16 

Without 




laminectomy 

279 

80 

29 

Total 

858 




Second Study 



Total No. of 

No. of 

Per Cent 

With laminectomy 

Patients 

Improved 

Improved 

1-12 hr. 

14 

4 

29 

12-24 hr. 

15 

2 

13 

24-48 hr. 

7 

4 

57 

48-72 hr. 

6 

3 

50 

3 days-1 wk. 

3 

1 

33 

1 wk.-l mo. 

7 

0 

0 

1 mo.3- mo. 

5 

2 

40 

3 mo.-6 mo. 

4 

0 

0 

6 mo.-l yr. 

3 

0 

0 

Over 1 yr. 

0 

0 

0 

Total 

64 

16 

25 

Without 




laminectomy 

25 

15 

60 

Total 

89 



Combined Study 



Total No. of 

No. of 

Per Cent 

With laminectomy 

Patients 

Improved 

Improved 

1-12 hr. 

in 

19 

17 

12-24 hr. 

101 

14 

14 

24-48 hr. 

43 

14 

33 

48-72 hr. 

28 

9 

32 

3 days-1 wk. 

66 

10 

15 

1 wk.-l mo. 

132 

25 

19 

1 mo.-3 mo. 

75 

8 

11 

3 mo.-6 mo. 

41 

5 

12 

6 mo.-l yr. 

29 

3 

10 

Over 1 yr. 

17 

1 

6 

Total 

643 

108 

17 

Without 




laminectomy 

304 

95 

31 

Total 

947 




were discharged walking without aids of 
any kind. The second study showed that 
none of the laminectomized and 8 per cent 
of the nonlaminectomized patients were 
discharged walking without aids of any 
kind. The combined study showed that 
1 per cent of the laminectomized and 6 per 
cent of the nonlaminectomized patients 
were discharged walking without aids of 
any kind (Table 4). 

Table 5 shows that 9 patients out of 89 
are ambulatory -with prosthetic aids. Four 
of the 9 had been laminectomized and 
could walk for short distances with pros¬ 
thetic appliances, but for practical pur¬ 
poses wheelchairs were required. The re¬ 
maining 5 patients had not been Iaminec- 
tomized; 2 could walk without aids of any 
kind, 1 could walk with 2 Canadian 
crutches and two short leg braces, and 2 
could walk short distances (one with two 
canes, the other with a walker). For prac¬ 
tical purposes, however, the 2 last men¬ 
tioned required wheelchairs. 

COMMENT 

The results of the second, although 
smaller, study confirm those of the first 
study. 

It is my opinion that the absence of 
block, in general, indicates that the neu¬ 
ral structures are not being continuously 
seriously compressed, that maximum de¬ 
struction has already occurred and that 
nothing is to be gained by laminectomy. 
The presence of a block, however, remains 
an indication for decompressive interven¬ 
tion, because it offers the patient some 
chance of improvement. 

In both studies, patients with complete 
blocks and without laminectomy did not 
improve; only a relatively few of those 
with complete block, however, as a result 
of laminectomy; in other words, a number 
of patients with block have been laminec¬ 
tomized needlessly. This shows that no 
reliable method is available as yet for de- 
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Table 2.— 

hnprcn'crrirnl with 

and iviihoui L<i>noircfeian: Vcrteh 

rnl Level 



,Vo. of 
Vctirrl* 

IszT-irrrior-'j 

So. 

Ir*j ror/ci 

rrr Crri 
Jrrj>rorrt* 

Firrt Study iv,: 

So. Of 

Pdtrr *p 

} o\! fycrnr Tjrn-v 
.Vo. 

r**r Crnf 
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termininp which patients with manometric 
block should not he laminectonmed. The 
roentpou appearance of the vertebrae 
does not supply such a method. I have 
semi patient 1 - with excellent alignment 
and without neurolopir improvement and 
others with improvement despite mal- 
ahpmnent. 

In mv opinion a propre'-MVe neuroloyic 
d> fir it indicate- latnituctomy and a pro. 


very early laminectomy reveal that there 
was "a sudden expulsion of the cord" 
when the dura was incis' d. The sudden 
release of pre-sure may have rau-ed pro¬ 
lapse and destruction of what intact tracts 
may have remained after injury. 2, The 
physician can examine the path nt thor¬ 
oughly for otln r complication- such a- in¬ 
jury to internal orpan-. damage to the 
Train or o--. ous fracture. It. Th>- prej.,.r.i- 
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Table 1. — Improvement with and without 
Laminectomy: Time Element 


First Study 



Total A To. of 

No. of 

Per Cent 

With laminectomy 

Patients 

Improved 

Improved 

1-12 hr. 

97 

15 

16 

12-24 hr. 

86 

12 

14 

24-48 hr. 

36 

10 

28 

48-72 hr. 

22 

6 

27 

3 days-1 wk. 

63 

9 

14 

1 wk.-l mo. 

125 

25 

20 

1 mo.-3 mo. 

70 

6 

9 

3 mo.-6 mo. 

37 

5 

14 

6 mo.-l yr. 

26 

3 

12 

Over 1 yr. 

17 

1 

6 

Total 

579 

”92 

"16 

Without 




laminectomy 

279 

80 

29 

Total 

858 




Second Study 



Total No. of 

No. of 

Per Cent 

With laminectomy 

Patients 

Improved 

Improved 

1-12 hr. 

14 

4 

29 

12-24 hr. 

15 

2 

13 

24-48 hr. 

7 

4 

57 

48-72 hr. 

6 

3 

50 

3 days-1 wk. 

3 

1 

33 

1 wk.-l mo. 

7 

0 

0 

1 mo.3- mo. 

5 

2 

40 

3 mo.-6 mo. 

4 

0 

0 

6 mo.-l yr. 

3 

0 

0 

Over 1 yr. 

0 

0 

0 

Total 

64 

16 

25 

Without 




laminectomy 

25 

15 

60 

Total 

89 



Combined Study 



Total No. of 

No. of 

Per Cent 

With laminectomy 

Patients 

Improved 

Improved 

1-12 hr. 

m 

19 

17 

12-24 hr. 

101 

14 

14 

24-48 hr. 

43 

14 

33 

48-72 hr. 

28 

9 

32 

3 days-1 wk. 

66 

10 

15 

1 wk.-l mo. 

132 

25 

19 

1 mo.-3 mo. 

75 

8 

11 

3 mo.-G mo. 

41 

5 

12 

6 mo.-l yr. 

29 

3 

10 

Over 1 yr. 

17 

1 

6 

Total 

643 

108 

17 

Without 




laminectomy 

304 

95 

31 

Total 

947 




were discharged walking without aids of 
any kind. The second study showed that 
none of the laminectomized and 8 per cent 
of the nonlaminectomized patients were 
discharged walking without aids of any 
kind. The combined study showed that 
1 per cent of the laminectomized and 6 per 
cent of the nonlaminectomized patients 
were discharged walking without aids of 
any kind (Table 4). 

Table 5 shows that 9 patients out of 89 
are ambulatory with prosthetic aids. Four 
of the 9 had been laminectomized and 
could walk for short distances with pros¬ 
thetic appliances, but for practical pur¬ 
poses wheelchairs were required. The re¬ 
maining 5 patients had not been laminec¬ 
tomized ; 2 could walk without aids of any 
kind, 1 could walk with 2 Canadian 
crutches and two short leg braces, and 2 
could walk short distances (one with two 
canes, the other with a walker). For prac¬ 
tical purposes, however, the 2 last men¬ 
tioned required wheelchairs. 

COMMENT 

The results of the second, although 
smaller, study confirm those of the first 
study. 

It is my opinion that the absence of 
block, in general, indicates that the neu¬ 
ral structures are not being continuously 
seriously compressed, that maximum de¬ 
struction has already occurred and that 
nothing is to be gained by laminectomy. 
The presence of a block, however, remains 
an indication for decompressive interven¬ 
tion, because it offers the patient some 
chance of improvement. 

In both studies, patients with complete 
blocks and without laminectomy did not 
improve; only a relatively few of those 
with complete block, however, as a result 
of laminectomy; in other words, a number 
of patients with block have been laminec¬ 
tomized needlessly. This shows that no 
reliable method is available as yet for de- 
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Taele 5. —Statistics on Ambulatory Patients of Second Study 



Laminectomy 


3. Jt.W. 

T.O 

Comp. 

•> 

Sear norma 1 

Scar normal 

2 C.C. ( wheel chair) 

2. P. IV. 

TI2 

Comp. 

Yes 

None 

X one 

J L.L. (wheel chair) 

1 S.L. 

2 canes 

tv. o. 

LI 

Conip. 

Yes 

Xone 

Xone 

1 L.L. (wheel chair) 

1 S.L. 

2 canes 

■i. p. p. 

No laminectomy 

I.:j 

Inc. 

•> 

Xonc 

Xone 

1 S.L. (wheel chair) 

2 C.C. 

J. R. G. 

C 

Comp. 

So 

Xorrnal 

Xormal 

Xo aid? 

2. C.P. 

c 

Comp. 

So 

Xormal 

Xormal 

Xo aids 

8. W. II. 

c 

Comp. 

So 

Near normal 

Xear normal 

2 cane* (wheel chair) 

■). It. H. 

■ c 

Comp. 

Xo 

Xear normal 

Xone 

tt'alker (wheel chair) 

5. R. G. 

LI- 

■5 Comp. 

1 

Near normal 

Xonc 

2 C.C. 

2 S.L. 

because the 

life 

span of this 

type of 

pa- alike, 

and this is 

considered before a 


tient is directly proportionate to the status final decision is made for or a trains! 

of the urinary tract, assuming that all laminectomy. The ape of the patient, the 

other systems are essentially normal." Uro- lapse of time since injury, the cause of 

logic considerations are more fully appro- injury, the roentgen, manometric and 

(i.itcd when one loalizos that fewer than psychic factors and anv coexistent com- 

10 per cent of patients with injuries to the plications are thoroughly studied, 

spinal cord have normal or nearly normal 
vesical sensation or control. 

, . . . . ZrS»MMEYVA?SJ'YO 
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Table 3. —Relation of Manometric Evaluations 
and Improvement 



First Study 

£ 



No . of 

Number 

Per Cent 


Patients 

Improved 

Improved 

Block 

Laminectomy 

100 

12 

12 

No laminectomy 

25 

0 

0 

No Block 

Laminectomy 

21 

6 

29 

No Iaminectory 

106 

40 

38 

Total 

252 

58 



*858^patients in study (252 manometric tests). 


Second Study ** 

Block 


Laminectomy 

19 

3 

16 

No laminectomy 
No Block 

2 

0 

0 

Laminectomy 

3 

3 

100 

No laminectomy 

19 

14 

74 

Total 

~43 

20 



**89 patients in study (43 manometric tests). 


Combined Study\ 

Block 


Laminectomy 

119 

15 

13 

No laminectomy 
No Block 

27 

0 

0 

Laminectomy 

24 

9 

33 

No laminectomy 

125 

54 

43 

Total 

295 

78 



|947 patients in study (295 manometric tests). 


Scheibert has proposed that perhaps the 
mishap is not due to the operation but 
occurs during anesthesia when hyperexten¬ 
sion is used for endotracheal intubation. 2 
His suggestion that local anesthesia be 
used for cervical laminectomy therefore 
seems well founded. 

Many patients arrive with a history of 
laminectomy performed while the patient 
was unconscious. The functional returns 
of these patients have not been remark¬ 
able ; I cannot see the rationale of immedi¬ 
ate laminectomy, therefore, in the pres¬ 
ence of a state of unconsciousness. 

One must not imply from the forego¬ 
ing that time does not play a role. Once 
a decision has been reached to operate, the 
operation should be done immediately. Too 
Often indications are based on emotions 


rather than on scientific facts. A famil¬ 
iar and frequently heard suggestion is, 
“If we’re going to give this patient a 
chance to walk, he must have a laminec¬ 
tomy!” Yet, how many laminectomized 
patients ever walk (Tables 4 and 5) ? 

In the first study I concluded that func¬ 
tional return was greatest in patients with 
lumbar lesions, since injuries of the cauda 
equina are similar to peripheral nerve le¬ 
sions. The second study, however, though 
admittedly smaller, indicates that more 
improvement occurred in the patients with 
cervical lesions. Perhaps this reversal of 
order of improvement can be explained by 
the fact that I was more critical in the 
second study, realizing that the functional 
return in patients with lumbar lesions, in 
most instances, was compatible with the 
very level of the injury. Table 5 shows 
that in the second study not a single pa¬ 
tient with a lumbar lesion walked without 
the use of aids, whereas 2 patients with 
cervical lesions did. These data from the 
second study are even more emphasized 
by those of the first study, which showed 
that patients with cervical lesions (lami¬ 
nectomized as well as nonlaminectomized) 
were discharged without aids of any kind 
in more instances than were those with 
lumbar lesions. 

Observation of patients w’ho have under¬ 
gone repeated laminectomies have not been 
rewarding so far as functional return is 
concerned. Repeated operations on lesions 
of the cauda equina, done in order to im¬ 
prove ambulation, can be dangerous; I 
have observed patients who lost normal 
sensation and control of the urinary blad¬ 
der after the second intervention. Func¬ 
tion of the bladder is highly important, 


Table 4.- 

-Ambulation without Aids 



With 

Without 



Laminectomy 

Laminectomy 

1st study 

7/579, or 17o 

16/279, or 

6% 

2nd study 

0/ 64, or 0% 

2/ 25, or 

8% 

Combined study 

7/643, or 1% 

18/304, or 

6% 
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H ALSTED in 1894 defined radical 
mastectomy and stimulated its ac¬ 
ceptance as the best method of 
treatment for operable carcinoma of the 
breast. With the contributions of >Ieyer 
and Handley, it has remained as the stand¬ 
ard method of treatment for more than 
forty years. 

Recently the pendulum has been swing¬ 
ing bad: and forth from this standard of 
treatment. On the one extreme there is a 
small but increasing number of physicians 
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F,other end current methods o! 
frectmen! for ccrcincma of the b:carl 
etc disarmed .briefly, and rfafirfies 
on bilateral mommorv carcinoma 
are re v,e;vr d. In the author's opin¬ 
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who have serious doubts, with regard to 
mammary carcinoma, about the superior¬ 
ity of any type of treatment over total 
neglect. On the other extreme are those 
who advocate more extensive local, re¬ 
gional and endocrine surgical treatment 
and more intensive radiotherapy, endo¬ 
crine therapy, chemotherapy, etc. 

Reports by Park and Lees, McKinnon, 
and Phillips and Owchar seem to indicate 
that treatment has failed to make any im¬ 
pression on the mortality rate of mam¬ 
mary carcinoma. In recent articles 
Schwartz and Crile .lr. both point out that 
certain forms of treatment may even do 
harm by reducing host resistance. These 
reports would seem to support, at least 
in part, those who advocate total neglect, 
with reliance on the host resistance. 

The type of surgical intervention ad¬ 
vised goes from the extreme of limiter! 
surgical measures (simple mastectomy 
and po-topTative radiotherapy a- ad\<>- 
rated by McWhirter) to the other extreme 
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RESUME 

L’auteur presente une etude statistique 
sur la valeur de la laminectomie dans les 
lesions de la nioelle epiniere. II rappelle 
les divergences d’opinion dont elle fait 
1’objet, et propose une base de determina¬ 
tion pour son indication, constitute par la 
presence ou l’absence de blocage spinal 
manometrique. 

Certaines cavacteristiques ressortant de 
cette etude sont egalement presentees et 
commentees (statistiques sous forme de 
tableaux). 

RESUMEN 

El autor presenta un estudio estadistico 
del tratamiento de traumatismos de la me¬ 
dals espinal por la laminectomia. Seiiala 
que hay divergences sobre este trata¬ 
miento, y toma como base, para indicar o 


no la laminectomia, la presencia o ausencia 
de bloqueo manometrico espinal. 


SUMARIO 

Apresenta uma estatistica do valor da 
laminectomia nas lesoes da medula. Esta- 
belece as diferencas de opiniao e fornece as 
bases para determinar quando a laminec¬ 
tomia e ou nao indicada, principamente 
em presenga ou ausencia de bloqueio mano¬ 
metrico. 
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Many patients with high blood-pressure live for years entirely free from any 
symptoms of the disorder and discover it only by accident, when a physician ex¬ 
amines them for some other ailment or after application for life insurance. If 
it were not for its complications, high blood-pressure in certain individuals might 
be quite desirable. Many powerful men of affairs have high blood-pressure, and 
their dynamic personalities seem to require a high pressure to maintain the tension 
under which they work. Unfortunately, however, Nature, who has presented these 
persons with the gift of power, demands her toll. As the years roll by, the arteries 
which have been constantly under the increased strain of the high pressure begin to 
thicken and then to harden, and in time the patient has a well-developed hardening 
of the arteries, 
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H ALSTED in 1894 defined radical 
mastectomy and stimulated its ac¬ 
ceptance as the best method of 
treatment for operable carcinoma of the 
breast. lVith the contributions of Meyer 
and Handley, it has remained as the stand¬ 
ard method of treatment for more than 
forty years. 

Recently the pendulum has been swinp- 
inp bach and forth from this standard of 
treatment. On the one extreme there is a 
small but increasing number of physicians 
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who have serious doubts, with repard to 
mammary carcinoma, about the superior¬ 
ity of any type of treatment over total 
neglect. On the other extreme are those 
who advocate more extensive local, re¬ 
gional and endocrine surgical treatment 
and more intensive radiotherapy, endo¬ 
crine therapy, chemotherapy, etc. 

Reports by Park and Lees, McKinnon, 
and Phillips and Owchar seem to indicate 
that treatment has failed to make any im¬ 
pression on the mortality rate of mam¬ 
mary carcinoma. In recent articles 
Schwartz and Crile .Jr. both point out that 
certain forms of treatment may even do 
harm by rcducinp host resistance. These 
reports would seem to support, at least 
in part, those who advocate total neplect. 
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sur la valeur de la laminectomie dans les 
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les divergences d’opinion dont elle fait 
l’objet, et propose une base de determina¬ 
tion pour son indication, constitute par la 
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symptoms of the disorder and discover it only by accident, when a physician ex¬ 
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their dynamic personalities seem to require a high pressure to maintain the tension 
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H ALSTED in 1894 defined radical 
mastectomy and stimulated its ac¬ 
ceptance as the best method of 
treatment for operable carcinoma of the 
breast. With the contributions of Meyer 
and Handley, it has remained as the stand¬ 
ard method of treatment for more than 
forty years. 

Recently the pendulum has been swing¬ 
ing back and forth from this standard of 
treatment. On the one extreme there is a 
small but increasinp number of physicians 
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who have serious doubts, with regard to 
mammary carcinoma, about the superior¬ 
ity of any type of treatment over total 
neglect. On the other extreme are those 
who advocate more extensive local, re¬ 
gional and endocrine surgical treatment 
and more intensive radiotherapy, endo¬ 
crine therapy, chemotherapy, etc. 


Reports by Park and Lees, McKinnon, 
and Phillips and Owchar seem to indicate 
that treatment has failed to make any im¬ 
pression on the mortality rate of mam¬ 
mary carcinoma. In recent articles 
Schwartz and Crile Jr. both point out that 
certain forms of treatment may even do 
harm by reducing host resistance. These 
reports would seem to support, at least 
in part, those who advocate total neglect, 
with reliance on the host resistance. 

The type of surgical intervention ad¬ 
vised goes from the extreme of limited 
Mir pi cal measures (simple mastectomy 
and postoperative radiotherapy as advo¬ 
cated by McWhirter) to the other extreme 
of extensive operation as advocated by 
Urban, who re-'ct- the internal mammary 
chain in continuity with the clas-ic radi¬ 
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tients who answer rigid criteria of opera¬ 
bility including the triple biopsies, of the 
mammary lesion, the internal mammary 
nodes and the axillary apical nodes. 

An excellent repoi’t of the results of 
endocrine therapy (estrogens, androgens 
and cortisone) and endocrine surgery 
(oophorectomy, adrenalectomy and liypo- 
physectomy) in producing remissions and 
thereby increasing the survival rate 
among patients with metastatic carcinoma 
of the breast has been given by Pearson 
and his associates. The use of chemo¬ 
therapy and immunization in the treat¬ 
ment of mammary carcinoma has been 
discussed by Black and Speer and by 
Schwartz. 

The results of radiotherapy for this le¬ 
sion have been carefully studied and re¬ 
ported upon by Saugmann-Jensen and 
Jacoby, Lenz, Sanders and Pool, Haagen- 
sen, Harrington, Taylor and others. The 
consensus would seem to be that it has 
little or no value as a pi-eoperative pro¬ 
phylactic measure and that it increases 
the survival rate only very slightly when 
used postoperatively in operable cases. 
It is palliative, however, and will increase 
survival time in the inoperable cases and 
in those in which the tumor has recurred 
after mastectomy. 

Faced by these and other extremely var¬ 
ied opinions as to the proper method of 
treatment for carcinoma of the breast, 
many surgeons find themselves in a di¬ 
lemma. The purpose of this paper is not 
to discuss the merits of these various 
forms of treatment but rather to present 
arguments in favor of one of the least 
widely accepted and most infrequently 
tried procedures in the struggle to in¬ 
crease the rate of cure and/or the period 
of survival, namely, prophylactic removal 
of the contralateral breast by simple mas¬ 
tectomy when the other is removed for 
carcinoma. 

I have employed this technic concur¬ 
rently with or after removal of the other 


breast by radical mastectomy in 15 cases 
of operable carcinoma. Bloodgood in 1921 
and Pack in 1951 recommended this proce¬ 
dure. Hubbard in 1953 advised prophylac¬ 
tic simple mastectomy of the opposite 
breast for patients with operable carci¬ 
noma who (a) have a family history of 
mammary carcinoma or (b) are premeno¬ 
pausal and desire to become pregnant. 

The cause of bilateral mammary carci¬ 
noma may be (1) a new primary malig¬ 
nant focus in the opposite breast or (2) 
a lymphatic spread to the second breast 
from the first. In addition, bilateral car¬ 
cinoma of the breast may be (1) simul¬ 
taneous (occurring in both breasts at the 
same time) or (2) nonsimultaneous (oc¬ 
curring in the second breast at a later 
date). 

Statistics on the incidence of bilateral 
mammary carcinoma are variable, and 
pathologists vary as regards criteria for 
detecting primary or metastatic carcinoma 
in the second breast. In reviewing many 
series, however, one is impressed with 
the fact that the average incidence of bi¬ 
lateral carcinoma of the breast is about 
7.5 to 10 per cent. This certainly is most 
significant, whether the carcinoma in the 
second breast is primaiy or metastatic or 
whether it is simultaneous or nonsimul¬ 
taneous. 

Pack reported that carcinoma of the 
contralateral breast developed subse¬ 
quently in 7.5 per cent of the patients in 
several series. Trevor estimated the in¬ 
cidence of bilateral mammary carcinoma 
at 8 to 10 per cent; McGill, at 7.5 to 10 
per cent. Fitts and Patterson reported a 
series in which 1.8 per cent of the pa¬ 
tients had simultaneous and 5.7 per cent 
nonsimultaneous bilateral carcinoma, a 
total of 7.5 per cent. Chase stated that 
in 2 per cent of cases the tumor is bilat¬ 
eral initially and will become bilateral 
in 5 per cent, a total of 7 per cent. In a 
series of 275 consecutive patients with 
microscopically proved carcinoma of the 
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breast reported by Hubbard, 3 (1.09 per 
cent) had simultaneous bilateral. Of the 
remaining 272, 17, or 6.2 per cent, subse¬ 
quently had microscopically proved carci¬ 
noma in the other breast and clinically 
apparent but unbiopsied carcinoma of the 
opposite breast developed in 12, or 4.4 per 
cent, a total of 10.6 percent. The incidence 
of combined simultaneous and nonsimul- 
taneous bilateral mammary carcinoma in 
the 275 wises was 11.6 per cent. Harring¬ 
ton, in reviewing 6,558 cases, recorded an 
incidence of 3.4 per cent for bilateral oper¬ 
able carcinoma and an equal percentage for 
inoperable lesions, a total of 6.8 per cent. 
Dcsaivc reported an incidence of 3.2 per 
cent of metastatic carcinoma in the sec¬ 
ond breast; Hubbard, 4.4 per cent. Torok 
and IVittelshofer noted bilateral mammary 
carcinoma in 9 per cent, and Gross in 
12.5 per cent, in their respective autopsy 
series. Lawson reported 100 consecutive 
autopsy records of women with carcinoma 
of the breast and pointed out that carci¬ 
noma of the second breast had occurred 
in more than 21 per cent. 

The percentage of patients in whom 
carcinoma develops in the other breast 
would probably be still higher if the rate 
of cure following the initial operation 
were better. If only those women are con¬ 
sidered who live long enough for carci¬ 
noma in the fellow breast to become mani¬ 
fest and be detwted, j.e., Stage 1 lesions 
"Inch have a prolonged survival rate, then 
the incidence is probably much higher than 
the average of 7.5 to ]<t per cent given 
in tlie foregomg overall statistics. 


of carcinoma occurring in the remaining 
breast after removal of the first for ma¬ 
lignant disease as 8 to 10 per cent. Hub¬ 
bard reported an incidence of 5.8 cases 
per thousand cases of carcinoma of one 
breast in which nonsimultaneous carci¬ 
noma developed in the other breast, as 
compared with 0.84 cases per thousand in 
the population at large. 

The multicentric origin of malignant 
tumors in certain organs and tissues, 
such as the colon, ovary, oral mucosa, skin, 
peripheral nerve sheaths and cartilage, is 
an accepted phenomenon. It is now 
known that this can occur in one or both 
breasts as well as in these other organs 
and tissues. The remaining breast may 
very well harbor an unsuspected carci¬ 


noma. 

Pack stated that not infrequently in the 
removal of an apparently normal breast 
either in conjunction with or after removal 
of a carcinomatous opposite breast, an un¬ 
suspected focus of premalignant changes 
or early carcinoma is discovered in the sec¬ 
ond breast. In a series of 16 cases of pro¬ 
phylactic removal of the opposite asymp¬ 
tomatic breast in patients who had under¬ 
gone mastectomy for carcinoma of the 
other breast, performed at the University 
of Minnesota Hospitals and reported by 
Hubbard, 2 patients were observed to 
have unsuspected carcinoma. I have had 
2 such case.- in 15 prophylactic removals of 
the second breast. 

It has been shown anatomically by Ger- 
ota and Rouviere that the lymphatics of 
the skin of the two mammary regions are 
continuous across the midiinc. Oelsner 
demonstrated lymphatic collecting trunks 
extending from om- mammary region to 
the supraclavicular region of the oppo- 
-itr s;d... In view of the-e transmammarv 
lymphatic pathways, there can he little 
that a varying percentage of mam¬ 
mary carcinomas will metastasize across 
■■tw rmuhn. to tie- opposite skin, breast. 

' r • v yI<raclavicula.r areas. 
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In addition to the linking of the two 
breasts by these lymphatic pathways, 
they should be considered as an anatomic 
system rather than as separate and unre¬ 
lated oi'gans. because the same genetic 
and hormonal factors exist for both. By 
removing one breast for carcinoma one 
certainly does not remove the carcinogenic 
factors influential in producing the first 
lesion from exerting the same influence 
on the opposite breast. Except that local 
conditions in one bi-east may not be dupli¬ 
cated in the other, the same etiologic fac¬ 
tors in the development of a malignant 
tumor in one breast are conceivably active 
in the opposite breast. 

The removal of a contralateral paired 
organ such as the ovary, which is needed 
to serve an important function, is a rou¬ 
tine procedure when the other ovary 
shows malignant change. Admittedly, no 
gross hormonal changes have so far been 
detected after bilateral mastectomy, but 
as Lawson has stated, there is much evi¬ 
dence to show that the breasts play a role 
in 17-ketosteroid metabolism. The remain¬ 
ing breast may exert a definite influence on 
those mammary carcinomas that are hor¬ 
mone-dependent. Bilateral oophorectomy 
is certainly a much more disturbing sex¬ 
ual mutilation than bilateral mastectomy, 
yet removal of the contralateral breast, 
which at best can only serve as a ques¬ 
tionable badge of sexual enhancement and 
femininity, is not generally accepted. 

The validity of prophylactic removal of 
the contralateral breast when the other 
has been removed for carcinoma is prob¬ 
ably best supported by an increase in sur¬ 
vival statistics for bilateral mastectomy 
as compared to unilateral. The prognosis 
for the simultaneous type of mammary 
carcinoma is not good. Fortunately, it is 
much less common than the nonsimulta- 
neous. Harrington reported five-year 
survival in 61.5 per cent of cases of bi¬ 
lateral simultaneous mammary carcinoma 
in patients without axillary metastases 


but only 17.9 per cent for those with axil¬ 
lary metastases. In the more common 
nonsimultaneous group, however, the sur¬ 
vival rate is better than in patients with 
unilateral carcinoma. Harrington, in re¬ 
porting a series of 155 cases of nonsi¬ 
multaneous bilateral carcinoma of the 
breast noted that the prognosis was better 
than in cases of the unilateral lesion. 
Cliffton and Young recorded the inci¬ 
dence of five-year survival in their series 
as 70 per cent for nonsimultaneous bilat¬ 
eral lesions, as compared to 54.9 per cent 
for unilateral cai'cinoma. Trevor stated 
that the five-year survival rate for the 
nonsimultaneous type frequently surpasses 
that for the unilateral type. Lawson, re¬ 
porting a series of 32 bilateral mastec¬ 
tomies, observed that removal of the op¬ 
posite breast materially improved the pe¬ 
riod of survival. He concluded that the 
mere presence of the remaining breast 
may deleteriously influence the course and 
progress of metastases. 

Removal of the opposite breast by sim¬ 
ple mastectomy in conjunction with or 
after a radical procedure for a carcinoma¬ 
tous first breast adds practically nothing 
to the postoperative mortality and mor¬ 
bidity rates, but it adds a great deal to 
the mental and physical comfort of the 
patient. Fear that carcinoma will develop 
in the remaining breast is removed. 
Symmetry is established, and with this the 
patient no longer feels unbalanced and 
has much greater ease in her dressing 
and movements. She is no longer forced 
to wear a prosthetic device, which at best 
is cumbersome and uncomfortable, in a 
hopeless attempt to match the remaining 
breast. Instead, she can wear a built-up 
strapless brassiere that often enhances, 
rather than detracts from, her appearance. 
The majority of the patients in my small 
series of 15 cases of prophylactic removal 
of the opposite breast by simple mastec¬ 
tomy had the second breast removed at a 
later date, rather than in conjunction with 
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the radical procedure for the carcinoma¬ 
tous first breast. Because of this, thej 
have an excellent basis for comparison. All 
are happier and more comfortable now 
than they were before removal of the sec¬ 
ond breast; in addition, 2 proved to have 
unsuspected carcinoma in the remaining 
breast. No other conclusions can be drawn 
at present, because of the small number of 
cases and the relatively short period of 
follow-up. 

Despite arguments in favor of bilat¬ 
eral mastectomy, the procedure is poor- 
iv accepted by both physicians and pa¬ 
tients. Only a few patients will accept 
prophylactic simple mastectomy of the 
contralateral breast at the time of planned 
radical mastectomy for carcinoma of the 
other breast, but a considerable number 
will accept it at a later date. Public edu¬ 
cation as to the advantages of bilateral 
mastectomy may increase the acceptance 
of this procedure and possible provide a 
means of reducing the mortality rate asso¬ 
ciated with carcinoma of the breast. 


7. VS SMMV.SV'ASSVNO 


Kruhere und gggenwbrtige Formen der 
P.ehandlung des Brustdru'-enkrebses wer- 
deii kttrz be.-prochen, und Statistiken fiber 
doppebeitigon I.rustdrfisonkrobs werden 
unter.-ucht. Fernerhin werden die Griinde 
dargevtcllt, die zugim-ten finer doppel- 
seitigen Bru-tdru-enre-ektion sprechen. 
die meglichenud'o rur Her.’ib-ctzung dor 
St< rblichkeit-ipmte beim BruMdru-enkreb- 
beitragin kann 


u -i ”i •: 


RESUME 

Bref expose sur les traitements classi- 
ques et modernes du carcinome du sein: 
statistiques sur le carcinome bilateral, et 
presentation d’arguments en faveur de la 
mastectomie bilaterale comme moyen pos¬ 
sible de diminution du taux de mortality 
dans cette affection. 

SUMARIO 

Discute brevemente a terapeutica pas- 
sada e atual do carcinoma da mama, ana- 
liza a estatistica do ca. mamario bilateral 
com apresentacao de argumentos em favor 
da mastectomia bilateral como meio de 
reduzir a mortalidade. 
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Mass Ophthalmic Surgery under Handicaps 

in Pakistan 
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T HE scientific history of radioactive 
substances is of comparatively recent 
origin. With the advent of the in¬ 
credibly devastating power of nuclear 
weapons and the prim prospect of being 
blasted to eternity, the world has cast a 
collectively quizzical and apprehensive eye 
on scientific development. Swift catas¬ 
trophic attacks similar to the insidious and 
barbarously treacherous Pearl Harbor as¬ 
sault have stirred all nations to step up 
preparations designed to resist havoc-laden 
airborne onslaught, and through new ap¬ 
proaches to create efficacious technics of 
defense. All are therefore very much con¬ 
cerned with everything pertaining to the 
handling of ma«s ocular casualties in the 
Henry Holland Mission Eye Hospital at 
Shikarpur in West Pakistan. This hos¬ 
pital has been progressively developed 
since lfXifi and cares for hundreds of pa¬ 
tients in January and February of each 
\ ear. 


The surgical treatment of diseases 
of the eye, including cataract, glau¬ 
coma, trichiasis, dacrccystitis and 
entropion complicating trachoma, at 
the Henry Holland Mission Eye Hos¬ 
pital at Shikarpur, V/est Pakistan, is 
described. Despite the fact that the 
surgeons work under many handi¬ 
caps and most of the elaborate mod¬ 
ern equipment available in large 
centers cannot be obtained, it has 
been observed that the number of 
operations with poor results is no 
greater than that recorded for simi¬ 
lar procedures under so-ca/ied ideal 
conditions. The author describes the 
hospital itself, its organization and 
its working routine, cs well as the 
technics employed for the various 
operations. 
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Viene descritta dettagliatamente la cura 
della cataratta e di altre malattie oculari 
riella Clinica Oculistica dell ’Ospedale delle 
Missioni H. Holland a Shikarpur (Pakistan 
orientale). L’autore tratta delle malattie e 
delle lesioni osservate, degli anestetici im- 
piegati, delle techiche chirurgiche per la 
cataratta, la trichiasi, il glaucoma, la dac- 
riocistite, tutti interventi che egli esegue 
con scarsi mezzi, scarsa assistenza e l'uso 
di un’unica lampadina elettrica sostenuta 
da un assistente. Egli sterilizza i ferri con 
l’ebollizione. 1 suoi risultati, tuttavia, sono 
altcrcttanto buoni di quelli ottenuti oper- 
ando in condizioni ideali. 

P.f.SUME 

L’auteur decrit le traitemenl chirurgical 
do la cataractc et celui d’autres afTections 
oculaires traitecs au Henry Holland Mis¬ 
sion Eye Hospital a Shikarpur, Pakistan 
occidental, avcc des moyons et un equipe- 
mcnt rostreints, 11 onumere les afTections et 
lesions soignees, les anesthesiques utilises 
ainsi quo lours nu'thodes d’application. les 
techniques operatoires do la cataractc. du 
trichiasis, du glaucome et do la dacryocy- 
stite, toutes interventions pratiquees a la 
lumiere d'une ampoule electrique main* 
t'uiue par un assistant au*de**us du champ 
operatoire. !/■* instruments sont sterilises 
par ebullition. Malpre que plu*irtir< cen- 
taines <le malades doivent etiv refu*e* 
rliaqiie annee. avant depa**e ]e vta.de de 


ropTrabilite, il < 
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PRITIKIN: OPHTHALMIC SURGERY IK PAKISTAN* 

medades oculares en el Henry Holland 
Mission Eye Hospital de Shikarpur en 
Pakistan Occidental a pesar de la limita- 
cion de material, facilidades y equipos. El 
autor describe las enfermedades y les- 
iones encontradas, los anestesicos emplea- 
dos, los metodos de induccion anestesica 
y la tecnica de operaeion para la catarata. 
la triquiasis, el glaucoma y la dacriocis- 
stitis, todas las cuales han de ser llevadas 
a cabo a la luz de una bombilla electrica 
sostenida a mano por un avudante. Todos 
los instrumentos son esterilizados por cbul- 
licion. A pesar de que cada aho varios cien- 
tos de enfermos no pueden llegar a benefi- 
ciarse de la cirugia por tenor cataratas 
con glaucoma absoluto, es significante el 
hecho de que en aquellos que han sido oper- 
ados se han obtenido tan buenos resultados 
como los que se obtienen donde son posi- 
bles las condiciones ideales nmdernas. 

Zl'SAM M EN PASSUKG 

Es liegt cine detaileierte Beschreibung 
(hr chirurgischen Behandlung des Kata- 
rakts und anderer Augenerkrankungen 
vor, v.ie sie ini Henry-IIolland-Mis-dons- 
Augenkrankenhaus in Shikarpur, West- 
I’akistan unter grosser Beschrankung von 
Hilfsmitteln. Krankenhau«material und 
Apparaiuren ausgefuhrt wurde. Her Ver- 
favver bericht< t uber die Krankheiton und 
Verletzungen, die zur Behandlung kanum. 
uber die vitv. eiideten Ana*th'‘tika. di*' 
Mvthodi-n der Einleitung der Ana-th,**- i* 
und ui» r die Operation*!* chnik bi* m Kat- 
t.Takt b.'i Trichi:.*b. bi* m 11!:.*;! <*m m.*' 
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through it. The sac itself is not stitched. 
The edges of the skin are accurately sewn 
together with interrupted cotton sutures. 
A firm pad and bandage are applied. The 
dressing is changed every two days. The 
sutures are removed on the sixth day after 
the operation. 

In these various operations, an assistant 
holds an electric light over the eye to be 
operated upon. All instruments are boiled, 
cutting as well as non-cutting. In the mat¬ 
ter of preoperative preparation, it has 
been the experience of this clinic that con¬ 
junctivitis, dacryocystitis and pyorrhea 
are contraindications to cataract extrac¬ 
tion. Trachoma unaccompanied by purulent 
conjunctivitis is not dangerous. All eyes 
are thoroughly irrigated with 1:2,000 
mercury bichloride solution immediately 
prior to the operation, and the contents 
of the meibomian glands are thoroughly 
squeezed out. The operative results have 
been just as good with trachoma patients. 
A glaucomatous eye with early cataract is 
handled as follows: An iridencleisis is per¬ 
formed at 6 o’clock, so that the regular 
iridectomy may be performed at 12 o’clock 
when the cataract extraction is finally 
performed. When the cataract knife is in¬ 
serted into the glaucomatous eye it is 
passed across the anterior chamber, and a 
bleb of aqueous fluid is permitted to form 
on the opposite side, under the conjunctiva, 
before the incision is completed through 
the conjunctiva on the opposite side. This 
enables the tension to be relieved gradu¬ 
ally, thus preventing dislocation of the 
lens. The extracapsular extraction is per¬ 
formed on one-eyed patients, patients of 
the plethoric type—that is, patients with 
large, bulging eyes—and patients with 
glaucomatous cataract. On all other pa¬ 
tients the intracapsular extraction is per¬ 
formed. If the lens becomes dislocated 
after incision, the operation is frequently 
completed by a regular Smith type of 
lens knife expression. This is done as 


follows: The spring speculum is inserted. 
The cataract knife is inserted into the 
anterior chamber and held at right angles 
to the cornea until it has pierced all layers. 
The handle of the knife is then lowered 
until it occupies a horizontal position. It 
is next carried across the anterior cham¬ 
ber, the section being completed at the 
corneoscleral juncture. No conjunctival 
flap is made, and no sutures of any kind 
are used. The iris is then grasped with 
the iris forceps and quickly cut with De- 
wecker iris scissors. The spring speculum 
is next removed; the upper lid is lifted 
forward on a blunt hook retractor, and 
the lower lid is held back by the fingers 
of an assistant. Loosening of the zonular 
fibers and expression of the lens are ac¬ 
complished by use of the blunt tip of a 
curved hook and a wide, flat spatula. 
Should vitreous present, the operation is 
immediately terminated by placing the 
spatula under the lens and extracting it. 
Should a dislocated lens fall into the vitre¬ 
ous, it is removed immediately with a 
vectis, or hollow spoon. Patients who have 
undergone extrascapular extractions are 
dressed for the first time on the third day, 
those who have undergone intrascapular 
extraction, on the fifth day. In uncompli¬ 
cated cases the patients are discharged on 
the tenth day. 

One must not fail to mention that each 
year several hundred patients are turned 
away because they are beyond help. The 
diagnosis in these instances is cataract 
with absolute glaucoma. 

A significant fact for the ophthalmic 
surgeon is that, in spite of the tremendous 
number of patients handled under handi¬ 
capped conditions, the number of opera¬ 
tions that turn out badly is no greater 
than among patients cared for under the 
most “ideal” conditions. This demonstrates 
that, if technic is carefully adjusted to 
field conditions, excellent results may be 
obtained. • 
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Orthopedic Surgery 


Treatment of Colies' Fracture 

A. P. GUTTMAX. M.D., F.R.C.S. 'Edin.i, F.I.C.S. 

WINNIPEG, MANITOBA, CANADA 


The author describes the history, 
incidence, diagnosis, roentgen as¬ 
pects and treatment of Cclles' frcc- 
ture, which, in his opinion, is one of 
the most frequently mishandled of 
all fractures despite its common oc¬ 
currence. It should be reduced cs 


A BRAHAM Colles first described the 
fracture associated with his name 
1 in the “Edinburgh Medical and 
Surgical Journal” (cited by Watson- 
Jones’) in 1814. The fracture occurs in 
the distal end of the radius, within 1 inch 
(2.3 cm.) of the wrist joint, and extends 
through the whole thickness of the shaft, 
with backward displacement of the distal 
fragment. In addition, there are displace¬ 
ment and tilting of the distal fragment to 
the radial side, with rotation in supination, 
and the fragments are impacted. There 
may he secondary fracture lines extending 
into the wrist joint. Often there is an 
associated fracture of the ulnar styloid 
process, 

hirith nr ,,—The (’olles fracture is con¬ 
sidered second iri order of frequency to 
fracture of the clavicle. It may fccur at 
any age but is especially common in per¬ 
sons pest middle age. whose hones are 
weakened by rarefactive changes. 

It usually due t<> a fa'! on the oat- 
■tr< tclu d and pronated palm, which drive- 
the hand hickward and to the radial side. 
I,'--- frtquen’U it o,cur- a- a backfire 


early as possible and the reduction 
thoroughly tested fer soundness and 
permanence. He recommends in¬ 
travenous pentolhal as an anesthetic 
agent, although in some cases he 
employs 1 to 2 per cent procaine 
hydrochloride or brachial block 
anesthesia. His technic of handling 
this fracture, as well cs the care of 
the patient in the postoperative state, 
is described in detail. Complications, 
such as circulatory impairment, rc- 
cisplacement cl the fracture, rupture 
cf fhc- extender pcllicis longur, ten 
cen, Sudcck's atzephy. the carpal 
tunnel syndrome end arthritis ere 
also discussed. In the treatment c! 
Colter' fracture, pkysizth< rcr.v :r 
less important than !Iw ur e! active 
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rotated along its longitudinal axis, or (4) 
translated parallel to its longitudinal axis. 

The backward and upward displacement 
of the distal radial fragment results in a 
disruption of the inferior radioulnar joint. 
If the displacement is marked the ulnar 
styloid is frequently fractured, owing to 
strain exerted through the ulnar collateral 
ligament. 

Diagnosis .—In the typical case with 
displacement, the deformity produced by 
the upward and backward displacement 
of the distal radial fragment can be seen 
and palpated, with a depression at its up¬ 
per edge; the lower end of the proximal 
fragment forms a prominence on the volar 
aspect of the wrist, filling the anterior 
hollow. The relative levels of the radial 
and ulnar styloid processes are always 
altered, the radial styloid being at the 
same level as the ulnar styloid, or higher 
whereas normally it is 14 to % inch (0.6 to 
1.2 cm.) lower than the ulnar styloid. The 
line of fracture is extremely tender, and 
there is tenderness over the ulnar styloid 
or attachment of the ulnar collateral liga¬ 
ment to it. In fractures without displace¬ 
ment, all these signs may be absent except 
swelling and tenderness localized to the 
fracture site. 

Roentgen Examination .—The importance 
of roentgen examination of all suspected 
fractures of the wrist must be emphasized; 
complicating injuries, such as scaphoid 
fractures and dislocations, can be recog¬ 
nized and appropriately treated. Roentgen¬ 
ograms should be taken in both anteropos¬ 
terior and lateral views. In the normal 
wrist the radial styloid lies 14 to V? inch 
(0.6 to 1.2 cm.) below the ulnar styloid and 
the radial and ulnar articular ends form a 
smooth concavity. In the lateral view the 
articular surface of the radius faces an¬ 
teriorly about 5 to 10 degrees as well as 
distally. 

Anesthesia .—I have found intravenous 
pentothal very satisfactory and use it al¬ 


most routinely. Occasionlly I employ either 
local anesthesia, with 1 to 2 per cent pro¬ 
caine hydrochloride into the fracture 
hematoma, or brachial block anesthesia. 

Treatment .—In addition to being one 
of the commonest fractures. Colles’ is 
also one of the most frequently mishan¬ 
dled. It is very often treated as a minor 
fracture, without adherence to the princi¬ 
ples of fracture treatment, and after two 
or more attempts at reduction the residual 
deformity is accepted by the surgeon and 
the fracture immobilized, with resultant 
disability. 

Reduction of the fracture should be done 
as soon as possible. Many methods of re¬ 
duction have been employed; one com¬ 
monly employed is the maintenance of 
strong traction for a few moments, after 
which the hand and the distal fragment 
are forced into hyperextension to break 
up the impaction. This is followed by 
manipulation. Often this does not disim- 
pact the fragments; it may result in in¬ 
creased trauma with swelling, and a good 
reduction is not obtained. After a recheck 
by the fluoroscopic or roentgen examina¬ 
tion, further manipulation is attempted. 
One is then often inclined to accept as 
satisfactory the reduction obtained, which 
may not be satisfactory from the anatomic 
and functional points of view. 

Carothers and Boyd 3 stated: “We feel 
that strong traction in the longitudinal 
axis of the radius is an adequate means of 
overcoming radial impaction and dorsal 
displacement though a certain amount of 
moulding may be necessary to complete 
the reduction.” They employ the “finger 
trap” introduced by Caldwell (cited by 
Carothers and Boyd), which is applied to 
the thumb and a cord with the desired 
amount of traction. After five to fifteen 
minutes of traction fluoroscopic examina¬ 
tion is made, and, if reduction is not 
complete, manipulation and moulding usu¬ 
ally effect a satisfactory reduction. They 
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prefer the vertical to the horizontal posi¬ 
tion of the forearm (luring traction. 

In my experience, traction and counter¬ 
traction for a minimum period of ten min¬ 
utes is the simplest method of overcoming 
impaction of the fragments and tension of 
the muscles of the forearm. When rivo as¬ 
sistants are available, one applies counter¬ 
traction to the lower part of the arm above 
the elbow, flexed at 00 degrees, avoiding 
direct pressure to the brachial artery, 
while the surgeon applies traction to the 
thumb and little finger, the pull of trac¬ 
tion and countertraction being steadily 
applied. No great pulling force is neces¬ 
sary. One repeatedly observes that the 
bony deformity disappears as a result 
(When only one assistant is available, 
countertraction may be applied by a band 
around the lower part of the arm over an 
abdominal pad and fastened to a hook in 
the wall or other convenient object.) After 
the ten-minute period of traction and 
counter!radiort the second assistant takes 
over the traction and the surgeon, after 
studying the roentgenograms, manipulates 
the fracture. Traction and countertraction 
are maintained during manipulation, with 
subsequent application of planter of paris. 

1 employ the maneuver of Sir Robert Jones 
to complete reduction. In reducing a right 
Collet fracture the surgeon faces the pa¬ 
tient. place 1 - hi* right hand with the 
thenar < minence again*} the projecting 
lever end «f the -haft of the radio* o n 
\olai ;.*]"(! of the \\ri*t, v.hich i* in mid- 

1 it «ill *i1 i 4 h!. i „ i 


a result of the continued traction and 
countertraction the fracture is readily dis- 
impacted, and with the manipulation as 
outlined no great force is required. No 
added trauma is superimposed, and post¬ 
reduction swelling is minimal. I prefer to 
reduce the fracture as soon as possible 
after the injury. The object of treatment 
should be complete restoration of the nor¬ 
mal anatomic configuration. 

Fluoroscopic study is not employed dur¬ 
ing reduction of a Colles’ fracture. By the 
aforedescribed procedure a good anatomic 
reduction is obtained without exposure of 
the surgeon to unnecessary irradiation, 
with its possible dangers. 

Tcfsis of Reduction :—Immediately after 
reduction, the following clinical tests are 
applied: 

1. The deformity must have disappeared. 

2. The radial styloid process must be 
] /i to 1 1> inch (0.6 to 1.2 cm.) distal to the 
ulnar styloid. 

3. The wrist can be flexed to almost a 
right angle without effort. 

A. Palpation must reveal the smooth 
concavity of the anterior surface of the 
lower end of the radius. 

After satisfactory reduction is obtained, 
the hand is deviated ulnarward in the 
“pistol-shot position," in the neutral posi¬ 
tion or in slight flexion in midpronation, 
and an unpadded pla*tor of pari* three- 
quarters ca*t i* appliul a* follow*: 
p!a*tor *plint con*i*ting of *i\ layej * of 
6-inch ur> cm.) plaster f(iyp-ona) p an- 
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toires, deplacement secondaire des frag¬ 
ments osseux, dechirure du long extenseur 
du pouce, atrophie de Sudeck, syndrome 
du canal carpien, arthrite). Les exercices 
digitaux que le blesse doit apprendre a ef- 
fectuer ont plus d’importance dans le 
traitement de la fracture de Colies que la 
physiotherapie. 

RIASSUNTO 

L’autore descrive gli aspetti stotici, 
diagnostici e radioligici della frattura di 
Colies, che—secondo lui—e una delle frat- 
ture che piu spesso vengono curate male 
nonostante la sua frequenza. Essa deve 
essere ridotta il piu presto possibile e la 
riduzione deve essere mantenuta con cura 
e saldamente. Si deve usare, come anes- 
tetico, il entotal endovena, e in qualche 
caso il blocco novocainico brachiale. Des¬ 
crive dettagliatamente la sua tecnica di 
trattamento della frattura e i provevedi- 
menti post-operatori necessari; elenca an- 
che le complicanz e quali i disturbi circol- 
atori, lo spostamento secondario dei fram- 
menti, la rottura del tendine dell ’estensore 
lungo del pollice, l’atrofia di Sudeck, la 
sindrome del tunnel del carpo e l’atrofia 
secondaria. 

Nelle cura della frattura di Codes la 
fisioterapia e meno importante delli eser- 
cizi attivi di mobilizzazione delle dita. 

RESUMEN 

El autor describe la historia, frecuencia, 
diagnostico, aspecto radiologico y trata- 
miento de la fractura de colles, que en su 
opinion es la mas frecuentemente tratada 
equivocadamente a pesar de su incidencia. 
Deben ser reducidas lo antes posible y la 
reduccion debe ser bien controlada. Rec- 
omienda como anestesico el Pentotal in- 
travenoso aimque en algunos casos emplea 
como anestesico el plexo braquial o el ho- 
drocloruro de procaina. 

Describe en detalle su tecnica para la re¬ 
duccion de las fracturas asic omo los 


cuidados de los eni'ermos durante el post- 
operatorio. Tambies se ocupa en el trabajo 
de les complicaciones tales como los tras- 
tornos circulatorios, el redesplazamiento 
de las fracturas, la rotura del extensor 
largo del pulgar, la atrofia de Sudeck. el 
sindrome del tunel carpiano y la artritis. 

En el tratamiento de la fractura de 
codes tiene mucha mas importancia el uso 
activo de los musculos de la articulacion 
afectados que la fisioterapia. 

ZUSAMMENFASSUNG 

Der Verfasser beschreibt die Geschichte, 
die Hiiufigkeit, die Diagnose, die Rontgen- 
befunde und die Behandlung der typischen 
Radiusfraktur, die er trotz ihres haufigen 
Vorkommens fur die am haufigsten miss- 
handelte aller Frakturen halt. Der Bruch 
sollte so friih wie moglich eingerichtet und 
die Stellung der Fragmente sorgfaltig auf 
Korrektheit und Dauerhaftigkeit gepriifi: 
werden. Zur Anasthesie empfiehlt er die 
intravenose Verabfolgung von Pentothal, 
obwohl er gelegentlich auch ein- bis zwei- 
prozentige Novocaineinspritzungen oder 
eine Umspritzungsanasthesie des Brachial- 
nerven verwendet. Seine Behandlungstech- 
nik un die Versorgung des Kranken nach 
dem Eingriff werden in ihren Einzelheiten 
beschrieben. Ferner werden Komplika- 
tionen wie Kreislaufstorungen, Verschie- 
bung der Fragmente, Riss der Sehne des 
langen Daumenstreckers, Sudecksche At¬ 
rophie, das karpale Tunnelsyndrom und 
Arthritis erortert. Physiotherapeutische 
Massnahmen sind zur Behandlung der 
typischen Radiusfraktur nicht so wichtig 
wie die Durchftihrung aktiver Fingerii- 
bungen seitens des Patienten. 
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Le Probleme de la Reparation des 
Tendons Flechisseurs 

(Problem of Repair of the Flexor Tendons) 

MARC 1 SELIN, M.D., F.I.C.S.. ft J. RASSOT. M.D. 

PARIS. FRANCE 


M ALGRE le nombre de publications 
optimistes, malpre les soi disant 
perfectionnements des techniques, 
malfrre !es details souvenl contradicloires 
auxquels les chirurpiens qui travaillent 
particulieremcnl la question, attribuent 
leurs boils resultats, il reste a notre avis 
indiscutable que. malqre tons les efforts, 
nous n’avons pas encore trouve la solution 
du probleme de la reparation des tendons 
flechis«eurs des doijrts. 

Si la question etait resolue. nous dev- 
rions obtenir Ires rapidement et de m;i- 
niere quasi habituelle, le retour de niouve- 
ineut de flexion--extension dans les doijrts 
nperes—nous devrions savior le pourqtioi 
d''~ '•cher- <t le pnurquoi des suco’-s. Or 
noils M>ni tiles ac’nellenient ties Inin de la; 
l‘"iir diirurri* ns les pin- experiments, 
la nieme op. ration faite dans des condi¬ 
tions idi ntiqiii" pent ,itis-j him amener un 


Repair ol the llexor tendons is a 
somewhat controversial subject, 
largely because of the question 
whether it is best accomplished by 
grafting or by suturing. In the au¬ 
thor's opinion this question is large¬ 
ly academic. Repair by either method 
depends lor its success upon two 
points: the solidity ol the tendons, 
and their mobility. The solidity ol 
the tendons, or the lack thereof, rep¬ 
resents a technical problem, depend¬ 
ent on the quality and the nature ol 
the grafts or sutures: their mobility, 
on the other hand, poses a biolooic 
problem. Suturing can be successful 
only with a fresh lesion: otherwise the 
aicttina technic is indicated. What¬ 
ever the technic employed, and how¬ 
ever skilled the suraeon. i! is. srill irr. 
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toires, deplacement secondaire des frag¬ 
ments osseux, dechirure du long extenseur 
du pouce, atrophie de Sudeck, syndrome 
du canal carpien, arthrite). Les exercices 
digitaux que le blesse doit apprendre a ef- 
fectuer ont plus d'importance dans le 
traitement de la fracture de Colles que la 
physiotherapie. 

RIASSUNTO 

L’autore descrive gli aspetti stotici, 
diagnostici e radioligici della frattura di 
Codes, che—secondo lui—e una delle frat- 
ture che piu spesso vengono curate male 
nonostante la sua frequenza. Essa deve 
essere ridotta il piu presto possibile e la 
riduzione deve essere mantenuta con cura 
e saldamente. Si deve usare, come anes- 
tetico, il entotal endovena, e in qualche 
caso il blocco novocainico brachiale. Des¬ 
crive dettagliatamente la sua tecnica di 
trattamento della frattura e i provevedi- 
menti post-operatori necessari; elenca an- 
che le complicanz e quad i disturbi circol- 
atori, lo spostamento secondario dei fram- 
menti, la rottura del tendine dell ’estensore 
lungo del pollice, l’atrofia di Sudeck, la 
sindrome del tunnel del carpo e l’atrofia 
secondaria. 

Nelle cura della frattura di Codes la 
fisioterapia e meno importante delli eser- 
cizi attivi di mobilizzazione delle dita. 

RESUMEN 

El autor describe la historia, frecuencia, 
diagnostico, aspecto radiologico y trata- 
miento de la fractura de codes, que en su 
opinion es la mas frecuentemente tratada 
equivocadamente a pesar de su incidencia. 
Deben ser reducidas lo antes posible y la 
reduccion debe ser bien controlada. Rec- 
omienda como anestesico el Pentotal in- 
travenoso aunque en algunos casos emplea 
como anestesico el plexo braquial o el ho- 
drocloruro de pi’ocaina. 

Describe en detalle su tecnica para la re¬ 
duccion de las fracturas asic omo los 


cuidados de los enfermos durante el post- 
operatorio. Tambies se ocupa en el trabajo 
de les complicaciones tales como los tras- 
tornos circulatorios, el redesplazamiento 
de las fracturas, la rotura del extensor 
largo del pulgar, la atrofia de Sudeck, el 
sindrome del tunel carpiano y la artritis. 

En el tratamiento de la fractura de 
codes tiene mucha mas importancia el uso 
activo de los musculos de la articulacion 
afectados que la fisioterapia. 

ZUSAMMENFASSUNG 

Der Verfasser beschreibt die Geschichte, 
die Haufigkeit, die Diagnose, die Rontgen- 
befunde und die Behandlung der typischen 
Radiusfraktur, die er trotz ihres haufigen 
Vorkommens fiir die am haufigsten miss- 
handelte aller Frakturen halt. Der Bruch 
sollte so friih wie moglich eingerichtet und 
die Stellung der Fragmente sorgfaltig auf 
Korrektheit und Dauerhaftigkeit gepruft 
werden. Zur Anasthesie empfiehlt er die 
intravenose Vei-abfolgung von Pentothal, 
obwohl er gelegentlich auch ein- bis zwei- 
prozentige Novocaineinspritzungen Oder 
eine Umspritzungsanasthesie des Brachial- 
nerven verwendet. Seine Behandlungstech- 
nik un die Versorgung des Kranken nach 
dem Eingriff werden in ihren Einzelheiten 
beschrieben. Ferner werden Komplika- 
tionen wie Kreislaufstorungen, Verschie- 
bung der Fragmente, Riss der Sehne des 
langen Daumenstreckers, Sudecksche At¬ 
rophie, das karpale Tunnelsyndrom und 
Arthritis erortert. Pli,ysiotherapeutische 
Massnahmen sind zur Behandlung der 
typischen Radiusfraktur nicht so wichtig 
wie die Durchfiihrung aktiver Fingerii- 
bungen seitens des Patienten. 
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Tendons Flechisseurs 

(Problem of Repair of the Flexor 1 ewlons) 

MARC ISELIN, M.D.. F.I.C.S.. et J. RASSOT. M.D. 
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M ALGltft le nombre de publication? 
optimistes, malgre le? ?oi disant 
pcrfectionnements de? technique?, 
mulpre les details souvent contradictoire? 
attxquels le? ehirurpiens qui travaillent 
particulierement la question, attribuent 
leu rs bons resultats, il reste a notre avis 
indisputable quo, niaR r re tou? le? effort?, 
non? n’avon? pas encore trouve la solution 
du probleme de la reparation des tendon? 
ileehisMMir? de? doipts. 

Si la question etait resoUie. nous dev- 
non? obtenir 1 res rapidement et de nia- 
tiiere quasi habitiiello, le ret our de mouve- 
ment de flexion—extension dans les doiptx 
opin’'—iiou? devrinn- savior le pourquoi 
des ecbet's et 1(‘ poUI'<|U<>i (](■< slJrCeS. Or 
nous sutnmes ac'uellemeut trb- loin <1«* lit; 
l>our le- cbinirfi. ns les plus expirinu-ntes. 
la name ('pi-ratinn faitc dans des condi¬ 
tions idrntiqtie* poet aiis-i bim aniener tin 
*U(rr* qii’nn ichor. -.vis (jin- rii 1’un ni 


Repair ol the flexor tendons is a 
somewhat controversial subject, 
largely because of the question 
whether it is best accomplished by 
grafting or by suturing. In the au¬ 
thor's opinion this question is large¬ 
ly academic. Repair by cither method 
depends ior its success upon two 
points: the solidity of the tendons, 
and (heir mobility. The solidity of 
the tendons, or the lack thereof, rep¬ 
resents a technical problem, depend¬ 
ent on the quality and the nature of 
(he grafts or sutures: their mobility, 
on the other hand, poses a biologic 
problem. Suturing can be successful 
only with a fresh lesion: otherwise the 
crafting technic is indicated. V,'hat- 
eve: the technic employed, cr.d how¬ 
ever skilled the surcecr., if is still im 
porcibk to predict the result c! the 
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toires, deplacement seeondaire des frag¬ 
ments osseux, dechirure du long extenseur 
du pouce, atrophie de Sudeck, syndrome 
du canal carpien, arthrite). Les exercices 
digitaux que le blesse doit apprendre a ef- 
fectuer ont plus d’importance dans le 
traitement de la fracture de Colles que la 
physiotherapie. 

RIASSUNTO 

L’autore descrive gli aspetti stotici, 
diagnostici e radioligici della frattura di 
Colles, che—secondo lui—e una delle frat- 
ture che piu spesso vengono curate male 
nonostante la sua frequenza. Essa deve 
essere ridotta il piu presto possibile e la 
riduzione deve essere mantenuta con cura 
e saldamente. Si deve usare, come anes- 
tetico, il entotal endovena, e in qualche 
caso il blocco novocainico brachiale. Des¬ 
crive dettagliatamente la sua tecnica di 
trattamento della frattura e i provevedi- 
menti post-operatori necessari; elenca an- 
che le complicanz e quali i disturbi circol- 
atori, lo spostamento secondario dei fram- 
menti, la rottura del tendine dell ’estensore 
lungo del pollice, l’atrofia di Sudeck, la 
sindrome del tunnel del carpo e l’atrofia 
secondaria. 

Nelle cura della frattura di Colles la 
fisioterapia e meno importante delli eser- 
cizi attivi di mobilizzazione delle dita. 

RESUMEN 

El autor describe la historia, frecuencia, 
diagnostico, aspecto radiologico y trata- 
miento de la fractura de colles, que en su 
opinion es la mas frecuentemente tratada 
equivocadamente a pesar de su incidencia. 
Deben ser reducidas lo antes posible y la 
reduccion debe ser bien controlada. Rec- 
omienda como anestesico el Pentotal in- 
travenoso aunque en algunos casos emplea 
como anestesico el plexo braquial o el ho- 
drocloruro de procaina. 

Describe en detalle su tecnica para la re¬ 
duccion de las fracturas asic omo los 


cuidados de los eni'ermos durante el post- 
operatorio. Tambies se ocupa en el trabajo 
de les complicaciones tales como los tras- 
tornos circulatorios, el redesplazamiento 
de las fracturas, la rotura del extensor 
largo del pulgar, la atrofia de Sudeck, el 
sindrome del tunel carpiano y la artritis. 

En el tratamiento de la fractura de 
colles tiene mucha mas importancia el uso 
activo de los musculos de la articulacion 
afectados que la fisioterapia. 

ZUSAMMENFASSUNG 

Der Verfasser beschreibt die Geschichte, 
die Haufigkeit, die Diagnose, die Rontgen- 
befunde und die Behandlung der typischen 
Radiusfraktur, die er trotz ihres haufigen 
Vorkommens ffir die am haufigsten miss- 
handelte aller Frakturen halt. Der Bruch 
sollte so friih wie moglich eingerichtet und 
die Stellung der Fragmente sorgfaltig auf 
Korrektheit und Dauerhaftigkeit gepriift 
werden. Zur Anasthesie empfiehlt er die 
intravenose Verabfolgung von Pentothal, 
obwohl er gelegentlich aueh ein- bis zwei- 
prozentige Novocaineinspritzungen oder 
eine Umspritzungsanasthesie des Brachial- 
nerven verwendet. Seine Behandlungstech- 
nik un die Versorgung des Kranken nach 
dem Eingriff werden in ihren Einzelheiten 
beschrieben. Ferner werden Komplika- 
tionen wie Kreislaufstorungen, Verschie- 
bung der Fragmente, Riss der Sehne des 
langen Daumenstreckers, Sudecksche At¬ 
rophie, das karpale Tunnelsyndrom und 
Arthritis erortert. Physiotherapeutische 
Massnahmen sind zur Behandlung der 
typischen Radiusfraktur nicht so wichtig 
wie die Dui’chfiihrung aktiver Fingerii- 
bungen seitens des Patienten. 
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Section en Francais 


Le Probleme de la Reparation des 
Tendons Flechisseurs 

(Problem of Repair of the Flexor Tendons) 
MARC ISELIX. M.U.. F.I.C.R.. kt .1. BASSOT. M.D. 

PART?. FRANCE 


M A LG Hit le nombre de publications 
optimistes, malpre les soi disant 
perfectionnements des techniques, 
malpre les details souvent contradictoires 
auxquels les chirurpiens qui travaiilent 
parliculierement la question, attribuent 
leurs lions resnltats, il reste a notre avis 
indiscntable quo. malpre tons les efforts, 
nous n'avon« pas encore trouve la solution 
du probleme de la reparation des tendons 
(lechi^eurs des doipts. 

Si la question etait resolue, nous dev- 
rions obtenir tres rapidement et de ma- 
niere quasi babituelle, le retonr de motive* 
ment de lle\ion--extension dans les doipts 
ojieres—nous devrioiis savior le pourquoi 
de. echoes it le pourquoi des mjcccs. Or 
imiis summes ac'nellernent tres loin de la; 
pour le-- ebirurpii rjs les plio c\,porinvrit«'-.. 

1 .•'... e,.n._ !. .. .! .i* 


Repair of the flexor tendons is a 
somewhat controversial subject, 
largely because of the question 
whether it is best accomplished by 
grafting or by suturing. In the au¬ 
thor's opinion this question is large¬ 
ly academic. Repair by cither method 
depends lor its success upon two 
points: the solidity of the tendons, 
and their mobiliiy. The solidity of 
the tendons, or the lack thereof, rep¬ 
resents a technical problem, depend¬ 
ent on the quality and the nature of 
the grafts or sutures; their mobility, 
on the other hand, poses a biologic 
problem. Suturing can be successful 
only with a fresh lesion; otherwise the 
QTcftinc technic is indicated What. 
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—le probleme est mal pose, car on le 
considere comme d'ordre mecanique et l’on 
cherche sa solution dans des details de 
technique alors qu’il est d’ordre essentiel- 
lement biologique. 

A. Quelques idees trop theoriques, ge- 
nercdement adinises. 

1 ) La greffe est meilleure que la suture 
Tous les chirm-glens de ma generation 
ont vecu (et beaucoup vivent encore) sur 
ce postulat que l’echec de la suture ten- 
dineuse vient de ce que seule adhere la 
ligne de suture. Ils croient que si eette 
adherence se fait au milieu d’elements 
souples comme a la paume de la main et 
au poignet, elle est sans importance et les 
resultats sont bons. Si par contre elle se 
fait au niveau du canal digital, la ou le 
tendon coulisse tres exactement dans un 
canal osteo-fibreux, l’adherenee equivaut a 
un blocage et signe l’echec. De la 1’idee 
sur laquelle etaient basees toutes les tech¬ 
niques dites modernes, de ne pas faire de 
suture a ce niveau et d’utiliser une greffe 
qui a I’avantage theorique de reporter les 
sutures aux deux extremites, la oil 
1’adherence est sans importance. 

Malheureusement, si au point de vue 
mecanique, cette conception est admissible, 
au point de vue biologique, elle est absolu- 
ment illusoire, car une greffe pour vivre 
est rehabitee par la peripherie, de meme 
que les sutures pour etre solides, doivent 
etre reparees par un processus periphe- 
rique. 

Par nos travaux histologiques avec 
LaFaury s nous avons montre: 

—que le tendon sectionne degenerait sur 
une longueur parfois tres grande et qu’il 
se transformait en tissu conjonctif cicatri- 
ciel banal, pas toujours en son centre, mais 
toujours a sa peripherie. 

—que la reparation se faisait par la 
peripherie, c’est a dire par la gaine syno- 
viale qui presente alors un caractere tout 
a fait original. A 1’etat normal, elle est 


un organe de glissement. Apres section, 
elle devient un organe de reparation. 

La reparation est essentiellement peri- 
pherique que ce soit pour le tendon simple- 
ment suture ou bien que ce soit pour une 
greffe interposee entre la phalangette et 
1’origine du lombi-ical. La reparation 
axiale n’est qu’une vue de 1’esprit, comme 
le prouvent: 

a) certaines de nos reinterventions qui 
des le 15 eme jour ont montre que la greffe 
etait entierement enveloppee par une 
couche conjonctive qui la bloquait com- 
pletement. 

b) par les essais que nous avons fait 
d’engainement des sutures dans du Poly¬ 
ethylene, sutures qui ont toutes desuni, 
car, a la reintervention on constatait qu’il 
n’y avait eu aucun processus de repara¬ 
tion axial. 

c) par les etudes experimentales de 
Teneff et Fonda, Jc de Skoog et Persson ,r ' 
sur la revascularisation des greffes dans 
le tendon d’Achille du chien, qui se fait 
d’abord perpendiculairement a partir de 
la peripherie pour, apres le 15 cme jour, 
s’orienter progressivement longitudinale- 
ment arrivant en deux mois environ, a re- 
trouver la structure longitudmale du ten¬ 
don normal. 

2) Les adhereuces resultcnt de defauts 
de technique 

C’est une erreur absolue; et de nos tra¬ 
vaux, ilresultequeles adherences changent 
completement de signification. Ellas ne 
constituent has un accident fortuit, evitable, 
que l’on peut et doit eviter par des per- 
fectionnements technique ou par une ma- 
niere particuliere d’operer (technique dite 
atraumatique). Elies representent un ele¬ 
ment indispensable a la reparation ten- 
dineuse: ou bien le tendon est repare, la 
greffe est revascularisee mais au prix des 
adherences. Ou bien, il n’y a pas d’adhe- 
rence et la reparation ne se fait pas. 

Ces simples faits changent complete¬ 
ment la position du probleme de la repara- 
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tion des tendons flechisseurs chezl’homme: 
h difficulta n’e.sf pns d’eviter les adhe¬ 
rences: la difficvlle est d’assurer la libe¬ 
ration da ccllas ci. Et c’est la, oil les re- 
sultats experimentaux ne peuvent etre 
compares aux resultats clinique car, si 
chez l'animal, la liberation des adherences 
se fait habituellement et progressivement 
un mois apres la reparation, chez l'homme 
il n’en va de mime que tres irreguliere- 
ment. Lorsque les adherences se liberent, 
on obtienl un succes: si elles persistent, 

1' echec est manifesto. 

Malheureusemenl cette liberation est 
imprdvisible et nous ne savons pas com¬ 
ment en gouverner revolution. Nous som- 
mes dans la situation d’architectes qui 
avant construit une maison grace a des 
echafaudagcs, ne savent pas comment faire 
disparaitro ceux ci, sauf en les laissant 
crouler. 

La liberation des adherences est im- 
previsible, car lour etendue. leur impor¬ 
tance et leur solidite varicnt d' un cas a 
1’ autre. Les reintervent inns le montrent 
bien: dans le.-, memos conditions de tech¬ 
nique. ceriaines adherences sont discretes, 
d’autres coii'-tituent une mas-e envahis- 
sante qui enplobe ton*- le< tis-uis peri ten- 
dineuv. ciepuis J'o* jii'.qu* a la peau. Scute- 5 
des variations per.*onm‘lle» d’un blcsse ii 
1'autre peuvent evpliqtn-r ces differences. 

!/•>; adherence* .sont en sommc du 
!is-ii (onionctif cieatriciel: maL si le con- 


soit a la fois solide et mobile. La solidite 
est le probleme primordial car sans elle la 
mobilite n’est pas possible. Mais la reci- 
proque n’est pas vraie car un tendon so¬ 
lide n’est pas forcement mobile, malheu¬ 
reusement. 

De ces deux problemes, celui de la mo¬ 
bilite n’est pas d’ordre technique: il est 
d’ordre biolopique et sa solution nous 
echappe. Par contre celui de la solidite 
est au contraire d’ordre purement tech¬ 
nique et la valeur de l’acte chirurgical 
influe beaueoup sur lui. Or il v a deux 
causes d'echecs qu'il faut savoir reconnoi¬ 
tre: les echecs par desunion et les echoes 
par blocage. La desunion est plus fre- 
quente qu’on ne le croit: elle se manifeste 
lorsque Ic doipt repare est en extension. 
Le blocage se recommit ii ce que le doipt 
est reste dans l’attitude de flexion qu’il 
avait h la fin de l’operation et qui a etc 
maintenue par l’appareillape: mais la 
flexion volontaire dans les phalanges est 
neplipeable. Par consequent la qunlite de 
la technique conserve son importance, mais 
elle se manifeste surtout dans la solidite 
de la reparation. 

2 ) Mdritrs com jinn's dr la suture rt dt 
In firi fir. 

La discussion sur la reparation par su¬ 
ture on par prefTe e*t a nos yeux purement 
academiquo. 11 n’y a aucune raison bio* 
logique de preferer la prefTe h la suture: 
par con-<* 0 uent il ll’v a atirtme roisfin ■> 
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Dans les operations secondaires et a plus 
forte raison dans les operations tardives, 
la degenerescence des extremites tendi- 
neuses, la retraction museulaire ne permet- 
tent plus une approximation normale, sans 
traction, des extremites sectionnees. La 
greffe est alors obligatoire mais elle ne 
peut etre constitute par un simple pontage 
qui aboutirait necessairement a l’echec: 
elle doit s’etendre depuis 1’insertion du 
lombrical a la main jusqu’a la phalangette, 
au doigt, condition admise par tous, pour 
l’obtention d’lin pourcentage honorable de 
resultats. 

3) Date de la mobilisation 

Les constatations biologiques que nous 
avons exposees montrent bien 1’inutilite 
de la mobilisation precoce puisqu’elle est 
obligatoirement freinee par le developpe- 
ment des adherences porte-vaisseaux 
necessaires a la consolidation de la suture 
et a la revascularisation de la greffe. Elies 
monti'ent egalement le peu de danger d’une 
mobilisation avant la 3 eme semaine, date 
etablie experimentalement par Mason et 
ses collaborateurs, 10,11 car elle fixe la con¬ 
solidation du cal tendineux. En effet, du 
fait des adherences obligatoires, la foi'ce 
ne s’exerce que tres peu sur les sutures. 
Pour nous nous commengons la mobilisa¬ 
tion quand les sutures sont completement 
et solidement cicatrisees, c’est a dire du 
12 eme au 15 eme jour. 

4) Possibility d’lin traitement hovmonal 
per et post operatoire- 

Le tendon n’est que du tissu conjonctif 
differencie. 1 ’ -■* Sa reparation obeit neces¬ 
sairement aux commandes neuro-hormo- 
nales, qui dirigent la cicatrisation conjunc¬ 
tive. 

Vue sous Tangle neuro-hormonal, on se 
rend compte de la complexity du systeme 
mis en jeu par la reparation tendineuse. 
Les hormones anaboliques doivent se pre¬ 
senter les premieres et commander a la 
reconstruction du tendon: ensuite des hor¬ 
mones cataboliques doivent presider a la 


destruction de la cicatrice. Mais l’ordre 
d’action de ces hormones est anormal, car 
toujours dans Teconomie, la reparation 
d’une plaie commence par une phase cata- 
bolique puis seulement en second, apparait 
la phase anabolique. 

Pour diriger la formation et la dispari- 
tion des adherences, il faudrait etre pai’- 
faitement au courant de Taction et du 
dosage des produits que nous avons a notre 
disposition: d’une part le groupe STH- 
mineralo corticoides pour Tanabolisme; 
d’autre part le groupe ACTH, cortisone- 
glyco-cortieoi'des, pour 1 e catabolisme. 
Malheureusement, les choses ne sont pas 
si simples et les essais de traitement bio¬ 
logiques que nous poursuivons depuis pres 
de deux ans sont encore loin d’etre con¬ 
cilia nts. 

Nous nous sommes rendus compte que 
1’utilisation des hormones anaboliques etait 
sans interet, car les echecs sont beaucoup 
plus dus aux adherences qu’aux disunions 
(ces dernieres etant attribuables a des 
erreurs de technique). Nous nous sommes 
done cantonnes dans l’utilisation des hor¬ 
mones cataboliques, administrees par voie 
generale et par voie locale. La question 
est en pleine etude, elle sera discutee au 
prochain Congres Frangais de Chirurgie 
Plastique (Septembre 1958) il serait pre¬ 
mature d’en parler ici, car nous n’avons 
encore aucune directive precise et eprouvee 
a presenter. 

Com ment aires 

Ces idees nous ont amene a adopter la 
ligne de conduite suivante: utiliser la su¬ 
ture quand elle est possible, utiliser la 
greffe dans tous les cas ou la suture sans 
traction est impossible. 

Plaies recentes 

Dans les plaies frate lies, nous suturons 
done les tendons sectionnes, mais a deux 
conditions: 

1. ne pas les operer immediatement. 
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niais les operer en urgence clifferee (de¬ 
layed emergency) 

2. lorsqu’il s’a git de plaies siegeant au 
canal digital, les traiter par les techniques 
parliculieres exposant et cousant au mini¬ 
mum les extremites temlineuses rappro- 
chees. 

La notion (Vvraencc. diffcrec est capitale 
a nos yeux; c'est une notion generate' 1 - T 
cjui commando toute la conception moderne 
de l’urgence. c’est a dire de ne pas inter- 
venir avant que le malade ne soit bien 
prepare. Elle trouve a la main une appli¬ 
cation magnifique grace it laquelle nos re- 
sultat actnels sont nettement ameliores. 
l)es (pie le blesse arrive, la main est net- 
tovee, immobilisee et pansee avec une so¬ 
lution d’ammonium quarternaire (cetav- 
lon, biocidan) : on lui administre de la 
penicillino et l’on etablit et corrige si 
bosnin, son bilan humoral. II ne sera 
opere (pie un, deux, memo trois jours 
apres, le pansement renouvele tons les 
jours montrant que la main est absoln- 
tnent propro: I’operation est executee dans 
les meilleures conditions physiques el ma- 
trrielies, par l(‘ ehirurgicn le plus com¬ 
petent disputant de tout le temps et de 
tout le materiel m'cessaire. Le gros argu¬ 
ment eontre le- -uturcs primitives tombe 
ain-i pui-que le danger d’infection post 
operatoin*. name attendee. disparait 
glace a ('<"• precaution-. 

Le- piocMp'- de -uture Mini delicate: il 


un seul point de fil tres fin qui ne serl 
qu’a maintenir 1’approximation. 

Ces deux procedes ont en commun le 
souci de leser au minimum les extremites 
tendineuses. On trouvera leur description 
complete dans notre nouvel atlas de tech¬ 
nique. 

Plaies ancicnnes 

Dans les plaies anciennes, la degeneres- 
cence des extremites tendineuses, la re¬ 
traction musculaire interdisant la suture; 
nous utilisons alors les gretTes minces, 
selon la technique de Pulvertaft, en re- 
inserant d’qbord l’extremite distale stir 
la phalangette par le procede en pull out 
transphalangien trans ungueal de Sterling 
Bunnell et en suturant 1’extremite centrale 
au flechisseur profond. dans la region du 
lombrical, par transfixion comme le fait 
Pulvertaft. 

Snilrs opi’rntoirrs 

La mobilisation est commence vers le 
12 rmr -15 rr, ’ r jour au plus lard, mnis pas 
avant que les sutures cutanees ne soient 
parfaitement cicatrisees. C’est de celle-ci 
(pie depend le succes ou l’ecbec: en cas de 
sticces, la llexion volontaire des phalanges 
lie cesse do progresser. 

En cas d’echec, il faut en distinguer la 
cause pour pouvoir la traitor, 

s'il s’a nit <VSch<r par (/(Viniion, le doigt 
<pii avait etc mis en flexion Jegore au cours 
de l’opi’ration se trouve en exten-ion. 
Inutile alors de poursuivre indetiniment 
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extension continue par James d’acier tres 
souples selon un appareillage decrit par 
LeVame 0 qui permet en meme temps la 
flexion active de la reeducation. Nous re- 
cuperons ainsi un certain nombre d’echecs 
tres rapidement. 

Si 1’extension continue echoue malgre 
le traitement hormonal que nous lui ad- 
joignons, il reste la ressource d’un deblo- 
cage chirurgical par tenolyse. 1 - Grace a 
cette operation on augmente encore le 
nombi’e des succes a condition que le blo- 
cage siege devant la premiere phalange, 
c’est a dire, au maximum a la base du 
doigt. Si le blocage siege a la deuxieme 
phalange la liberation du tendon est com- 
pliquee par la retraction cutanee qui est 
constante et pose pour finir de delicats 
problemes de fermeture. 

On voit done les differents avantages de 
la suture quand elle est possible: ses re- 
sultats ne sont pas plus mauvais que ceux 
de la greffe, mais ils sont acquis avec un 
gain de temps extremement precieux: en 
cas d’echec par blocage, la tenolyse est 
relativement facile et donne de beaux 
succes; en cas d’echec par desunion il est 
possible de reprendre 1’operation en utili- 
sant une greffe. 

RESUMfi 

1. A I’heure actuelle, il est encore im¬ 
possible de prevoir les resultats d’une re¬ 
paration tendineuse des flechisseurs, 
quelque soit la technique employee, meme 
par le chirurgien le plus qualifie. 

2. Pour bien comprendre la position de 
ce probleme, il faut realiser qu’une repara¬ 
tion postule deux conditions: la solidite 
et la mobilite du tendon repare. 

La solidite est un probleme technique, 
dependant de la qualite et de la nature des 
sutures ou des greffes. 

La mobilite est un probleme biologique, 
celui de la liberation des adherences, qui 
ont servi a reparer le tendon. En effet 


le cal fibreux unitif se reconstitue par la 
Peripherie et non par bout a bout. 

3. I/adherence n’est pas un accident 
evitable par des precautions et artifices 
techniques: elle represente un processus 
normal, indispensable a la reparation de 
la suture ou a la revascularisation de la 
greffe. Toute la question est d’obtenir la 
disparition de ces adherences, une fois 
qu’elles ont rempli leur role constructif. 
Le seul procede que nous connaissons pour 
influer sur cette liberation est la mobilisa¬ 
tion active, volontaire, personnelle de 
l’opere. 

4. Ce procede est aussi aleatoire qu’em- 
pirique: dans l’etat actuel de nos connais- 
sances, la resorption du cal fibreux est 
d’ordre neuro-hormonal. On peut admettre 
que pour reparer un tendon, il faut que 
deux varietes d’hormones entrent en jeu 
successivement. D’abord des hormones 
anaboliques pour en assurer la solidite, 
puis des hormones cataboliques pour en 
assurer la mobilite. 

5. Jusqu’a present, nos travaux pour 
utiliser les hormones en pratique, n’ont 
pas amene de resultat probant et des deux 
problemes sus-enonces, celui de la mobilite 
ne depend pas du chirurgien pour le 
moment, mais uniquement de 1’opere. 

6. Par contre delui de la solidite, affaire 
de technique, depend absolument de 1’art 
de 1’operateur. Le chirurgien doit obtenir 
un tendon solide, mais le procede avec 
lequel il l'obtient importe peu. Les discus¬ 
sions entre les merites de la suture et de 
la greffe deviennent academiques; si Ton 
peut reparer par suture, autant le faire. 
Si la suture est impossible sans traction 
il est indispensable de recourir a une 
greffe. 

7. Or la suture n’est possible que sur 
des lesions fraiches, avant tout remanie- 
ment tendineux et toute organisation cica- 
tricielle. Dans les plaies recentes il y a 
done tout interet a faire des sutures primi¬ 
tives, meme au canal digital, plutot que 


352 



VO I,. SI. NO 


ISKLIN ET IiASPOT: REPARATION DES TENDONS FLEC HISS EL' RA 


(1g sacrifier le tendon et faire d’emblee une 
Rreffe. 

Mais suture primitive ne veut pas dire 
suture imme diate, sitot apres la blessure, 
car elle se fait alors sur une peau non 
preparee, sur un malade non prepare et 
dans des conditions de materiel, de per¬ 
sonnel et d’experience trop souvent insuf- 
fisantes. Ln suture doit etre faite en 
vrymcc dififrir apres le temps necessaire 
a une preparation adequate. 

La suture aux doipts sera faite suivant 
des techniques particulieres: sutures blo- 
quees et sutures appuyees. 

8. Dans tous les cas operes secondaire- 
ment, la depdnerescence tenclineuse, la 
retraction musculaire empechent 1’ap- 
])roximation harmonieuse des extremites 
avivees: on aura done ohlinatoirement re- 
cours a des preffes mises en place scion 
les techniques universcliement adoptees. 

0. 11 y a deux varietes d’echecs de la 
reparation tendincuso; ceux par desunion, 
ceux par bloeape. Dans les echecs par 
desunion (done par manque de solidite de 
la cicatrice tendineuse) le doitrt est en ex¬ 
tension el lev resiiltats d’operations itera- 
tives son! Ire- aleatoires. 

Dans lev echecs par hlocape, le doipt est 
en flexion, et tons les espoirs de recupera¬ 
tion font autorises, «oit spontanenient. par 
l’exeri’ice et l’extensjon rontinue. soil par 
d<-s liberations seeoj)daires. 
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E L estado actual de nuestros conoci- 
mientos acerca la fisiologia de la glan- 
dula renal, permiten considerar a 
esta como un organo de excresion, toda 
vez que la mayoria de los elementos que 
el rinon elimina son productos desechados 
por el organismo en la fase terminal meta- 
bolica, inoperantes para el individuo, e 
incluso algunos, toxicos como revela el 
acumulo de ciertas substancias en los casos 
de fallo grave de la funcion excretora del 
rinon. No se puede dejar en olvido la 
funcion secretora de la glandula al pro- 
ducir ciertas substancias que si bien la 
mayoria son luego excretadas, algunas se 
reintegran al torrente circulatorio para 
sufrir modificacion o estimular nuevas 
secreciones como es el caso de la renina; 
pero en la problematica que aqui se plan- 
tea, solo interesa el rinon como organo de 
excrecion de substancias exogenas con 
fines diagnostics. 

Merced a esta ultima funcion, nos es 
permitido el estudio funcional del rinon 
mediante la valoracion de ciertas substan¬ 
cias exogenas excretadas, provocando arti- 
ficiosamente esta actividad mediante la 
inyeccion de cuerpos extranos en el indivi¬ 
duo y observando las peculiaridades de su 
excrecion por el rinon; de la forma o rapi- 
dez de la eliminacion de tales cuerpos 

Conferertcia en la Cntedra de Urologia del Prof. Bernard 
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exogenos se valua el estado de la funcion 
excretora renal. 

Entre las substancias exogenas que se 
utilizan para la valoracion funcional renal, 
figuran los contrastes yodados que dan a 
la orina la posibilidad de absorcion roent- 
genologica, presentando el doble interes 
de la valoracion de la funcion renal desde 
el punto de vista excretor de la glandula 
y revelando ademas, la morfologia y la 
funcion de las vias urinarias. Actual- 
mente, por esta ultima propiedad informa- 
tiva se reduce de rechazo, el estado de la 
funcion propia del rinon, y que por el 
momento justifica ampliamente su empleo 
cotidiano en la practica clinica de investi- 
gacion diagnostica en los uropatas. 

El transito renal de las substancias de 
constraste urografico no esta perfecta- 
mente esclarecido, de aqui que no podamos 
exigir a este ensayo fisio-clinico su total 
rendimiento, pues el fenomeno intimo de 
le excercion yodica por el rinon no es 
exactamente conocido y solamente valora- 
mos el fenomeno a traves de las imagenes 
de relleno de las vias urinarias. Por la 
densidad comparativa entre las sombras 
proyectadas por cada pielograma, enjuici- 
amos la funcion renal, si bien escapan a 
nuestros conocimientos los fenomenos de 
la excrecion yodica, los cuales limitan la 
perfeeta valoracion de las imiigenes como 
exponente de la funcion glandular. 
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Fir. I. 


En la actualidad el crccionte interim 
en la investigaciun urografiea (U* los pa* 
rientep, i1v1h"-c oriental- a la obtencion e 
intorpretacion do nef rogra mas com o 
medio para cl major conocimiento de la 
patolopia renal, pm-*-, no hay duda quo 
para un fntnro inmediatn. cuamlo alcan- 
aamo* ]>• obtanridn «J<- nitidos nefrogra- 
nla<■. romtilatadn* t*OT* In* riirri.*fuirwii<>n4 .-c 


aumente el caudal y la calidad de nues- 
tros conocimiento? clinico?. 

Entretanto permita?eno? distinguir tres 
tipos de nefrograma. resultado de las ob- 
servaciones clinicas. advirtiendo que por 
el momento no podemos sentar funda- 
mentos etio-patogenicos claros con re- 
specto a los mismos, y polo su discrimina- 
cion como evidencia de actividad funcional 
renal. 

Podemos distinguir el nefrograma por 
liipofuncion renal, el nefrograma por in- 
hibicion o por intolerancia. como le ha 
llamado Couvelah'e, v el enfrograma por 
retencion. Cada una de estas tres modali- 
dades del nefrograma expone un sentido 
patogenico el que se fundamenta la clasi- 
fieacion, y el!o permite su enjuiciamiento 
relativo, no selectivo, con respecto a la 
funcion parenquimatosa renal en terreno 
de hipotesis. 

Cal if) cam os de nefrograma por “hipo- 
funcidn” el que se observa en pacientes 
cuya capacidad funcional del rindn cs limi- 
tada o deficitaria sin habcr ilegado a al- 
canzar la insuficiencia y corresponde a 
pacientes con nefropatias evolutivas bila- 
terales que tiuiden a la nefrocsclerosis. 
En algunos de estos nefrdpatas cuva cifra 
de urea permite la practica de la explora- 
cidn urografiea, con el fin de conocer v 
destacar po*il>!e? alteraciones de las via*:, 
se alcanza. con frecnencia. la visualizaridn 
bilateral del nefrograma acompanado do 
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Fig. 2 (H.C. 13315).— A, nefrogiama izdo. a los 15 minutos de la inyeccion del contraste: a los 45 
minutos el riiion izdo. seguia silencioso y le fue propuesta la nefrectomia. B (H.C. 16913), nefio- 
grama bilateral en un paciente con nefro-esclerosis juvenil evolutiva. C (H.C. 16913), nefrograma 
bilateral y cistograma, a los 35 minutos. D (H.C. 27487), nefrograma poi inhibicion a los 10 mi¬ 
nutos de la inyeccion. El periodo de schock, con T.A. Max. 5—La imagen de ambos nefrogramas 

es borrosa por el temblor que sufria el enfermo. 
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Fin. *5 (H.C. 2".)S7).—Nefrofrramn por inihibi- 
< ion a lo* 1R minuto*. Ma« <ie#tacndo por haber 
(■(■‘-ado cl temblor y la T. A. Max. ligeramente 
remontada. 

frogrania->-cistograma), se observa preci- 
samente cn pacientes con nefroesclerosis 
evolutiva quo defienden hi sufieieneia renal 
de excrecion mediante isostenuria con poli- 
nria compensation!, la proportion de sub- 
stancia yodada disuelta por c.c. de orina es 
tan baja, que dado el escaso volumen de 
liqnido acumnlado en la pelvis, no alcanza 
la suficiente ab-orcidn de Kayos Roentgen, 
l>ara quo imprima suficiente impacto en 
!a plaea radioprafica. lo que ademas queda 
•‘nma-oarado por el propio nefrograma; 


alergico, manifestado por hipotension. 
lipotimia. vomitos, diaforesis profusn. 
etc. En estos pacientes, si se impresiona 
una placa radiografica poco despues de la 
inveccion endovenosa, durante o inmedi- 
atamente despues de finalizado el apice de 
la crisis alergica, suelen obtenerse perfec- 
tos nefrogramas sin pielograma a pesar 
de que el tiempo transcurrido desde la 
inveccion corresponda al de esta ultima 
manifestacion urografica; solamente repi- 
tiedo durante largo tiempo (varias horas). 
la impresion succsiva de placas radiogra- 
ficas, se alcanza. aunque tardiamente, a 
observer tenues imagenes pielocalicilares. 
Al igual que en el nefrograma por hipo- 
funcion, se obtiene perfecto cistograma. 

En algunos de estos pacientes. al pro- 
longar la observation roentgenografica se 
obtiene le imagen de la vesicula biliar con- 
trastada, reveladora de que el yodo. al no 
encontrar facil excrecion por los elemen- 
tos del nefron. deriva su salida por la 
glandula hepatica. Estos nefrogramas se 
producen por inbibicion de la funcidn del 
rindn de origen extra-renal v en estas 
condiciones. si bien una parte de yodo se 
acumula en las celulas del ttibo proximal 
durante los primeros momentos de la in- 
veccidn de cf»ntraste, alii queda. y solo 




Fig. 4 (H.C. 27487).— A, nefropielograma a los CO minutos. Imagen pielica destacada en el lado 
derecho; acumulo de orina yodada en la vejiga; la T.A. Max. lia remontado a 12. B, nefropielo¬ 
grama a los 85 minutos. Superpuesta a la sombra renal se observa la imagen del colecistograma. 
C, nefi-ograma bilateral a los 180 minutos, habiendo normalizado la T.A. Pielograma derecho al 
cp.\e se supevpone la Imagen de la vesieula biliar. D, nefropielogvama bilateral a los 240 minutos. 
Superpuesta a la imagen pielo-renal dereclia, la vesicula biliar de menor volumen, bien contrastadn. 
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ficas con escaso contraste ya que una par¬ 
te del yodo ha desaparecido de la sangre 
a traves de la glandula hepatica. En reali¬ 
dad estos pielogramas se deben al retardo 
en la excretion del yodo interrumpida por 
la inhibition funcional del rihon'. acaso 
tambien en tales condiciones se produce 
en la celula una acumulacion-limite de 
yodo v entonces a tenor de lo presupuesto 
por Bertil Josephson y Julia Kallas, cu- 
ando en la celula tubular el yodo alcanza 
el maximo de capacidad retentiva celular 
(Tm-y). el contraste se extravasa nueva- 
mente a la corriente circulatoria y busca 
salida a traves del higado como se ha 
observado. 

Til tercer tipo de nefrograma por “re¬ 
tention," se produce cuando la emergencia 
natural de la orina a traves del ureter 
queda siibitamente interrumpida coincidi- 
endo en tin rihon con parenquima normal. 
Tal modalidad de nefrograma ha sido fre- 
cuentemente observado y por cllo motive 
de atencidn nii! i > generalizada. Ilace anos 
Hans Hclltner, lloeminghaus v Wolff ob- 
-ervarou e-t<* fcnomeno y el ultimo de 
estos autores dc'cribid la Uamada “pielo- 
giafia blanca, para expre-ar la ;m«encia 
de pielograma con la region pielica mas 
destacada por el eonlra-te del nefrograma. 
lo qtie atribn.M> a que la orina sin con¬ 
traste retenida en la pelvis v rodeada ]>or 
la sotubra de] nefiograma. daba lugar a 

tt!i:t taeilna m-'i. i-tam 


con respccto a la valoration del nefro¬ 
grama, para quien tal imagen expresaba 
un estado deficitario del rihon cuando en 
realidad debe ser interpretado en sentido 
contrario, pues para que el fenomeno de 
la fijacion del yodo cn el rihon se pro- 
duzca para proyectar nefrograma, re- 
quiere la integridad funcional de los ele- 
mentos nobles de la glandula. Para al- 
gunos de los autores citades, la obtencion 
del nefrograma durante las fases de ob¬ 
struction ureteral, se debe a un mecanismo 
de retention tubular de la orina. al punto 
que varios autores (Gouverneur. Hicker. 
Wesson, Weens, Florence, etc.) hun inten- 
tado provocar el nefrograma mediante la 
hiperpresion por distension piolica a tra¬ 
ves de un cateter ureteral. 

Para Fey y Jeanbreau el dolor del 
colico nefritico desencadena el espasnio 
del nnillo muscular peri-papilnr de Henlc. 
v tal mecanismo contribuve a la retention 
intraparenquimatosa tubular de la orina 
yodada. la cual contrast.'! el rihon sin dar 
pielograma. 

En realidad cuando el colico nefritico 
por obstruction, alcanza el a pice dolorosn 
que interrumpe la funcidn excretora del 
rihon. previamente s<> ha producido la dis¬ 
tension maxima de la cavidad pielo-calici- 
lar. tal como so revela en pitiogramas 
tardios al proloqgar la exploration 
tale- pacientfs. Precisamente oorro mecan- 




Pig. 4 (H.C. 27487).— A, nefropielograma a los 60 minutos. Imagen pielica destacada en el lado 
derecho; acumulo de orina yodada en la vejiga; la T.A. Max. ha remontado a 12. B, nefx'opielo- 
grama a los 85 minutos. Superpuesta a la sombra renal se observa la imagen del colecistograma. 
C, nefi-ograma bilateral a los 180 minutos, liabiendo normalizado la T.A. Pielograma derecho al 
que se superpone la imagen de la vesicula biliar. D, nefropielograma bilateral a los 240 minutos. 
Superpuesta a la imagen pielo-renal derecha, la vesicula biliar de menor volumen, bien contrastada. 

358 



VOL. 31. NO. 3 


PCICVERT: VODOftMA V NEFKOGKAMAS 


fleas con escaso contraste ya que una par¬ 
te del yodo ha desaparecido de la sangre 
a traves de la glandula hepatica. En reali¬ 
dad estos pielogramas se deben al retardo 
en la excrecidn del yodo interrumpida por 
la inhibicidn funcional del rihon; acaso 
tambien en tales condiciones ?e produce 
en la celula una acumulacion-limite de 
yodo v entonces a tenor de lo presupuesto 
por Bertil Josephson y Julia Kalla?, cu- 
ando en la celula tubular el yodo alcanza 
el maxima de capacidad retentiva celular 
(Tm-y), el contraste se extravasa nueva- 
mente a la corriente circulatoria y busca 
salida a traves del hipado como se ha 
observado. 

El tcrcer tipo de nefroprama por “re- 
tencidn," se produce cuando la emerpencia 
natural do la orina a traves del ureter 
(pieda subitamente interrumpida coincidi- 
ondo en tin rihon con parenquima normal. 
Tal modalidad de nefroprama ha sido fre- 
cuentemente observado y por olio motive 
do atmicidn ma? peneralizadn. Hace aims 
Han* Hellmer. r»oeminphau? y Wolff ob- 
*a>rvaron e*te fendmeno y el ultimo de 
o-to* autons do-’ciiiiid la Hamada “pielo- 
prafia blanca. para oxpresar la :tu«encia 
do pioloprama eon la region pielica mas 
tlo'-tacada por **I contralto del nefroprama. 
b* mu*' atrihmd a qm> la orina sin con- 
tr.e-te r< lenitla en la pelvis y rodeada por 

1.. * .. t_ 


con respecto a la valoracion del nefro- 
grama, para quien tal imagen expresaba 
un estado deficitario del rinon cuando en 
realidad debe ser interpretado en sentido 
contrario. pues para que el fenomeno de 
la fijacion del yodo cn el rinon se pro- 
duzca para proyectar nefrograma. re- 
quiere la integridad funcional de los ele- 
mentos nobles de la glandula. Para al- 
gunos de los autores citadcs, la obtencion 
del nefrograma durante las fases de ob- 
struccion ureteral, se debe a un mecanismo 
de retencidn tubular de la orina, al punto 
que varios autores (Gouverneur. Hicker. 
Wesson. Weens. Florence, etc.) han inten- 
tado provocar el nefrograma mediante la 
hiperpresion por distension piolica a tra¬ 
ves de un cateter ureteral. 

Para Fey y Jeanbreau el dolor del 
colico nefritico desencadena el espasmo 
del anillo muscular peri-papiiar de Henle. 
y tal mecanismo contribuve a la retencidn 
intraparenquimatosa tubular de la orina 
yodada. la cual contrasta el rinon sin d.ir 
pielograma. 

En realidad cuando el colico nefritico 
pur obstruccidn. alcanza el apice do!oro*<i 
que interrumpe la funcidn excretora del 
rihon. previamonto *e ha pmdtteido la di-- 
ten<idn maxima de la cnvidad pielo-calici- 
lar. tal como revela en pudograma' 
tardio* al prolonpar la exploracidn (!>■ 
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tal rinon se produce el nefrograma, el 
otro, abierto a la excrecion yodica, si bien 
proyecta intenso pielograma, no consigue 
la eliminacion de la totalidad del contraste 
cuya parte alicuota de yodo retiene el 
rinon obstruido. 

El nefrograma unilateral por retencion, 
plantea muchos problemas etiopatogenicos, 
pero a su vez permite establecer hipotesis 
mas convincentes, las cuales, probable- 
mente facilitaran el camino para el es- 
clarecimiento de la retencion renal del yodo 
como base fundamental del nefrograma 
para su empleo diagnostico. 

Se presupone que ciertas substancias 
yodadas (Diodrast, etc.) despuos de in- 
yectadas en la sangre producen su mayor 
acumulacion en el rinon y en mucha menor 
cantidad en el higado, al punto que cuando 
se inyectan dosis por debajo que de los 4 
mgrs. por kilogramo de peso, la acumula¬ 
cion renal que de tal substancia se produce, 
es superior a la que en encuentra en el 
plasma que ha recibido la droga. De ello 
se deduce que la absorcion del yodo por el 
rinon debe ser un fenomeno vital dependi- 


ente de su actividad celular, la cual despues 
de haber recibido y fijado el yodo en su 
intimidad histiocitaria, pasa a excretarlo, 
lo que pone de manifiesto que la actividad 
de los elementos celulares del rinon es 
doble, primeramente la fijacion del yodo, 
y a continuacion la excrecion. 

De ello se deduce que este supuesto feno- 
meno de actividad celular pexica, requiere 
un tiempo que por su brevedad, normal- 
mente escapa a nuestra observacion habi¬ 
tual, pero que en condiciones patologicas 
el fenomeno se prolonga, dando motivo a 
la obtencion de nefrograma por la fija¬ 
cion del yodo en el propio rinon retardando 
la obtencion del pielograma. 

Esta supuesta funcion celular que por 
sus caracteristicas debe ser localizada en- 
tre los elementos del tubo proximal, debe 
ser comparada al fenomeno do la atroci- 
tosis tubular, descrito por Gerard y Cor- 
dier en las celulas de los tubos renales a 
incluso en las celulas de los hipernefro- 
mas, fenomeno que se asemeja a lo ob- 
servado por Heinderneim en los bastones 
mitocondriales que transportan el carmin 



Fig. 5. 
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de indigo desde la basal celular al extremo 
apical ciliar para su excrecion en el tubo 
urinifero. En el caso concrete del yodo, se 
puede atribuir la mision transportadora 
de este a traves de la celula tubular, a los 
mitrocondrios de Heinderneim, si bien 
otros autores opinan que se ocupan de tal 
transporte enzimas especificos para tal fin, 
los cuales cargan con la droga y siguen 
semejante recorrido intra-celular. 

Como transita el yodo por el rinon 
hasta su eliminacidn por la orina, con- 
stituve un complejo problema cuyo escla- 
recimiento dara mucha luz, no solamente 
a la patoligia del rindn. sino tambien a su 
fisiologia. 

Si presumimo* que del yodo organico 
invectado en la sangre en su transito renal, 
una pequena parte es filtrada por el glo- 
nierulo, pero la mayor cantidad es eliniin- 
ada por cl tubo contorneado proximal, nos 
intcrcsa sobremanera conocer en que con- 
diciones normales se produce el fenomeno 
y especialnu nte on nianto ticniiio la droga 
transita per Ins dernentos tubulares, v do 
olio alc inzar a averiguar lo- medio* para 
quo cMc tran*iUi pwda sor regulado arti- 
liciosanu'Utc ba*ta el punto de poder ob- 
tetier. a miO'tra voluntad. la imagen radio- 
gratica di 1 rif.on impregnado o saturado 
por id enntra'-te vnth.do. 


transcurrido por el rinon, habra desapare- 
cido de tal vehiculo la totalidad de yodo 
que al rinon le ha sido posible fijar: este 
a su vez, con el fin de continuar su funcion 
y tomar de la sangre el resto del yodo 
circulante, comienza inmediatamente la 
excrecion y dejar lugar para la fijacion de 
nuevas masas de la droga sin llegar a la 
acumulacion patologica. 

Asi merced a tan rapido mecanismo de 
fijacion y excrecion. ambos fenomenos al 
simultanearse se superponen, no siendo 
facil su discriminacion y con ello la apari- 
cion del yodo en las vias urinarias es in- 
mediata y continuada sin dar lugar a la 
acumulacion renal (nefrograma) v su vis¬ 
ualization se produce al alcanzar las vias 
urinarias dependiente de la acumulacion 
de la orina (rentencidn pielo-ureternl). 

Al distanciarse los fenomenos de fija¬ 
cion y excrecion renal es posible le visu¬ 
alization renal y solo prolongando la ob- 
servacidn se obtiene el pielograma. pero 
en lugar de observar este ultimo durante 
el apice normal de la excrecion renal 
(entre los 30 y GO mits.). solo sc obtiene 
nefrograma por la acumulacion yddica 
celular y el pielograma se vMumbra m;i* 
tardiamente. a medida quo e! fenomeno 
de excrecion tubular se produce. 

En condicionc* patolopica*. e-te jc-riodn 
de excrecion d' ] vodo >*_. nrolomm v cornu 



\ 



Fig. 6 (H.C. 19854).— A, pielograma del echo normal; cistograma nitido y calculo en meter termi¬ 
nal izquieido que obstruye el conducto. Silencio funcional del linon izdo.; el nefiograma esta en- 
mascaiado poi aeieocolia. B, pielogiama izquieido a las 32 horas de la inyeccion del contiaste, 
finalizada la exciecion yodada poi el R. deiecho. C, nefiopielograma a las 84 hoi as de la inyeccion 
del conti aste. Imagen mas destaeada nieiced a la desapaiicion de la aereocolia. D, liefiopielo- 
giama a las 96 hoias de la inyeccion del contraste. Calculo en ureter terminal izquieido y calculo 

pielocalicilar derecho. 
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citario . c e le califica de “mudo” o “silen- 
cioso.” En muchos cases al prolongar la 
observacion urografica durante horas, e 
incluso dias, despue? de la inyeccion del 
contraste, se alcanza a visualizar las vias 
urinarias de dicho rinon “mudo” o “silen- 
cioso” en un tiempo posterior al rinon 
no, coincidiendo ademas este fendmeno 
de retardo con la observation de nefro- 
grama mas destacado en rifion deficitario 
que en el rifion opuesto sano. 

Sabi do es que cuando uno de los dos 
1 inones esta profundamente afectado o 
anulado, el yodo circulante es totalmente 
eliminado por el rinon sano en un tiempo 
praetieamente habitual a semejanza de lo 
que acontece en el rinon unico; poro cu¬ 
ando el rinon afectado que plan tea el prob- 
lema a esclarecer, tiene su funcion retar- 
dada o temporalmente inhibida, entonces 
sc observan los fcndmenos sonalados que 
aceptando el eoncepto del simple transito 
tubular del yodo son de dificil explicaeidn. 

Veamos qm' ocurre e intentemos expli- 
car el hecho tan evidente observado de la 
eliminaeidn lardia del yodo. En pacicntes 
eon un rinon normal v el olro obstaculizado 
mecanirament*' por blnqueo ureteral, el 
pielograma se produce con toda normali- 
dad por el j’rimero y en el tiempo habitual 
la imapen p:e!o-nreteral crece y decrece 


proximal, las cuales dan salida al yodo cir¬ 
culante en la. sangre conducido. ,*.por una 
enzima?; cuando tal funcion no es posible 
por uno de los dos rifiones carente de la 
suficiente permeabilidad glomerular v tub¬ 
ular, esta masa yodica rechazada por el 
rinon patologico sigue en la sangre e in- 
mediatamente al nuevo transito de esta 
con su carga yodica por el rifion opuesto— 
el sano—, este compensa la deficiencia del 
enfermo tomando de la sangre la totalidad 
restante de substancia yodada para su 
inmediata excrecion tubular: por tanto. 
segun esta interpretation. no seria posi¬ 
ble el nefrograma del rinon deficitario y 
tampoco el pielograma tardio, pues todo 
el yodo circulante deberfa haber sido elim¬ 
inado por el rinon sano en funcion coni- 
pensadora vicariante del deficitario. 

Z.Ddnde se acantona pues el yodo. para 
que, habiendo finalizado el rinon sano su 
eliminacion habitual, aparezea mas tarde 
la imagen pielo-ureteral del opuesto'.’ 

Ddnde quedb retenido el yodo que en su 
momento oportuno, no pudo traspasar la 
barrera glomerulo-tubular y pa?ar con la 
orina a las vias excretoras. ni tampoco s<>r 
recogido por la sangre para su trariado al 
rinon opuesto funcionanb* para su in¬ 
mediata eliminaeidn por e-t<-'/ 

- - l * 
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Fig. 7 (H.C. 19854).—*4, nefropielogiama bilateial a los 12 minutos, restablecido el enfermo despues 
de la expulsion del calculo ureteral lzdo. B, nefiopielogiania izquieido a las 6 hoi as de la inyec- 
cion del contraste, habiendo finalizado la excrecion yodada poi el R. deiecho. C, nefiopielogiania 
izquierdo a las 10 hoi as y media de la inyeccion del contraste, habiendo finalizado la exciecion 

yodada por el R. deiecho. 


por el higado; asi no habria lugar a la 
excrecion tardia por el rinon deficitario 
que presenta nefrograma retentivo, pues 
el rinon sano eliminaria de la sangre todo 
el yodo sin dar lugar a que se observasen 
signos tardios de eliminacion de contraste 
en las vias proyectando pielograma el 
rinon deficitario. 

Para Narath, el almacenamiento yodico 
puede ser intratubular e incluso intra- 
celular. En el primer supuesto la reten- 
cion intratubular del yodo tendria menor 
interes, pues el contraste en la luz tubular 
traspasaria el umbral renal parenquima- 


toso y se situaria en las vias urinarias; 
ademas la masa yodica intratubular seria 
prontamente diluida por la orina, no 
siendo posible la persistencia prolongada 
del pielograma y solo podria dar lugar al 
nefrograma. 

Segiin el supuesto de Smith, de la acu- 
mulacion intersticial, el yodo se compor- 
taria a semejanza de cuando se provoca el 
bloqueo tubular renal por “competicion” 
para impedir la rapida eliminacion por el 
tubo renal de los antibioticos circulantes 
en la sangre, con lo cual estas drogas per- 
sisten en el organismo por un mayor 
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tiempo, prolongando pu accion terapeu- 
tica. mercer! a su lenta eliminacion por el 
rinon. E?te mecanismo de competicion o 
rle bloqueo del trabajo excretor tubular por 
otra sub.'tancia, no es aceptable para ex- 
plicar la retencion renal del yodo, pues en 
el supuepto de que el fenomeno de com¬ 
peticion ?e produzca polo en el rinon en- 
fermo, el yodo, al continuar circulante en 
la sangre, seria excretado por el rinon 
opuepto pa no y no habria lugar a excrecion 
tardia por el organo enfermo, tal como ha 
p i(1 o observado. Ademas tal fenomeno ha 
pido va provocado experimentalmente me- 
diante la carinamida, con la particulari- 
dad, que inycctando el yodo despucs de 
aquella, el contraste no entra en la celula 
tubular, y pi la admini?tracidn ?e invierte 
dando tiempo a que el yodo pe acumule en 
la celula renal, la pubpipuiente adminiptra- 
cidn de carcinamida frena la excrecion y 
<I yodo renal no pa«a a la orina. como ha 
pido ob'-ervado por Jopephpon y Kalla?. 

A. Engptrbm v 11. .]oveph?on. ePtudiarmi 
mediante hi-to-radioprafia directa de cor- 
tev micrometrico-: de rinon de conejo. la 
localization hi'-trcitica del Diodrapt pre- 
\ iamente inyoitado juir via veno?a; pudie- 
ron ob'-ervar < n la< hi^to-radioprafia? que 
'd yodo -(• acumula de preferencia v en 
cantidad maxima en lav celulav tubulare<. 
v ion pran difrremia en mcnie, en lo- 
plo«ner\dov. como pm de ajmciar-e en lav 


nefron y comprobaron que el yodo se en- 
contraba en mayor cantidad en la? celula? 
tubulare? en funcion de la do?i? inyectada 
y del aeumulo, e?te ultimo dependiente del 
tranpporte tubular maximo. 

La marcada preferencia del yodo para 
la celula tubular, que tan deptacadamente 
?e revela en e?tas hi?to-radioprafiap, a?i 
como la retencion celular que la prueba de 
competicion mediante la prueba de cari¬ 
namida. han obfervado Jo?eph?on y Kal¬ 
la?, conptituve el punto central de la cuc?- 
tion a e?tudiar. v de e?te transito celular 
depende la eliminaci(3n retardada del yodo 
previamente pupeditada a una accion ini- 
cial y fundamental de fijacion de e?te j.or 
lap celula? del tubo proximal hnsta alcan- 
zar la acumulacion maxima, que aca?<» 
puede corre?ponder a la carga tubular o 
fijacion celular maxima en funcion de 
tiempo. 

En diferente.' P.D. ?e ha com-tatado que 
la eliminacion renal del yodo pufre retard'*, 
al punto que -18 horas de?pue? de la inyee- 
cidn del contrapte, cuando ln< veptigide 
excrecion por mi rinon han de.-apan cido, 
?e obtione pielograma por el rinon opuo-to. 
que en el comienzo de la prueba. ha 
movtrado un nefrograma muv de-tacado 
exponente de la fijacion previa del yod<> 
en dirho rinon. 

;.rdmo explicar e»?a lentitud *• retard** 

<«!'i ("Vryprinti rt T**w ituliwl'iiil.. /»♦**» 
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barrera tubular, seria excretado por el 
sano sin dar lugar al nefrograma del pri- 
mero. Si la elimination por filtraje glo¬ 
merular de esta masa de yodo fuese cierta, 
que no lo es, la reteneion seria intra-tubu¬ 
lar, es decir dentro de la via de excrecion, 
en cuyo caso cabria pensar en la posibili- 
dad de un fenomeno de absorcion seme- 
jante, aunque a la inversa topografica, al 
de competicion, pues una parte muy im- 
portante del yodo retenido seria reabsor- 
bido en las vias obstruidas y trasladado 
por la sangre al rinon opuesto para su 
eliminaeion, segun ha demostrado Boe- 
minghaus. De ello deducimos, que tanto 
en el espacio intersticial inter-tubular, 
como en la propia luz tubular, el yodo no 
puede permanecer estacionado por mucho 
tiempo, pues la corriente circulatoria pro- 
cederia a su traslado para ser eliminado 
del organismo a traves del rinon opuesto 
permeable. Por otra parte los experimen- 
tos citados por Josephson y Kallas con- 
firman el aserto en otro sentido. 

En observaciones clinicas urograficas, 
finalizada la eliminaeion del contraste por 
el rinon sano la excrecion por el enfermo 
se retarda apareciendo el pielograma horas 
e incluso dias despues de desaparecido el 
pielograma del rinon sano. Si fuese cierto 
que el contraste quedase retenido en las 
vias (canaliculares y calices) al produ- 
cirse la reabsorcion local demostrada por 
Boeminghaus, la imagen pielo-renal tardia 
del rinon enfermo no se produciria. 
Descartado el fenomeno de la competicion 
tubular, la reteneion o acantonamiento del 
yodo debese buscar en un lugar de per- 
manencia prolongada, entre la luz y el 
intersticio tubular y que solo puede ser la 
propia celula del tubo urinifero que fija 
el yodo, por la cual transita y es excretado 
con la orina. 

Si aceptamos por exclusion que el yodo 
no se acantona en un deposito accidental, 
sino que la celula tubular lo absorbe de la 



Fig. 8.-—Celuias tubulares radio-opacas por ab¬ 
sorcion del Diodrast en franco contraste con la 
menor opacidad del ovillo glomerular. Ausen- 
cia del contraste en la luz tubular. (Micro-histo- 
radiografias cedidas por B. Josephson.) 

sangre y fija para su excrecion secundaria, 
se trata de un fenomeno de trabajo activo 
celular que en condiciones normales se 
produce con tal rapidez que con los medios 
actuales no podemos constatar con exac- 
titud, pero que en ciertas condiciones pato- 
logicas en que la funcion celular se retrasa 
o realiza con lentitud, este supuesto feno¬ 
meno de “Yodopexia celular” del rinon al 
prolongarse, hace apreciable el nefro¬ 
grama y se confirma con la tardia apari- 
cion del pielograma, cuando por el rinon 
opuesto la excrecion celular normal ya 
ceso. De ello se deduce el fenomeno de 
“Yodopexia celular” exponente de una ac- 
tividad de la celula tubular que presupo- 
nemos a la luz de las observaciones uro¬ 
graficas. 
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Nuestros conocimiento? actuales acerca 
la funcion normal renal, lo? dedueimos de 
la presencia o ausencia de la imagen pro- 
yectada por el molde pielo-calicilar, por 
la absorcidn de la? Rayos X, dependiente 
de la concentracidn vddica y por las modi- 
ficaciones morfologicas de la imagen, que- 
dando nuestra fuente informativa limitada 
por la barrera constituida por el area cri- 
bosa papilar que se intepone entre las 
cavidsides colectoras de la orina y el paren- 
quima. Todo cisanto por detrap de esta 
barrera aeontece durante la excrecion del 
yodo invectado con fine? diagnostico. e? 
poco conocido y nm*slra= presunciones la? 
dedueimos de las modificacione? pielo- 
csilicilares <|ue con«tituyen el espejo en el 
ipie se rellejan las alterr.cione? renales. 

Nisestro empefm debe per orientado 
como primer paso en el esclarecimiento 
del mecanismo de fijacidn v excrecion del 
yodo por e] rindn. tanto on estado normal 
como en condicioii'*? patologica< minima?, 
en quo la funcion esta temporalmente al- 
terada v no *<0 encuentra suficienteniente 
moditicada o itihibida quo impo?ibilite la 
eliminacidn del conlra-te vddico v la l<n- 
t it ml funcinnul pmpia del drgano enfermo 
facilita l,i p *rt epcidn de intimo? fendme- 
ii'e rena’e- impo-ibb-- do aprociar en con- 
di< ion* - nornvde- por -u rapids-7, con ]o- 
act nab - m - dins do im e-tiyacidn. 
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Water from snow and ice is always harmful because, once it has been frozen, 
it never regains its previous quality. The light, sweet and sparkling part of it is 
separated and vanishes leaving only the muddiest and heaviest part. You may prove 
this, if you wish, by measuring some water into a jar and then leaving it out in 
the open air on a winter’s night in the coldest spot you can find. Next morning 
bring it back into the warmth again and, when it has thawed, measure it a second 
time. You will find the quantity considerably less. This shows that in the process 
of freezing, the lightest and finest part has been dried up and lost, for the heaviest 
and densest part could not disappear thus. For this reason I consider such water 
to be the most harmful for all purposes. 

—Hippocrates 
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Indicaciones Actuates de la Canalizacion en 

la Colecistectomia 

(Indications for Drainage in Cholecystectomy') 
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MEXICO D. F., MEXICO 


D ESDE e) ano de I860 en que Cour- 
voisier hizo la primera colecistec- 
tomia subserosa y suturo el abdomen 
sin dejar canalizacidn se sucito el problema 
de las indicaciones de esta en la colecistec- 
tomia. Han transcurrido casi noventa ano? 
y todavia hoy en 1038 continua sin resol- 
verse definitivamente esta situacion qui- 
riiryica. Es por e>to que decidi traer ante 
ustedes mi experiencia personal en los 
liltimos ahos para contribuir con este 
pequefio csfuerzo a resolver una situacion 
que en mi concepto debe quedar e>table- 
cida definitivamcntc. Mi deseo es que di«- 
cutiendo'-o o^to en (1 sono de e-de XI Con- 
yre-o Intornacionnl de Cirujano* se lloyue 
a una toncluMbn precisi v quizas defini- 
tiva. 


The indications for drainage after 
cholecystectomy are discussed and 
the arguments against it analyzed. 
The author maintains that if the op¬ 
erative technic is adequate (satisfac¬ 
tory ligature of the cystic duct and 
the cystic artery and care in the han¬ 
dling of hepatic tissue), and if gel- 
foam is used to cover the gallbladder 
bed and the pedicles, drainage is 
unnecessary. In his experience cho¬ 
lecystectomy without drainage has 
prevented a great many undesirable 
postoperative sequelae. His opinion 
is based on the results of I S3 cho¬ 
lecystectomies with dreinage. per- 
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El celebre cirujano Italiano Profesor 
Donati en ese mismo Congreso se declara 
partidario de esta misma tecnica y con- 
cluye que el exito depende de una tecnica 
opei-atoria precisa y metodica y presenta 
una serie de veintisiete casos operados con 
excelentes resultados. 

El metodo sigue siendo aceptado y a la 
lista de Cirujanos que lo practican se agre- 
gan los nombre de Chiasserini, Alessandri, 
Babbini, Giulani, Gullotta y Leo en Italia. 

Entonces surge el eminente Cirujano 
Pribam que practica la carbonizacion de 
la mucosa de la vesicula biliar cuando no 
puede practical- la colecistectomia sub¬ 
serosa y cierra el abdomen sin canaliza¬ 
cion. 

Posteriormente Thorek sustituye la car¬ 
bonizacion por la electrocoagulacion y 
sigue practicando la no canalizacion. 

Ya entonces se comprende que no sola- 
mente pueden dejarse sin canalizar los 
casos en que la peritonizacion sea perfecta 
sino otros en que este requisito no pueda 
llenarse. 

En 1938 Mirizzi publica su magnifica 
monografia sobre la colecistectomia sub¬ 
serosa sin canalizacion afirmando "que los 
progresos de la tecnica aumentan el nu- 
mero de exitos y facilitan la practica del 
metodo, dando en una palabra mayor 
seguridad.” 

Prat en 1954 en su obra El Drenaje en 
Cirugia dice textualmente: "El anhelo y 
afan de los Cirujanos de perfeccionar la 
terapeutica quirui’gica de las vias biliares 
influyo para que se preocuparan de supri- 
mir el drenaje, que a veces es necesario y 
a menudo indispensable, no deja de ser un 
factor de imperfeccion de la operacion, 
que algunos catalogan como un elemento 
de la enfermedad operatoria o ‘enferme- 
dad del drenaje.’ Es por eso que muchos 
cirujanos se preocupai-on de suprimir el 
drenaje biliar y en primera linea figura 
Pribam en esta orientacion y tambien 
Mirizzi . . . y mas adelante continua: Es 
digno destacar que toda la Cirugia Mun- 


dial tiene el deseo y la aspiracion del pro- 
greso quirurgico y la supresion del drenaje 
cuenta como una de las principales inquie¬ 
tudes y si no ha sido suprimido totalmente, 
ello se debe, como lo eomprobamos ya, en 
el drenaje del hepatocoledoco, por el temor 
que tienen los Cirujanos de que al realizar 
un perfeeeionamiento teenico se haga en 
perjuicio de la seguridad de la vida del 
paciente.” 

Los Cirujanos contrarios a estas ideas 
reprochaban al procedimiento 1° el peli- 
gro del coleperitoneo; 2° la infeccion y la 
peritonitis derivada de ello; 3° el hemo- 
peritoneo. 

El coleperitoneo puede presentarse por 
safadura o deslizamiento de la ligadura 
del cistico, por aumento de la tension de 
los canales biliares. 

Otras veces se produce, dicen estos au- 
tores, por necrosis del munon del cistico, 
en el sitio de la ligadura, porque su vitali- 
dad se disminuye por la perdida de su 
envoltura celulo-peritoneal. 

En otras ocasiones es la lesion de un 
conducto biliar accesorio que en forma 
anomala puede presentarse en el lecho he- 
patico de la vesicula y no ser reconocido 
como tal. 

El coleperitoneo tambien podria presen¬ 
tarse por goteo biliar por lesion del paren- 
quima hepatico cuando no se respeta la 
lamina celulo-fibrosa que separa la vesi¬ 
cula del tejido hepatico. 

Tambien puede producirse por herida 
de las vias biliares extrahepaticas en el 
momento de la diseccion del pediculo. 

El segundo inconveniente seiialado por 
los autores contrarios a la colecistectomia 
sin canalizacion es la infeccion que se pro¬ 
duce cuando en el curso de la intervencion 
se vierte el contenido de la vesicula infee- 
tada en el peritoneo lo que podria traer 
posteriormente una peritonitis. 

Finalmente se habla tambien del hemo- 
peritoneo debido a la safadura de la liga¬ 
dura del munon de la arteria cistica o a 
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hemorragia del tejido hepatico del lecho 
vesicular. 

Analisando estos inconvenientes vere- 
mos que es necesario que los Cirujanos que 
actuen sobre vias biliares esten lo suficien- 
temente enlrenados para evitar los v 
entonces en muv contadas ocasiones se 
veran precisados a utilizar la canalizacion 
despues de la colecistectomia. 

La colecistectomia sin drenaje ofrece 
muchas ventajas que nos hacen fervientes 
partidarios de ella y desear que cada dia 
se generalise mas esta tecnica en beneficio 
de los enfermos. 

Como dice Mirizzi “una de las esperan- 
zas puestas en la colecistectomia sin 
drenaje ha sido la supresidn, la limitacidn 
de las adherencias o al menos si su forma- 
cion es inevitable, su incapacidad de pro- 
ducir dolores y trastornos mecanicos.” 

Davis aftrma que las adherencias post- 
operatorins gozan un papel importante en 
las secuelas de la colecistectomia y segun 
el la causa de su produccidn es el drenaje 
Mib-hepatico y la hemostasia imperfecta. 

Mirizzi croe que esta afirmacidn es ex- 
cesiva piles existen otras causas produc- 
toras de secuelas, poro esta de acnerdo en 
que n) la colecistectomia con canalizacion 
se producen a no dudarlo mas adherencias. 

I li'wtnflin‘ into l»n* «wUsni*i>t^«oe 


colecistectomia con canalizacion. las oclu- 
siones que la siguen son raras. sin embargo 
los hechos confirman que a pesar de esta 
baja frecuencia, la canalizacion influye sin 
lugar a duda en la produccion de estas. 
Todos estos hechos son los que hacen afir- 
mar a Mirizzi que la colecistectomia ideal, 
como el la llama, no evita de una manera 
absoluta la formacion de adherencias pero 
la limita grandemente sobre todo en los 
predispuestos. 

Otra de las ventajas del procedimiento 
es el evitar las hemorragias postoperato- 
rias que se producen en el momento de 
retirar la canalizacion pues es bien sabido 
que la mayor parte de estos enfermos son 
insuficientes hepaticos y predispuestos a 
las hemorragias. Estas perdidas sangui- 
neas algunas voces pueden ser bastante 
abundantes. incluso para poner en peligro 
la vida del enfermo y necesitar transfu¬ 
sion sanguinea de urgencia, v en algunas 
ocasiones incluso. una segunda interven- 
cion al no poder controlar la hemorragia 
por el orificio de la canalizacion. 

Esto es particularmente importante cu- 
ando el cirujano sabe prevjamente de e-ta 
insuficiencia o existe una ictericia reciente 
lo que hard comprender facilment*- la 
utilidad que tiene la supre-ion de la canali- 
zacidn en esto-; enfci-nm-• Ac r.lln 
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tomia sin drenaje. 

Se puede decir en terminos generales 
que la colecistectomia ideal o sin canaliza¬ 
cion esta indicada en todos los casos en 
que la enfermedad litiasica se encuentra 
en su fase vesicular, de donde se deduce 
que es muy importante actual' con un diag¬ 
nostic preciso y con el conocimiento lo 
mas exacto posible del estado de las vias 
biliares antes de la intervencion. Actual- 
mente se cuenta con medio de eontraste 
extraordinarios como el biligrafin que pue- 
den ayudar grandemente al conocimiento 
del estado fisico y funcional de las vias 
biliares antes de la intervencion. 

En resumen: Podemos afirmar que en 
el ano de 1958 se debera practical’ la co¬ 
lecistectomia sin canalizacion en todos los 
casos, primero, en que la enfermedad litia¬ 
sica se encuentre en su fase vesicular e 
incluimos en esto los casos de vesiculas 
escleroatroficas, de hidrocolecistos y de 
piocolecistos incluso con adherencias que 
bayan bloqueado el espacio subhepatico. 

Creemos que sin canalizacion se ob- 
tienen evoluciones mas rapidas y satisfac- 
torias, se evita el peligro de las hemor- 
ragias al retirar el drenaje y tambien las 
eventraciones y la mayor parte de las 
secuelas postoperatorias que son a no du- 
darlo debido a las adherencias. 

En mi practica personal en los ultimos 
anos he podido efectuar ciento noventa y 
tres colecistectomias sin canalizacion, con 
resultados satisfactorios, con evolucion 
postoperatoria buena y con un porcentaje 
minimo, no mayor de dos por ciento de 
secuelas postoperatorias dolorosas que han 
podido ser tratadas facilmente. En ninguno 
de los casos ha habido necesidad de re- 
operar lo que considero extraordinario al 
comparar con estadisticas de colecistec¬ 
tomias con canalizacion en que las secuelas 
postoperatorias graves llegan frecuente- 
mente a un diez por ciento y en muchos 
casos obligan al cirujano a una segunda 
intervencion. 


En todos mis operados uso un empaque 
de Gelatina purificada (Gelfoam) para 
cubrir el Jecho vesicular y el pediculo del 
cistico y de la arteria cistica y en todos he 
obtenido magnificos resultados sin tener 
un solo caso de coleperitoneo o de hemo- 
peritoneo. 

Los casos operados han sido de colecis- 
titis cronicas calculosas, vesiculas esclero¬ 
atroficas, hidrocolecistos y piocolecistos. 

Posiblemente por el uso de los antibio- 
ticos en los ultimos anos no he tenido 
oportunidad de encontrar ni colecistitis 
gangrenosas ni perforaciones de la vesi- 
cula. 

Estos enfermos han sido operados en el 
Hospital General, Pabellon 3 y Pabellon 
Gaston Melo, en el Hospital Frances y en 
la Central Quirurgica de la Ciudad de 
Mexico. 

CONCLUSIONES 

1. En este trabajo se hace historia en 
relacion con las indicaciones de la canali¬ 
zacion despues de la colecistectomia. 

2. Se analizan los argumentos en contra 
de la canalizacion sistematica despues de 
la colecistectomia. 

3. Se sostiene que cuando existe una 
buena tecnica operatoria (ligadura satis¬ 
factory del conducto cistico, de la arteria 
cistica y respeto al tejido glandular hepa- 
tico) y se utiliza Gelfoam para cubrir el 
lecho hepatico de la vesicula y los pedi- 
culos no es necesario canalizar despues de 
la colecistectomia aun cuando se trate de 
casos de piocolecisto. 

4. Se afirma que con la tecnica de cole¬ 
cistectomia sin canalizacion se disminuye 
un gran porcentaje de secuelas postopera¬ 
torias. 

5. Se fundamenta todo esto en el resul- 
tado de ciento noventa y tres colecistecto¬ 
mias sin canalizacion operadas en el Hos¬ 
pital General (Pabellon 3 y Pabellon Gas¬ 
ton Melo), Central Quirurgica y Hospital 
Frances de Mexico. 
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El Uso de la Sonda de Cattell en Cirugia Biliar 

(Use of Cattell’s Sound in Biliary Surgery ) 

FRANCISCO PUENTE PEREDA, M.D. 

MEXICO D. F., MEXICO 


C UANDO se abre el coledoco para ex- 
traer calculus de su interior o simple- 
mente para explorar el contenido de 
las vias biliares extrahepaticas, en vez de 
hacer la sutura directa de la brecba cole- 
dociana, se acostumbra canalizar tempo- 
ralmente dicho canal mediante la coloca- 
cidn de una sonda en T con las ramas 
cortas dentro del canal y la rama Iarga 
liacia el exterior, por donde escurrira la 
bi!i* y por donde se puede hacer el control 
radiogrufico de In- Canales mediante ta 
inyeccidn de una sustancia radiopaca, 

wt \\* I*irr t ml Ir'rrra'i'nnl ( , r>ru'r«-v Intrr- 

t i»M * »! i i ’'•tr * f v jrr«" n» Vrtirn l) I . Mralro. 1 rt. £4- 
:*■ U*'T 
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La sonda usada para ese fin ha sido la 
de Kerr, cuya rama transversal mide 
10 cm., y la longitudinal partiendo a 00' 
del centre de esta, tiene una longitud 
aproximada de 35 cm. Esta sonda ha sido 
modificada por diversos autores para faci- 
litar su empleo, dando diversos angulos 
A la entrada de la porcion vertical en la 
transversal, o como en el caso de la sonda 
ideada por Maingot, haciendo que la por* 
cion transversal de la sonda sea union* 
mente una cnnaladuva, to que faciUla su 
extrnccidn posterior. 

Sin embargo, la sonda ideada por Cattell 
tiene una difercncia fundamental, que con- 
siste en que la* ramas tran*versale* *on 
tan Iargas como la rama vertical, y o-ta 
ideada para que la ])orclon superior de la 
rama intracanalicularque va a quedar en 
contacto con el conducto hepatico ><• re- 
eorte a la longitud nece-aria de nctienhi 
con el onfermo. y que la rama inferior que 
va a llegar hacia la porcion dNtal de] col. - - 
iloco, atravioe el ampula de Vater y entrv 
.*.1 duodeno cn una buena extension. 


The number of patients with post¬ 
operative complications following 
surgical treatment of the gallbladder 
and bile ducts increases every day. 
The commonest of there arc recur¬ 
rence of r Jones m the common duel. 
fihro* i- of (he ampulla of Voter, and 
traumatic rtrrcture of the common 
duel. 
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Bakes corao tiempo preliminar a su colaca- 
cion, con lo que se hace una mejor cirugia 
de la region. Sus indicaciones espe- 
eiales son: 

Ictericia obstructiva. 

Fibrosis o estenosis del esfinter de Oddi. 

Calculos residuales de coledoco. 

Reconstruceion de vias biliares post- 
quirurgica. 

1. Ictericia Obstructiva. 

En estos casos, en los que frecuente- 
mente se encuentra un calculo enclavado 
en el ampula de Vater, ademas de otro 
numero variable de calculos en el interior 
del coledoco y hepatico, se practica la cole- 
docostomia en la forma usual, se extraen 
los calculos del interior de los eanales con 
lapinza de calculo, y si no es posible hacer 
la extraccion final del calculo enclavado a 
traves de la brecha coledociana, se debei-a 
abrir el duodeno en su segunda porcion, 
para hacer a la vista la dilatacion de la 
papila, la extraccion del calculo enclavado, 
si es necesario previa esfinterotomia, y 
finalmente dilatar con los dilatadores de 
Bakes el ampula hasta obterner un calibre 
suficiente. Una vez que se ha obtenido la 
limpieza total del canal con suero y que se 
esta seguro de que no queda ningun cal¬ 
culo, se pasa la rama larga de la sonda de 
Cattell por la coledocostomia y se atra- 
viesa por el ampula de Vater hacia el 
interior del duodeno; se corta al tamano 
la rama superior y se introduce en el 
hepatico comiin y a continuation se sutura 
la brecha duodenal mediante sutura trans- 
versal en dos pianos y se sutura la co¬ 
ledocostomia a los lados de la sonda con 
puntos totales, perpendiculares a la inci¬ 
sion. 

Se ha visto que cuando se hacen manio- 
bras bruscas para dilatar el esfinter de 
Oddi y el ampula de Vater por estar poco 
permeables debido a edema inflamatorio, 
se presentan pequenas hemorragias sub¬ 
mucosas que posteriormente dejan una 
cicatriz que puede estenosar dicha region 


aun mas que antes hacer la dilatacion 
forzada. Por lo tanto el paso de la sonda 
de Cattell sirve de molde a la cicatriza- 
cion, obligando a que la fibrosis deje un 
calibre suficiente para el escurrimiento 
correcto de la bilis al duodeno. Para 
obtener este resultado, la sonda debe per- 
manecer un tiempo largo en su sitio, ac- 
tuando como mandrin del sitio traumati- 
zado. Este tiempo puede ser de 6 a 12 
nieses y aun mas tiempo si es necesario. 

2. Fibrosis o estenosis del Oddi. 

En todos los casos operados de vias 
biliares se debe tener principalmente cui- 
dado en explorar la entrada del coledoco en 
el duodeno, para estar seguros de que esa 
zona es permeable, o de no serlo saber el 
grado de estrechamiento y si este es redu¬ 
cible facilmente. Para ello se hace uso del 
juego graduado de dilatadores de Bakes 
en forma progresiva. Cuando la estenosis 
no permita elpaso de los dilatadores con 
facilidad, no hay que hacer maniobras 
bruscas innecesarias, pues existe el riesgo 
de pi'oducir una falsa via en el coledoco 
perforante hacia cavidad abdominal, que 
puede producir graves complicaciones al 
enfermo. Cuando la dilatacion no sea 
maniobra facil se debera abrir el duodeno 
para hacer la revision visual del ampula 
y la dilatacion a la vista de la zona angus- 
tiada hasta obtener un calibre correcto, 
pasando como en el caso mencionado antes 
la rama larga de la sonda de Cattell a 
duodeno, y suturando las heridas duodenal 
y coledociana. 

3. Calculos residuales de coledoco. 

Esta que es una de las complicaciones 

frecuentes en la cirugia de vias biliares, es 
sin duda la preocupacion constante del 
cirujano cuando efectiia una colecistecto- 
mia, sobre todo en los casos en que se en- 
cuentran calculo vesiculares pequenos y 
canal cistico dilatado. 

Este tipo de complicaciones ha dismi- 
nuido en nuestr practica por dos causas 
principales: 
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a) empleo de la colangiografia opera- 
toria, y 

h) exploracion sistematica del ampula 
de Vater v dilatacion amplia de la rnisma 
en los capos de coledocollatisis, con empleo 
posterior de la son da en T larga de Catted. 

Como en los capo? anteriores, no hay 
que vadlar en practicar una duodenosto- 
mia si existe duda repecto al estado de 
permeahilidad de la papila Vateriana. Mas 
vale hacer una operacion un poco mas 
amplia que toner que reoperar al enfermo 
para extracr un calculo residual. Desde 
luego, usando la colangiografia operatoria, 
se debt* hacer una placa de control con 
sustancia de contraste despues de colocada 
la sonda en T para revision final. 

•1. Reconst ruccidn de vjas biliares. Este- 
nosis traumatica de coledoco. 

Esta c*« sin duda una de lap indicaciones 
precipap del empleo de la sonda de Cattell. 
principalmente cuando se hace una recon- 
st niccidn directa del canal estenosado 
mediant** anastomosis termino-terminal. 
pu**s en esc* case In sonda garantiza la pro- 
teccidn *ie [a Mitura tanto por la falta do 
tension dentro del canal a! forzar la bill’s 
al fhiodemt como por '•ervir de molde para 
la riratri?acidn. En c-to ca*>o debora estar 
< n ‘•u -itio un mimimo de 12 me*e«.. 

1‘ara el mam-jo de la sonda <!<> Cattell 


hay que recordar que la porcion intraduo- 
denal puede taparse con facilidad por estar 
en contacto con el paso de los alimentos. 
por lo que en los capo? de estadia prolon- 
gada de la sonda es necesaria la irrigacion 
frecuente de la misma para evitar que se 
tape, pues entonces su efecto podria ser 
contraproducente. 

Las placas de control posoperatorio se 
hacen a traves de esta sonda igual que 
con cualquier otra sonda en T v su extrac- 
cion no ofrect* mayorts dificultade? que las 
que se presentan para extraer una sonda 
de rama corta. 

roNcusiosKs 

Cada dia es mayor el numero de enfer- 
mos operados de litiasis vesicular que pro- 
pentan posteriormente trastornos. debido- 
ya pea a litiasis residual del coledoco, a 
fibrosis del ampula de Vater. o a c?teno-i- 
traumatica del coledoco. 

Para evitar estop tra*-torno- tan seri* ~ 
para el enfermo se recomienda: cirugia 
cnidadosa, colangiografia operatoria, dila- 
tacidii sisfematicn de! ampula <!<• Vater j 
el empleo de la sonda en T larga d** Cattell. 

IJevando a cabo Ins po-tulado- enuncia* 
do- ante-, \emo> como dLminuye (■! 1!. - 
made Miidrome p i-t-colecLt* ctfimia 
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five or six lectures on anatomy were then 
given each night in London during the 
winter session. Cecil Wall has noted that 
“in this year William Hunter took over 
Samuel Sharpe’s lectures to the Society of 
Naval Surgeons and, by introducing the 
Parisian system of practical dissection, 
soon developed a flourishing school. It is 
said that in 1748 he had twenty pupils 
and in 1756 more than a hundred.” This 
was the beginning of the famous Wind¬ 
mill Street School, with which we associate 
the names of the Hunter brothers and 
those of Hewson, Cruikshank, Abernethy, 
Cooper and Bell. 

The Windmill Street School, though by 
far the best known of such establishments, 
was not alone in the work and did not 
open a new field of endeavor. J. F. South 
and Cecil Wall have traced the varying 
status of the anatomic lectures provided 
by the College itself, and while it must 
be admitted that the College did not in 
fact rival private enterprise in this regard, 
it did take official cognizance of the im¬ 
portance of anatomy and contribute, in 
early times somewhat falteringly, to what 
may be called the “basic science training” 
of the surgeon. 

Samuel Sharpe, who has been mentioned 
as William Hunter’s immediate predeces¬ 
sor in the teaching of anatomy, was one of 
the favorite pupils of the great William 
Cheselden, himself the author of anatomic 
works, one of which remained a popular 
text for many years. Osteology was 
Cheselden’s special province, but he con¬ 
tinues memorable for his surgical con¬ 
tributions to the practice of lithotomy 
and to ophthalmology. It was in ophthal¬ 
mology that Sharpe particularly excelled. 

In the* course of the eighteenth century 
the strong anatomic tradition of British 
surgery became well established. Oxford 
had slumbered peacefully in undiminished 
respect for Hippocrates, Galen and Avi¬ 


cenna, but even Oxford underwent an 
anatomic awakening. Meantime the Lon¬ 
don schools of anatomy, most of which 
began in private hands but gradually be¬ 
came associated with the medical schools 
growing up around the great teaching hos¬ 
pitals, were rivaled in eminence by Edin¬ 
burgh lecture theaters and laboratories. 

One of the principal areas in which 
British advances in practical surgery were 
evident was the area explored by John 
Hunter in introducing his famous opera¬ 
tion for popliteal aneurysm. It was not 
long before his pupils, Abernethy, Cooper 
and others, were successfully tying this 
major vessel and that, usually under emer¬ 
gency circumstances; the culmination of 
the trend was reached in Cooper’s liga¬ 
tions of the abdominal portion of the 
aorta. In this, as in the other branches 
of surgery they practiced, the pupils of 
John Hunter went to work with great 
speed and assurance, fortified by a knowl¬ 
edge of anatomy probably much more ex¬ 
tensive and exact, on the whole, than that 
of their present-day successors. As 
Cooper’s works on the breast and on her¬ 
nia suffice to indicate, they made them¬ 
selves the masters of surgical anatomy in 
special areas with the object of perform¬ 
ing good elective work too. But Cooper, 
the master surgeon-anatomist of his time, 
never neglected to keep fresh his acquaint¬ 
ance will all parts of the body, and it is 
said that he hardly passed a day without 
dissecting. 

One of the striking features of the De 
Mot?i Cordis of William Harvey is the 
astonishingly large number of different 
species of animals his researches led him 
to dissect. England later developed a 
notable school of comparative anatomists, 
with John Hunter occupying the pre¬ 
eminent position. Hunter, like Cuvier 
after him, hoped that the comparative 
study of many classes of animals would 
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lead to important results in physiology. 
He himself pursued other avenues of ap¬ 
proach as veil. His experimental vork 
threw some light on various aspects of 
physiology and pathology, and he even 
made a beginning in the study of 
endocrinology. Unluckily, many of his dis¬ 
ciples restricted themselves almost com¬ 
pletely to morphologic researches, supple¬ 
menting their work of this kind with much 
speculation in the vein of Hunter. Re¬ 
inforced by the growing national senti¬ 
ment of antivivisectionism, both within 
and without the profession, this resulted 
in a too exclusive reliance on anatomy. 

“In the animal body,” wrote Sir Charles 
Bell, “the parts present distinct textures, 
and are laid in a natural and perfect 
order; it is necessary only to trace the 
tubes, or to observe the symmetrical order 
of the nervous cords, that we may discover 
their respective uses: the motions, whether 
of the solid or fluid parts, are so regular 
and uniform, that the whole offers a sub¬ 
ject for observation and induction. Anat¬ 


omy is already looked upon with prej¬ 
udice by the thoughtless and ignorant: 
let not its professors unnecessarily incur 
the censures of the humane. Experiments 
have never been the means of discovery: 
and a survey of what has been attempted 
of late years in physiology will prove that 
the opening of living animals has done 
more to perpetuate error than to confirm 
the just views taken from the study of 
anatomy and natural motions.” 

It is small wonder that anatomy, both 
human and comparative, long flourished 
in Great Britain at the expense of experi¬ 
mental investigation. It has formed one 
of the great strengths of British surgery, 
supplemented a little later by pathologic 
anatomy; at the same time, it has stood 
in the way of the development of physiol¬ 
ogy and, by the same token, that of phys¬ 
iologic surgery. Fortunately the strength 
of the tradition has survived the over¬ 
throw of the once unconquerable prejudice 
it brought in its train. 
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five or six lectures on anatomy were then 
given each night in London during the 
winter session. Cecil Wall has noted that 
“in this year William Hunter took over 
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tion for popliteal aneurysm. It was not 
long before his pupils, Abernethy, Cooper 
and others, were successfully tying this 
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gency circumstances; the culmination of 
the trend was reached in Cooper’s liga¬ 
tions of the abdominal portion of the 
aorta. In this, as in the other branches 
of surgery they practiced, the pupils of 
John Hunter went to work with great 
speed and assurance, fortified by a knowl¬ 
edge of anatomy probably much more ex¬ 
tensive and exact, on the whole, than that 
of their present-day successors. As 
Cooper’s works on the breast and on her¬ 
nia suffice to indicate, they made them¬ 
selves the masters of surgical anatomy in 
special areas with the object of perform¬ 
ing good elective work too. But Cooper, 
the master surgeon-anatomist of his time, 
never neglected to keep fresh his acquaint¬ 
ance will all parts of the body, and it is 
said that he hardly passed a day without 
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to dissect. England later developed a 
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with John Hunter occupying the pre¬ 
eminent position. Hunter, like Cuvier 
after him, hoped that the comparative 
study of many classes of animals would 
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lead to important results in physiology. 
He himself pursued other avenues of ap¬ 
proach as well. His experimental work 
threw some light on various aspects of 
physiology and pathology, and he even 
made a beginning in the study of 
endocrinology. Unluckily, many of his dis¬ 
ciples restricted themselves almost com¬ 
pletely to morphologic researches, supple¬ 
menting their work of this kind with much 
speculation in the vein of Hunter. Re¬ 
inforced by the growing national senti¬ 
ment of antivivisectioni^m, both within 
and without the profession, this resulted 
in a too exclusive reliance on anatomy. 

“In the animal body," Avrote Sir Charles 
Roll, “the parts present distinct textures, 
and are laid in a natural and perfect 
order; it is necessary only to trace the 
tubes, or to observe the symmetrical order 
of the non oils cords, that we may discover 
their respective u=es; the motions, whether 
of the solid or fluid parts, are so regular 
and uniform, that the whole offers a sub¬ 
ject for observation and induction. Anat¬ 


omy is already looked upon with prej¬ 
udice by the thoughtless and ignorant: 
let not its professors unnecessarily incur 
the censures of the humane. Experiments 
have never been the means of discovery: 
and a survey of what has been attempted 
of late years in physiology will prove that 
the opening of living animals has done 
more to perpetuate error than to confirm 
the just views taken from the study of 
anatomy and natural motions." 

It is small wonder that anatomy, both 
human and comparative, long flourished 
in Great Britain at the expense of experi¬ 
mental investigation. It has formed one 
of the great strengths of British surgery, 
supplemented a little later by pathologic 
anatomy; at the same time, it has stood 
in the way of the development of physiol* 
ogv and. by the same token, that of phys¬ 
iologic surgery. Fortunately the strength 
of the tradition has survived the over¬ 
throw of the once unconquerable prejudice 
it brought in its train. 
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BOOKS RECEIVED 


The following books have been re¬ 
ceived by the Editor; they will be re¬ 
viewed critically as space and facilities 
permit. Omission of more extended re¬ 
view, however, is not to be taken as criti¬ 
cism of the merit of the book. 


Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 

Le Diagnostic du Cancer d’Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A. Gutmann. Paris: G. 
Doin et Cie, 1956. Pp. 257. 

Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockett. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 

Spinal Cord Compression. By I. M. Tarlor. 
Springfield, Ill.: Charles C Thomas, Pub¬ 
lisher, 1957. Pp. 147, with 41 illustrations. 

Functional Bracing of the Upper Extremi¬ 
ties. By Miles H. Anderson. Springfield, III.: 
Charles C Thomas, Publisher, 1958. Pp. 463. 
Illustrated. 

The Clinical Management of Varicose 
Veins. By David Woolfolk Barrow. New 
York: Paul B. Hoeber, 1957. Pp. 167, with 
70 illustrations. 

Homosexuality, Transvestism and Change 
of Sex. By Eugene de Savitsch. London: 
William Heinemann Medical Books Ltd., 
1958. Pp. 120. 


Temporal Lobe Epilepsy. Edited by Mait¬ 
land Baldwin and Pearce Bailey; Co-Editors, 
Cosiamo Ajmone-Marson, Igor Klatzo and 
Donald Tower. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 581. Reviewed 
in this issue. 

The Management of Emergencies in Tho¬ 
racic Surgery. By John Borrie. New York: 
Appleton-Century-Crofts, 1958. Pp. 340, with 
numerous illustrations. Reviewed in this issue. 

The Physician’s Own Library. By Maiy 
Louise Marshall. Springfield, Ill.; Charles C 
Thomas, Publisher, 1957. Pp. 80. 

Physical Examination of the Surgical Pa¬ 
tient. By J. Englebert Dunthy and Thomas 
W. Botsford. Philadelphia: The W. B. Saun¬ 
ders Company, 1958. 2d ed. Pp. 375, with 
203 illustrations. Reviewed in this issue. 

On the Cerebrospinal Fluid in Normal 
Children and in Patients with Acute Abac¬ 
terial Meningo-Encephalitis. By S. Widell. 
Lund, Sweden: Berlinyska Boktrvckerict, 
1958. Pp. 102, with 25 tables and 13 illustra¬ 
tions. Reviewed in this issue. 

Obstetrics and Gynecologic Milestones: 
Essays in Eponymy. By Harold Speert. New 
York: The Macmillan Co., 1958. Pp. 700. Re¬ 
viewed in this issue. 

Lesions of the Lower Bowel. By Raymond 
J. Jackman. Springfield, 111.: Charles C 
Thomas, Publisher, 1958. Pp. 347, with 
endoscopic illustrations in color. Reviewed in 
this issue. 

Medulloblastoma. By Benjamin L. Crue Jr. 
Springfield, Ill.: Charles C Thomas, Pub¬ 
lisher, 1958. Pp. 206, with 16 illustrations. Re¬ 
viewed in this issue. 

The Psycholog}' of Medical Practice. By 
Marc H. Hollender. Philadelphia: The W. 
B. Saunders Company, 1958. Pp. 276. Re¬ 
viewed in this issue. 




BOOKS REVIEWED 


On the Cerebrospinal Fluid in Normal 
Children and in Patients with Acute Abac¬ 
terial Meningo-Encephalitis. By S. Widell. 
Lund, Sweden: Beriinyska Boktryckerict, 
1953. Pp. 102, with 25 tables and 13 illustra¬ 
tions. 

This investigation deals with the amount 
and composition of the cerebrospinal fluid 
protein in normal children of different ages. 
Studies were also made on cerebrospinal 
fluid from children and adults with acute 
abacterial meningoencephalitis in different 
stages of the disease, with particular atten¬ 
tion to the connection between clinical symp¬ 
toms and changes in the protein level of the 
cerebrospinal fluid. The cell count of the 
fluid was also studied systematically. The 
protein content was analyzed by electro¬ 
phoresis. with determination of the N frac¬ 
tion. albumen, and Alpha,, Alpha... Beta,. 
Beta., and gamma fractions. 

A total of 12". samples of cerebrospinal 
fluid from notmal children and 21 normal 
adults was studied. The cell count was nb- 
sei \I’d t«> be high «*»-lT» * during the first 

! Ill i *• ntnii'lu. «if Tin* ! »w1 1 


60 of the patients being children and 59 
adults. Of the children. 33 had mumps 
meningoencephalitis and 27 other types. Only 
15 adults had mumps meningoencephalitis. 
44 had other types. A total of 256 samples 
of cerebrospinal fluid from these 119 patients 
were studied. 

At onset of the disease the cell content of 
the cerebrospinal fluid was usually higher 
with mumps meningoencephalitis than with 
other forms. Xo relation between symptoms 
and changes in the cerebrospinal fluid was 
observed with mumps meningoencephalitis, 
but there was a clear correlation between the 
symptoms and these changes in other forms 
of meningoencephalitis. The changes con¬ 
sisted of a marked increase in cell count and 
protein content and a relative concentration 
of gamma globulin. It was concluded that 
the changes in the central nervous system 
associated with mumps meningoencephalitis 
are relatively benign and localized mainly to 
the mcningc-. Abnormalities in the protein 
content of the cerehro-pinal fluid are con¬ 
sidered due to disturbed meningeal permea¬ 
bility. Xo correlation was found betv .t e», ;' nf , 
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Nonprofit Corporations and Associations, 
By Howard L. deck. Englewood Cliffs, N.J.: 
Prentice-Hall, Inc., 1956. Pp. 460. 

This guide to the formation, operation and 
dissolution of tax-exempt organizations gives 
pertinent advice on how to get maximum tax 
benefits, how to draw up bylaws, how to con¬ 
duct meetings, etc. All types of nonprofit 
organizations are discussed—the school, the 
college, the hospital, the fraternal organiza¬ 
tion, the scholarship foundation, and so on. 
The book is of particular value to hospital 
administrators and men interested in profes¬ 
sional organizations. 

0. C. 

Lesions of the Lower Bowel. By Raymond 
J. Jackman. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 347, with 
endoscopic illustrations in color. 

The illustrations place this work in a class 
by itself. The color plates from proctoscopic 
photographs are the best I have seen, being 
sufficiently true to life to be useful as refer¬ 
ence in proctoscopic examinations. Happily, 
they are numerous. The author’s description 
of anorectal anatomy is well done, avoiding 
the overcomplicated and the diffusely de¬ 
tailed. It is clear, simple, accurate and read¬ 
ily remembered. The monograph is based 
chiefly on the author's own experience in a 
large number of cases. Unlike much related 
writing, the work emphasizes diagnosis. Sur¬ 
gical therapy, however, is afforded adequate 
presentation. 

Most anorectal operations are relatively 
simple, and a properly supervised resident 
can become reasonably proficient, if allowed 
a fair number of operations, in a year. This 
is not true of anorectal diagnosis; it is here 
that the surgeon without proctologic train¬ 
ing errs. Years ago Dr. Collier F. Martin, 
long-time dean of Philadelphia proctologists, 
was firm in his opinion that two years’ train¬ 
ing in a proctologic service or clinic was im¬ 
perative if he were to have consistently ac¬ 
curate diagnoses from postgraduate students 
on which he could depend at the operating 
table. Doctor Jackman’s regard for the im¬ 
portance of diagnosis is well advised and 
praiseworthy. 


Any physician interested in proctology 
would do well to have this book, and it should 
be available to all proctologic residents. 

Clement L. Martin, M.D. 

The Psychology of Medical Practice. By 
Marc H. Hollender. Philadelphia: The W. 
B. Saundei-s Company, 1958. Pp. 276. 

The author, who is professor and chairman 
of the Department of Psychiatry at the State 
University of New York and Director of the 
Syracuse (N.Y.) Psychiatric Hospital, main¬ 
tains that, although the physical and psychic 
approaches to the patient are intertwined, 
they cannot be studied from the same point 
of view. The patient’s emotional reaction 
to his illness and its treatment can determine 
the effectiveness of the therapy. 

Dr. Hollender gives most of his attention 
to doctor-patient i-elations in medicine, sur¬ 
gery, obstetrics and pediatrics, as the broad 
fields in which the medical man works. The 
approaches he suggests in these general fields 
can be adapted, he suggests, to the various 
specialties. 

Special chapters have been contributed by 
Dr. Leonard Stine, assistant professor of 
clinical medicine at the Chicago Medical 
School; Dr. Ernest M. Solomon, instructor 
in the Department of Obstetrics and Gynecol¬ 
ogy, Northwestern University Medical School 
(Chicago); and Dr. Julius B. Richmond, pro¬ 
fessor and chairman of the Department of 
Pediatrics, State University of New York 

In the last two decades the psychiatrist, 
the psychoanalyst, the psychologist and the 
general practitioner have perforce assumed 
many of the functions once performed by 
the minister or priest. The doctor is every¬ 
one’s “confessor.” Psychiatric considerations, 
therefore, are a part of every medical man’s 
daily practice. Dr. Hollender’s suggestions 
as to the management of patients with medi¬ 
cal problems, with carcinoma, impending op¬ 
erations, with loss of limbs, etc., as well as 
victims of postpartum psychoses, are down- 
to-earth and notable for their common sense. 
The book is recommended to all who under¬ 
take the healing art. 

0. C. 
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An Introduction to the Study of Experi- 
nental Medicine. By Claude Bernard. Trans- 
ated by Henry Copley Greene, with an intro- 
luction by Lawrence J. Henderson and a 
iev.- foreword by I. Bernard Cohen. New 
Fork: Dover Publication. 6 . Inc., 1958. Pp. 226. 

This new paper-bound edition is the only 
major work of Claude Bernard, the great 
French physiologist now available in Eng¬ 
lish translation. First published in 1865, the 
text is still used in philosophy courses in 
France. It was first issued in English in 
1927 and wa« reprinted in 19-19. This new 
edition will find welcome readers everywhere 
a« a medical classic which has not become 
pass 6. 

M. T. 

The Management of Emergencies in Tho- 
rncic Surgery. By John Borrie. New York: 
Appleton-Centurv-Crofts, 1958. Pp. 8,10, with 
numerous illustration 6 . 

Although this hook deals with a so-called 
specialty, it is written for those who see the 
patient first, he it a general practitioner or 
intern or a nurse. Mr. Borrie js to he compli¬ 
mented on an excellent format and a concise, 
pithy pre entation of his subject. He has 
di'cussid .-ill type, of thoracic emergencies, 
fmm endobronchial foreign bodies to cardiac 
arre't, with aids to diagnosis and methods <,f 
tioatmon!. Many r<u ntgenogram* hate }„ ,. ri 
I epr odur < d to di pic t sperific conditions. 

1 hi* boo, can bi r, commended {„ *ur- 
g<ot", gMui.il pi., t.tjoni r-. }o>i*e ph-.-i- 
f IMS and i -ii < 


documented; the bibliography contains -101 
references. 

In the author's opinion, about 200 cases of 
medulloblastoma occur each year in the United 
States. In at least three-fourths of these the 
patients are children under 15 years of age. 
The incidence in the male is twice that ob¬ 
served in the female. The symptoms of this 
tumor are mainly those of increased intra¬ 
cranial pressure plus, perhaps, the syndrome 
of the cerebellar vermis, with ataxia most 
marked on standing. The usual therapeutic 
approach is surgical exploration: verification 
of the lesion by biopsy: decompression, and 
irradiation of the tumor site and the entire 
neural axis. Although the average survival 
period is less than a year, a few ca-es of sur¬ 
prisingly long survival have been reported. The 
pn lien is h/ive penernhy been eidvriy, which 
raises the possibility of misdiagnosis, a slower 
growing type of medulloblastoma nr of "matu¬ 
ration” of the tumor. The last-mentioned 
might conceivably lie induced by irradiation. 

This monograph pre-ent« a thorough review 
of the available literature on an important 
group of intracranial tumors and will l>o of 
interest to neurosurgeons, neurologists, pedia¬ 
trician* and pathologists. 

H \koj.p C. Yogis. i). 

Obstetrics and Gynecologic Milestone*: 
Essay* in Kpnnymj. By Harold Spifrt. Ncv, 
York: The Macmillan To.. 195*. Bp. Ton. 

Thi« is c ;-,e of the rr.o-t d< lightful !>■*.’• ■ I 
bn\e i-.>r r«:d, !>• th l-—au-* of •}.< «uhj<* • 
matter : rd h< r;.u-> of ;},«> mi *.» < r in v h: r h t? > 
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ments, and (9) Operations and Therapeutic 
Procedures. In these nine sections the author 
tells the stories behind 79 eponyms. In many 
instances more than one man’s name is as¬ 
sociated with a disease, syndrome or instru¬ 
ment. In addition to the true history of the 
eponyms there is a brief account of each man’s 
life from both the professional and the per¬ 
sonal point of view. 

In all cases the original publications were 
consulted by the authoz\ Articles published 
in Latin, Italian and Russian were translated 
for the author, but he himself did a magnif¬ 
icent job with the German and French transla¬ 
tions. Each chapter has a photograph of the 
man or men responsible for the eponym, and 
there is at least one illustration of the subject 
of the eponym. There is also a list of refer¬ 
ences at the end of each chapter. 

This book will prove fascinating not only to 
physicians but also to lay persons. It is beau¬ 
tifully written and expertly printed. The 
amount of time and effort put into the accumu¬ 
lation of the data must have been enormous. 
The author had to use great ingenuity in 
tracking down information for some of his 
essays. One story that proves the author’s 
tenacity is the one about Brenner (p. 374). 
Unbelievable as it may seem, when Brenner 
was finally located in -Johannesburg, where he 
migrated from Germany in 1923, he ‘‘was very 
much surprised to hear that the tumor he 
described ’way back in 1907 was known by 
his name.” 

To anyone who would like to spend several 
pleasant and profitable evenings I recommend 
this book most highly. 

J. P. Greenhill, M.D. 

Temporal Lobe Epilepsy. Edited by Mait¬ 
land Baldwin and Pearce Bailey; Co-Editors, 
Cosiamo Ajmone-Marson, Igor IClatzo and 
Donald Tower. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 581. 

This is the record of the Second Interna¬ 
tional Colloquium on temporal lobe epilepsy. 
The reports and discussions are presented as 
given. The discussions follow each panel or 
series of reports. There are 33 reports by a 
total of 56 contributors, presented in five sep¬ 
arate sessions that were held on March 22 and 
23, 1957. In the five sessions the anatomic. 


the physiologic and especially the electroen- 
cephalographic aspects of the condition, the 
pathologic picture, the relation of neuro¬ 
chemistary to seizures, the results of surgical 
removal of the temporal lobe and various clini¬ 
cal aftermaths of temporal lobectomy were 
considered in turn. 

It is impossible in a review to summarize 
the different views and attitudes of the various 
contributors. Everyone interested in epilepsy, 
especially in its surgical treatment, will wish 
to study the record of this colloquium in 
detail. 

It was more or less agreed that removal of 
a considerable portion of the temporal lobe 
on one side will produce relief of seizures in 
30 to 40 per cent of properly selected cases of 
psychomotor or temporal lobe epilepsy and 
material benefit in another 15 to 20 per cent, 
with few if any significant neurologic or 
psychoie side effects. More radical unilateral 
or bilateral resection may improve the results 
as far as control of seizures is concerned, but 
often at the cost of serious permanent neuro¬ 
logic and psycholic deficits. 

Everyone interested in epilepsy, especially 
in its surgical treatment, will wish to study 
the record of this colloquium. 

Harold C. Voris, M.D. 

Memoirs of a Golden Age. By Maurice 
Davidson. Springfield, Ill.: Charles C Thom¬ 
as, Publishers, 1958. Pp. 140. Illustrated. 

In this nostalgic little volume Dr. Davidson 
looks back on the Oxford of the late nineteen 
hundreds, which seems to him to be a “golden 
age,” before World War I set political pots 
boiling all over the world. The writer is 
concerned not only with the development of 
the medical school but with the humanities— 
music and drama, ecclesiastics, traditions 
and ceremonies, and the persons identified 
with the Oxford of that day. The book is 
really a personal appreciation of those per¬ 
sonalities who are less familiar to the Amer¬ 
ican than to the European reader but well 
worth knowing. The book is something of a 
plea for the outmoded ideal of education for 
the few, but its loving presentation of the 
Oxford of yesteryear is good reading for 
all who are interested in general education. 

M. T. 
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The Birth of Normal Babies. By Lyon P. 
Stream New York: Twavne Publishers, Inc., 
1958. Pp. 191. 

Approximately 90 percent of all pregnancies 
result in the birth of normal, healthy infants. 
Unfortunately, 10 per cent produce miscar¬ 
riages, stillbirths, or babies with birth defects. 

Dr. Strean, a full-time research scientist, 
has made many discoveries in the fields of 
medicine and dentistry and was associated 
with the early development of penicillin and 
cortisone. His findings in this instance are 
supported in a foreword by Dr. H. E. Leh¬ 
mann, of the Verdun (Quebec i Protestant 
Hospital, 

The book is based upon (10 case histories, 
from which the author deduces that the major 
cause of these tragedies is stre®=, of one kind 
or another, during the fir.®l three months of 
pregnancy. The stress may be due to a fall, a 
blow, powerful medicines (e.p., penicillin), 
venereal diseases, metabolic disease®, dermati¬ 
tis—or even an unhappy and unpleasant en- 
\ it ornnent. 

Dr. Slrean's interest is in prevention, and 
his text is highly informative and optimistic. 
It ®hould be read by prospective parents as 
well as obstetric tans, gynecologists and general 
practitioners. Welfare- workers will al®o find 
the bool, illuminating and useful. 


Dr. Stephenson, who is Professor and Chair¬ 
man of the Department of Surgery at the 
University of Missouri, says that hi? interest 
in cardiac arrest was stimulated while he 
served as an assistant to the late Dr. Evarts 
A. Graham at Barnes Hospital in St. Louis in 
1948. Other contributors to the text are 
Elv.yn L. Cady Jr., Medicolegal Consultant. 
Kansas City, Mo.; Clarence D. Davis, Associate 
Professor of Obstetrics and Gynecology, Yale 
University; Alex L. Finkle, Assistant Clinical 
Professorof Urology, University of California. 
San Francisco; Willem J. Koltt, member of the 
staff of the Division of Research of the Cleve¬ 
land Clinic Foundation: Norman Morris 
Bellevue Medical Center, N.Y.; and William 
A. Sodeman. Dean and Head of the Depart¬ 
ment of Medicine, .TefTer.~on Medical College, 
Philadelphia. 

This text, however, i® much more than a 
review of the literature. It i® a comprehen¬ 
sive report of everything that i« known on the 
subject, including incidence under all condi¬ 
tion®, diagnosis, etiology, management, pre¬ 
caution® and complication®, prevention, elective 
cardiac arrest for operation® <>n the open 
heart. po®tre®u®citative care and long-term 
neurologic ®e<|tielae. The index i® thorough. 

Thi® text i® an important addition to tIs*- 
literature on the subject. 
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life from both the professional and the per¬ 
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ences at the end of each chapter. 
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lation of the data must have been enormous. 
The author had to use great ingenuity in 
tracking down information for some of his 
essays. One story that proves the author’s 
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pathologic picture, the relation of neuro¬ 
chemistary to seizures, the results of surgical 
removal of the temporal lobe and various clini¬ 
cal aftermaths of temporal lobectomy were 
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It is impossible in a review to summarize 
the different views and attitudes of the various 
contributors. Everyone interested in epilepsy, 
especially in its surgical treatment, will wish 
to study the record of this colloquium in 
detail. 

It was more or less agreed that removal of 
a considerable portion of the temporal lobe 
on one side will produce relief of seizures in 
30 to 40 per cent of properly selected cases of 
psychomotor or temporal lobe epilepsy and 
material benefit in another 15 to 20 per cent, 
with few if any significant neurologic or 
psychoic side effects. More radical unilateral 
or bilateral resection may improve the results 
as far as control of seizures is concerned, but 
often at the cost of serious permanent neuro¬ 
logic and psycholic deficits. 

Everyone interested in epilepsy, especially 
in its surgical treatment, will wish to study 
the record of this colloquium. 
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hundreds, which seems to him to be a “golden 
age,” before World War I set political pots 
boiling all over the world. The writer is 
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really a personal appreciation of those per¬ 
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The Birth of Normal Babies. By Lyon P. 
Strean. New York: Twavne Publishers. Inc.. 
3958. Pp. 194. 

Approximately 90 per cent of all pregnancies 
result in the birth of normal, healthy infants. 
Unfortunately, 10 per cent produce miscar¬ 
riages, stillbirths, or babies with birth defects. 

Dr. Strean, a full-time research scientist, 
has made many discoveries in the fields of 
medicine and dentistry and was associated 
with the early development of penicillin and 
cortisone. His findings in this instance are 
supported in a foreword by Dr. H. E. Leh¬ 
mann, of the Verdun (Quebeci Protestant 
Hospital. 

The book i® ba-ed upon GO case histories, 
from which the author deduces that the major 
cause of these tragedies is stress, of one kind 
or another, during the first three months of 
pregnancy. The stress may be due to a fall, a 
blow, powerful medicines (e.g., penicillin >. 
venereal diseases, metabolic di«en®es dermati¬ 
tis—or even an unhappy and unpleasant en¬ 
vironment. 

Dr. St n an's interest js in prevention, and 
bis text is highly informative and optimistic. 
It 'bould be read by prospective parents as 
well as obstetricians, gynecologists and general 
pt.act it ion. r-. Welfare worker- will al-o find 
the honk illuminating and useful. 


Dr. Stephenson, who is Professor and Chair¬ 
man of the Department of Surgery at the 
University of Missouri, says that his interest 
in cardiac arrest was stimulated while he 
served as an assistant to the late Dr. Evarts 
A. Graham at Barnes Hospital in St. Louis in 
1948. Other contributors to the text are 
Elwyn L. Cady Jr., Medicolegal Consultant. 
Kansas City, Mo.; Clarence D. Davis, Associate 
Professor of Obstetrics and Gynecology, Yale 
University: Alex L. Finkie, Assistant Clinical 
Professor of Urology. University of California. 
San Francisco; Willem J. KolfT. member of the 
staff of the Division of Research of the Cleve¬ 
land Clinic Foundation: Norman Morris. 
Bellevue Medical Center. N.Y.: and William 
A. Sodeman, Dean and Head of the Depart¬ 
ment of Medicine, Jefferson Medical College, 
Philadelphia. 

Thi® text, however, is much more than a 
review of the literature. It i® a comprehen¬ 
sive report of everything that i« known on the 
subject, including incidence under all condi¬ 
tions, diagnosis, etiology, management, pre¬ 
caution' and complication®, prevention, elective 
cardiac arre®t for operation® on the .,p. n 
heart, po-tresii'citative care and long-term 
neurologic ‘■••fpielne. The indev thorough. 

This text is an important addition to th“ 
literature on the subject. 


—o. r. 


-Mu Tiiokh: 
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ments, and (9) Operations and Therapeutic 
Procedures. In these nine sections the author 
tells the stories behind 79 eponyms. In many 
instances more than one man’s name is as¬ 
sociated with a disease, syndrome or instru¬ 
ment. In addition to the true history of the 
eponyms there is a brief account of each man’s 
life from both the professional and the per¬ 
sonal point of view. 

In all cases the original publications were 
consulted by the author. Articles published 
in Latin, Italian and Russian were translated 
for the author, but he himself did a magnif¬ 
icent job with the German and French transla¬ 
tions. Each chapter has a photograph of the 
man or men responsible for the eponym, and 
there is at least one illustration of the subject 
of the eponym. There is also a list of refer¬ 
ences at the end of each chapter. 

This book will prove fascinating not only to 
physicians but also to lay persons. It is beau¬ 
tifully written and expertly printed. The 
amount of time and effort put into the accumu¬ 
lation of the data must have been enormous. 
The author had to use great ingenuity in 
tracking down information for some of his 
essays. One story that proves the author’s 
tenacity is the one about Brenner (p. 374). 
Unbelievable as it may seem, when Brenner 
was finally located in Johannesburg, where he 
migrated from Germany in 1923, he “was very 
much surprised to hear that the tumor he 
described ’way back in 1907 was known by 
his name.” 

To anyone who would like to spend several 
pleasant and profitable evenings I recommend 
this book most highly. 

J. P. Greenhill, M.D. 

Temporal Lobe Epilepsy. Edited by Mait¬ 
land Baldwin and Pearce Bailey; Co-Editors, 
Cosiamo Ajmone-Marson, Igor Klatzo and 
Donald Tower. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 581. 

This is the record of the Second Interna¬ 
tional Colloquium on temporal lobe epilepsy. 
The reports and discussions are presented as 
given. The discussions follow each panel or 
series of reports. There are 33 reports by a 
total of 56 contributors, presented in five sep¬ 
arate sessions that were held on March 22 and 
23, 1957. In the five sessions the anatomic, 


the physiologic and especially the electroen- 
cephalographic aspects of the condition, the 
pathologic picture, the relation of neuro¬ 
chemistary to seizures, the results of surgical 
removal of the temporal lobe and various clini¬ 
cal aftermaths of temporal lobectomy were 
considered in turn. 

It is impossible in a review to summarize 
the different views and attitudes of the various 
contributors. Everyone interested in epilepsy, 
especially in its surgical treatment, will wish 
to study the record of this colloquium in 
detail. 

It was more or less agreed that removal of 
a considerable portion of the temporal lobe 
on one side will produce relief of seizures in 
30 to 40 per cent of properly selected cases of 
psychomotor or temporal lobe epilepsy and 
material benefit in another 15 to 20 per cent, 
with few if any significant neurologic or 
psychoic side effects. More radical unilateral 
or bilateral resection may improve the results 
as far as control of seizures is concerned, but 
often at the cost of serious permanent neuro¬ 
logic and psycholie deficits. 

Everyone interested in epilepsy, especially 
in its surgical treatment, will wish to study 
the record of this colloquium. 

Harold C. Voris, M.D. 

Memoirs of a Golden Age. By Maurice 
Davidson. Springfield, Ill.: Charles C Thom¬ 
as, Publishers, 1958. Pp. 140. Illustrated. 

In this nostalgic little volume Dr. Davidson 
looks back on the Oxford of the late nineteen 
hundreds, which seems to him to be a “golden 
age,” before World War I set political pots 
boiling all over the world. The writer is 
concerned not only with the development of 
the medical school but with the humanities— 
music and drama, ecclesiastics, traditions 
and ceremonies, and the persons identified 
with the Oxford of that day. The book is 
really a personal appreciation of those per¬ 
sonalities who are less familiar to the Amer¬ 
ican than to the European reader but well 
worth knowing. The book is something of a 
plea for the outmoded ideal of education for 
the few, but its loving presentation of the 
Oxford of yesteryear is good reading for 
all who are interested in general education. 

M. T. 


384 
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N'EW BOOKS 


The Birth of Normal Babies. By Lyon P. 
Strean. New York: Twavne Publishers. Inc.. 
1058. Pp. 194. 

Approximately 90 per cent of all pregnancies 
result in the birth of normal, healthy infants. 
Unfortunately. 10 per cent produce miscar¬ 
riages, stillbirths, or babies with birth defects. 

Dr. Strean, a full-time research scientist, 
ha« made many discoveries in the fields of 
medicine and dentistry and was associated 
with the early development of penicillin and 
cortisone. His findings in this instance are 
supported in a foreword by Dr. H. E. Leh¬ 
mann, of the Verdun (Quebec i Protestant 
Hospital. 

The book is based upon 00 case histories, 
from which the author deduces that the major 
cause of thf-e tragedies i* stress, of one kind 
or another, during the first three months of 
pregnancy. The stress may he due to a fall, a 
blow, powerful medicines (e.g., penicillin i. 
venereal diseases, metabolic disease*, dermati¬ 
tis—(,r even an unhappy and unpleasant en- 
viromnent. 

Dr. Sttean’s interest i* in prevention, and 
his to\t is highly informali\e and optimistic. 
It should be read by prospective parents as 
well a* ob-tettii intis, gynecologists and general 
ptaetitionefs. Welfare worVers will al*o find 
the boot illuminating and useful. 

—o, r. 


Dr. Stephenson, who is Professor and Chair¬ 
man of the Department of Surgery at the 
University of Missouri, says that his interest 
in cardiac arrest was stimulated while he 
served as an assistant to the late Dr. Evarts 
A. Graham at Barnes Hospital in St. Louis in 
194S. Other contributors to the text are 
Elwyn L. Cady Jr., Medicolegal Consultant. 
Kansas City. Mo.; Clarence D. Davis, Associate 
Professor of Obstetrics and Gynecology, Yale 
University; Alex L. Finkle, Assistant Clinical 
Professor of Urology, University of California, 
San Francisco; Willem -T. KolfT, member of the 
staff of the Division of Research of the Cleve¬ 
land Clinic Foundation; Norman Morri*. 
Bellevue Medical Center. N.Y.; and William 
A. Sodemnn, Dean and Head of the Depart¬ 
ment of Medicine. Jefferson Medical College. 
Philadelphia. 

Thi* text, however, is much more than a 
review of the literature. It i« a comprehen¬ 
sive report of everything that i* known on the 
subject, including incidence under all condi¬ 
tion*. diagnosis, etiology, management, pre¬ 
caution* and complication*, prevention, elective 
cardiac arre-t for operation* on the op* n 
heart, po'tre-u-citative care and long-term 
neurologic *c<jue]ne. The index is thorough. 

Thi* text i* an important addition to ;!.» 
Ht-rature on the Mihjoct. 

—J!\\ Tho’;j k 
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ments, and (9) Operations and Therapeutic 
Procedures. In these nine sections the author 
tells the stories behind 79 eponyms. In many 
instances more than one man’s name is as¬ 
sociated with a disease, syndrome or instru¬ 
ment. In addition to the true history of the 
eponyms there is a brief account of each man’s 
life from both the professional and the per¬ 
sonal point of view. 

In all cases the original publications were 
consulted by the author. Articles published 
in Latin, Italian and Russian were translated 
for the author, but he himself did a magnif¬ 
icent job with the German and French transla¬ 
tions. Each chapter has a photoglyph of the 
man or men responsible for the eponym, and 
there is at least one illustration of the subject 
of the eponym. There is also a list of refer¬ 
ences at the end of each chapter. 

This book will prove fascinating not only to 
physicians but also to lay persons. It is beau¬ 
tifully written and expertly printed. The 
amount of time and effort put into the accumu¬ 
lation of the data must have been enormous. 
The author had to use great ingenuity in 
tracking down information for some of his 
essays. One story that proves the author’s 
tenacity is the one about Brenner (p. 374). 
Unbelievable as it may seem, when Brenner 
was finally located in Johannesburg, where he 
migrated from Germany in 1923, he “was very 
much surprised to hear that the tumor he 
described ’way back in 1907 was known by 
his name.” 

To anyone who would like to spend several 
pleasant and profitable evenings I recommend 
this book most highly. 

J. P. Greenhill, M.D. 

Temporal Lobe Epilepsy. Edited by Mait¬ 
land Baldwin and Pearce Bailey; Co-Editors, 
Cosiamo Ajmone-Marson, Igor Klatzo and 
Donald Tower. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 581. 

This is the record of the Second Interna¬ 
tional Colloquium on temporal lobe epilepsy. 
The reports and discussions are presented as 
given. The discussions follow each panel or 
series of reports. There are 33 reports by a 
total of 56 contributors, presented in five sep¬ 
arate sessions that were held on March 22 and 
23, 1957. In the five sessions the anatomic, 


the physiologic and especially the electroen¬ 
cephalograph ic aspects of the condition, the 
pathologic picture, the relation of neuro¬ 
chemistary to seizures, the results of surgical 
removal of the temporal lobe and various clini¬ 
cal aftermaths of temporal lobectomy were 
considered in turn. 

It is impossible in a review to summarize 
the different views and attitudes of the various 
contributors. Everyone interested in epilepsy, 
especially in its surgical treatment, will wish 
to study the record of this colloquium in 
detail. 

It was more or less agreed that removal of 
a considerable portion of the temporal lobe 
on one side will produce relief of seizures in 
30 to 40 per cent of properly selected cases of 
psychomotor or temporal lobe epilepsy and 
material benefit in another 15 to 20 per cent, 
with few if any significant neurologic or 
psychoic side effects. More radical unilateral 
or bilateral resection may improve the results 
as far as control of seizures is concerned, but 
often at the cost of serious permanent neuro¬ 
logic and psycholic deficits. 

Everyone interested in epilepsy, especially 
in its surgical treatment, will wish to study 
the record of this colloquium. 

Harold C. Voris, M.D. 

Memoirs of a Golden Age. By Maurice 
Davidson. Springfield, Ill.: Charles C Thom¬ 
as, Publishers, 1958. Pp. 140. Illustrated. 

In this nostalgic little volume Dr. Davidson 
looks back on the Oxford of the late nineteen 
hundreds, which seems to him to be a “golden 
age,” before World War I set political pots 
boiling all over the world. The writer is 
concerned not only with the development of 
the medical school but with the humanities — 
music and drama, ecclesiastics, traditions 
and ceremonies, and the persons identified 
with the Oxford of that day. The book is 
really a personal appreciation of those per¬ 
sonalities who are less familiar to the Amer¬ 
ican than to the European reader but well 
worth knowing. The book is something of a 
plea for the outmoded ideal of education for 
the few, but its loving presentation of the 
Oxford of yesteryear is good reading for 
all who are interested in general education. 

M. T. 
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NEW BOOKS 


The Birth of Normal Babies. By Lyon P. 
Stream N'ew York: Twayne Publishers. Inc.. 
1058. Pp. 194. 

Approximately 90 per cent of all pregnancies 
result in the birth of normal, healthy infants. 
Unfortunately, 10 per cent produce miscar¬ 
riages, stillbirths, or babies with birth defects. 

Dr. Strean, a full-time research scientist, 
has made many discoveries in the fields of 
medicine and dentistry and was associated 
with the early development of penicillin and 
cortisone. His findings in this instance are 
supported in a foreword by Dr. H. E. Leh¬ 
mann, of the Verdun fQuebec > Protestant 
Hospital. 

The book is based upon GO case histories, 
from which the author deduces that the major 
cause of these tragedies is stress, of one kind 
or another, during the first three months of 
pregnancy. The stress may be due to a fall, a 
blow, powerful medicines fc.g., penicillin!, 
venereal disease-, metabolic diseases, dermati¬ 
tis—or even an unhappy and unpleasant en¬ 
vironment. 

Dr. St roan's interest is in prevention, and 
hr text is highly informative and optimistic. 
It should be read by prospective parents as 
well as obstetricians, gynecologists and general 
practitioners. Welfare workers will also find 
the b>.ol, illuminating and useful. 


Dr. Stephenson, who is Professor and Chair¬ 
man of the Department of Surgery at the 
University of Missouri, says that his interest 
in cardiac arrest was stimulated while he 
served as an assistant to the late Dr. Evarts 
A. Graham at Barnes Hospital in St. Louis in 
194S. Other contributors to the text are 
Elwyn L. Cady Jr., Medicolegal Consultant. 
Kansas City, Mo.; Clarence D. Davis, Associate 
Professor of Obstetrics and Gynecology, Yale 
University; Alex L. Finkle. Assistant Clinical 
Professorof Urology. University of California, 
San Francisco; Willem J. Knlff, member of the 
staff of the Division of Research of the Cleve¬ 
land Clinic Foundation; Norman Morris. 
Bellevue Medical Center. N.Y.: and William 
A. Sodeman, Dean and Head of the Depart¬ 
ment of Medicine. Jefferson Medical College, 
Philadelphia. 

This text, however, is much more than a 
review of the literature. It is a comprehen¬ 
sive report of everything that is known on the 
subject, including incidence under all condi¬ 
tions, diagnosis, etiology, management, pre¬ 
cautions and complications, prevention, elective 
cardiac arrest for operations on the open 
heart, po-tresuscitntivo care and long-term 
neurologic sequelae. The index i* thorough, 

This Text i- an important addition to th« 
literature on the subject. 


—f). C. 


Max Tisntu.K 
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sent; the close collaboration between artist and 
author, however, leaves little to be desired in 
the understanding- of Reichert’s and Meckel’s 
cartilages. The section pertaining to the dia¬ 
phragm, particularly the all-important sub¬ 
ject of hiatal hernia, is presented in some 
detail and is illustrated beautifully. Figure 
277 shows the types of diaphragmatic hernia 
in an unusual and appealing way. This book 
can be recommended unreservedly to any one 
interested in surgical anatomy. 

Philip Thorek, M.D. 

Applied Medical Library Practice. By 
Thomas E. Keys. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 495. Illustrated. 

The librarian of the Mayo Clinic has com¬ 
piled a very thorough guide for the users of 
the medical library. He gives very cogent 
advice on the administration of the medical 


library, explains the accepted systems of cata¬ 
loging and classification, the use of medical 
indexes, etc. There is also much historical ma¬ 
terial on the development of medical libraries 
and medical publishing in the United States. 
References are profuse, and the Appendix con¬ 
tains a list of publishers of medical and related 
books in the United States, arranged alpha¬ 
betically by city; a list of the medical book- 
dealers in the United States who handle new 
books (arranged in the same way); a list of 
antiquarian booksellers; a list of top circula¬ 
tion medical journals; and a bibliography of 
medical works that have been reproduced in 
facsimile. The index is thorough. 

This informative volume should be on every 
medical library shelf and in the personal lib¬ 
rary of all who have occasion to use sources of 
medical knowledge. 

M. T. 


. . . Even when he was as much overlord of the continental medical professors as 
Frederick Barbarossa was over the Germanic princes in the Middle Ages, Rudolf 
Virchow’s influence was always tempered by the rising science of bacteriology under 
Louis Pasteur and Robert Koch, who taught that microbes are the cause of disease, 
and that identifying and killing them is the main object of medicine. It would not 
be true to say that Rudolf Virchow overlooked microbes; but certainly he never 
wavered from his belief that the cell and the tissue of cells embodied the funda¬ 
mental of disease. W. H. Welch stated that Virchow’s conception of cellular patholo¬ 
gy was the greatest advance which scientific medicine had made since its beginning. 

—Williams 
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Vaginal and Abdominal Total Hysterectomy. 
Backer. 0. G., and KriestofTersen, K., Acta 
Chir. Scandinav. 111:67, 1058. 

Tbe early result.? of 00 vaginal arid 110 
abdominal hysterectomies arc reported. The 
two approaches showed the same complica¬ 
tion rate. 12 per cent following vaginal hys¬ 
terectomy andO per cent following abdominal 
hysterectomy. The postoperative tempera- 
tore curve and the duration of the stay in 
the hospitat were identical. The total oper¬ 
ative mortality rate was 1 per cent. 

The late results were studied hy a follow¬ 
up of 00 patients of the vaginal and 84 of 
the abdominal series. This revealed prolapse 
in 42 per cent of the vaginal case*. In the 
abdominal series 8 per cent had prolapse. 

It is concluded from this study that vagi¬ 
nal hysterectomy oilers no primary advan¬ 
tages over the abdominal procedure. 

KiWNn Liss\ck. M.l). 


to four weeks the tumor was enucleated or 
excised. Then 10 mg. radium tubes with fil¬ 
ters corresponding to 2 mm. of lead were 
immediately deposited in the wound cavity, 
where they were usually left for ten to 
twelve hours. In SI patients primarily 
treated in this fashion and followed for five 
to eighteen years, no recurrences have been 
observed. In a second group, 14 patient s op¬ 
erated upon at other hospitals with subse¬ 
quent irradiation at the authors' hospital 
several days after the operation, there were 
recurrences in 2 of 6 patients who were 
treated only with intracavital radium and 
in 3 of S who were given only telegamma 
therapy. In a third group of 5 patients 
treated in the authors' hospital by operation 
only there were no recurrences, but this 
group was, of course, too small to be signifi¬ 
cant. In a fourth group numbering 51. 
treated by operation alone (enucleation or 
extirpation 1 at other hospitals, there were 
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tumors, a combination of surgical treatment 
and irradiation is superior to surgical treat¬ 
ment alone. 

The malignant parotid tumors (49) were 
treated along similar lines, except that the 
doses of irradiation were larger. The intra- 
cavital application of radium tubes was sup¬ 
plemented with postoperative telegamma 
treatment, usually through several fields, in¬ 
cluding also the regional lymph nodes. The 
overall frequency of recurrence in the vari¬ 
ous groups of malignant parotid tumors was 
high. Of the 49 patients, 1 or more recur¬ 
rences developed in 21. There were 18 
deaths from malignant disease, 14 of them 
within five years. Because of these discour¬ 
aging results, the authors conclude that more 
radical surgical treatment in combination 
with radiotherapy must be recommended fox- 
malignant growths. 

In the authors’ clinic, most tumors are not 
opei-ated upon until preopei-ative telegamma 
treatment has been given. Exceptions to this 
rule are supex-ficial tumox-s freely movable 
beneath the skin. During operation the spec¬ 
imen is sent to the pathologist for immediate 
frozen section study. If the diagnosis is 
benign mixed tumor, radium tubes are placed 
in the wound cavity and no further measui-es 
are necessax-y. If it is malignant tumor, the 
opei-ation is extended to include total paroti¬ 
dectomy, and, as a rule, i-adical neck dissec¬ 
tion is added. Generally, the authors ocn- 
sider postopei-ative iri-adiation indicated. If 
the histologic diagnosis cannot be made 
during the operation, radium tubes are in- 
sei-ted in the wound cavity. If the tumor is 
malignant the same plan is followed, usually 
with external radiotherapy added later. 

Thomas Wilensky, M.D. 

Meckel’s Diverticulum in Childhood. Mc- 
Parland, F. A., and Kiesewetter, W. B., Sui-g. 
Gynec. & Obst. 106:11, 1958. 

In this article the authors review the era- 
bi-yologic and pathologic anatomic aspects 
of Meckel’s diverticulum. They desci'ibe 
the formation of the omphalomesentei-ic duct 
and explain how arrest of the obliterative 
process at different stages accounts for the 


variety of anatomic conditions obsei-ved. The 
common variants are named and described. 
These are fibi-ous coi-d, umbilical sinus, mu¬ 
cous cysts and the classic ileal diverticulum. 
The common complications of Meckel's 
diverticulum ai-e hemori-hage, intestinal ob¬ 
struction and perfoi-ation or inflammation of 
the diverticulum. Meckel’s divex-ticulum is 
the most fi-equent congenital anomaly of the 
gastrointestinal tract. It is most often 
symptomatic in patients under 1 year of age. 
The chief complaints are i-ectal bleeding, 
abdominal pain, vomiting and a di-aining 
sinus. The ti-eatment for this condition is 
sui-gical, and the authoi-s express their opin¬ 
ion that all diverticula found at opei-ation 
should be removed. All deaths in this sei-ies 
were due to severe complications in sympto¬ 
matic cases. In conclusion, the authoi-s 
stx-ess the point that Meckel’s divex-ticulum 
should be considered if i-ectal bleeding 
occurs in a patient under 2 years of age. 

James H. Erwin, M.D. 

Experiences with the Retrosternal Eso¬ 
phageal Replacement Employing Jejunum or 
Ileum. Jezioro, Z., and Kuz, H., Surgery 
44:275, 1958. 

An extensive expex-ience in the construction 
of a x-etrostei-nal esophagus in 28 patients 
operated upon in Wroclaw, Poland, is hei-ein 
submitted. All had suffei-ed chemical bui-ns 
of the esophagus at vax-ious times, and all had 
been pi-eviously treated by dilations and gas- 
tx-ostomy for months to yeai-s. In 23 patients 
the reti-ostei-nal esophagus was constructed 
from jejunum and from ileum, with a cecal 
cap including the ileocecal valve in the re- 
maining 5. Thei-e was only 1 death, that of 
a man aged 50 who died from pneumonia four 
months after discharge. 

In the author’s opinion thei-e ai - e many 
advantages in constructing a totally new 
esophagus fi-om small intestine and placing 
it x-eti-osternally by means of a two-stage 
opei-ation. They state that the procedux-e is 
simple and well tolei-ated. The placement of 
the intestine into the antei-ior mediastinum 
ci-eated no side effects i-efex-able to the thoi-acic 
viscei-a. Functionally and cosmetically the 
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operation i« far better than the antethoracic 
procedures and is better al=o than other trans¬ 
thoracic methods The major problem revolves 
around the mobilization of a sufficiently long 
jejunal loop with its blood supply intact. Since 
11)51 they have been able to mobilize sufficient 
jejunum in almost all ca=e«, owing to experi¬ 
ence from an extensive anatomic study of the 
arterial and venous supplie- to the portion 
of bowel selected for transplantation. 

A carefully studied technic has been de¬ 
veloped for the division of minimal numbers 
of blood vessels close to the roots of the su¬ 
perior mesenteric vessels, together with com¬ 
plete division of the intervening peritoneum 
in the intervascular spaces and the occasion¬ 
ally necessary displacement of the .superior 
mesenteric vo-«ols in a cephalad direction, 
with or without division of the ileocolic vessel. 

At the first stage, mobilization of the 
jejunum or ileum v.as carried out and intra¬ 
abdominal anastomosis between stomach and 
bow el mad'- after the small bowel had been 
pulled through the mesocolon. The retroster¬ 
nal tunned v.as then dissected and the mobi¬ 
lize d inti Mum plat ed through it tee the cervical 
region. Tin <> eipbago-inte stma! anasteimosis 
m lie einieal region was made at the* second 
ope I .it |le|l. 


poxemia. Patients with advanced anemia, val¬ 
vular disease or cyanosis, for example, do not 
have cardiac sen=ations despite low arterial 
oxygenation f60 per cent or lessi. 

Clinical experience during cardiac surgical 
procedures, according to the experimental ob¬ 
servations of C. S. Beck and his group, has 
shown that disturbances of heart action as 
well as the majority of infarctions are caused 
by electric phenomena. The latter are due to 
irregular blood distribution in the myocar¬ 
dium. Consequently, the therapeutic aim i= to 
establish a continuously equal distribution of 
blood to all the parts of the heart muscle. This 
can he achieved by early dilation of the coro¬ 
nary collaterals to a diameter of up to 200 
microns. Thus, full and lasting compensation 
is provided in advance for an anticipated or 
imminent obstruction of one of the eoron.tr> 
arterie-, or for an already infareb'd segment 
of the myocardium. 

The four steps leading to an optimal dila¬ 
tion of the collateral vc---ols are-: el e Rough¬ 
ening of the pericardium and rpirnrdium: ! 2' 
application of crude asbe>to= powder on tlm 
heart, in order to produce adhesion-; ir*,i par¬ 
tial ligation of the sinus coronnriu-, and i 5 
attachment of mediastinal fat ti-su* to th«' 
lie-art with suture-. 
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against myocardial infarction and for the re¬ 
lief of angina pectoris. 

Ernest G. Abraham, M.D. 

A Study of 268 Patients with Carcinoma 
of the Midrectum Treated by Abdominoperi¬ 
neal Resection with Sphincter Preservation. 
Waugh, J. M., and Turner, J. C. Jr., Surg., 
Gynec. & Obst. 107:777, 1958. 

The authors present follow-up data on 268 
patients with carcinoma of the midportion (5 
to 10 cm. above the dentate line) and upper 
portion of the rectum who underwent com¬ 
bined abdominoperineal resection with preser¬ 
vation of the anal sphincter. They concluded 
that if this procedure included ample resection 
of the sigmoid mesentery, the perirectal tissue 
and the internal anal sphincter in lesions lo¬ 
cated within 1 inch (2.5 cm.) of the levator, 
it would be a sound operation for carcinoma, 
the results of which would compare favorably 
with those following the Miles operation. 

John A. Zieman, M.D. 

A Histochemical Evaluation of Carcinoma 
in Situ of the Cervix Uteri. Nesbitt, R. E. L., 
Jr., and Stein, A. A., Surg., Gynec. & Obst. 
107:161, 1958. 

The cervical tissues obtained from biopsy 
and hysterectomy specimens were stained with 
hematoxylin and eosin and by periodic-acid- 
Schiff technics. The latter stain was useful in 
identifying the basement membrane and there¬ 
fore in detecting objective invasion, as well as 
in estimating the degree of differentiation and 
maturation of the cervical epithelium. It ap¬ 
peared that carcinoma in situ of the ectocervix 
is a distinct entity, characterized by atypical 
basal cell hyperplasia with failure of cell mat¬ 
uration. When this lesion appears in the en- 
docervix it results from reserve cell hyper¬ 
plasia, with absolute failure in differentiation 
as well as in maturation. 

Until more is known of the fine correlation 
of structure and function, considerable effort 
should be exerted to establish precise and uni¬ 
form histologic criteria for the diagnosis of 
carcinoma in situ. 

The cervical tissues from 42 acceptable 
cases of carcinoma in situ were subjected to 


careful histologic and cytochemical study in 
this series. The purpose of the study was to 
seek specific histologic criteria for diagnosis, 
to search for a reliable method of identifica¬ 
tion of the basement membrane and to attempt 
evaluation of the biologic characteristics of 
the lesion. 

Edmund Lissack, M.D. 

Anterior Approach to the Upper Ureter. 
Tauber, A. S-, and Maluf, N. S. R., J. Urol. 
80:13-16, 1958. 

The authors describe the anterior approach 
to the upper portion of the ureter. 

The advantages of this incision over the 
classic lumbar incision are: (1) the ureter is 
exposed quickly; (2) heavy muscles, blood ves¬ 
sels and nerves are avoided; (3) postoperative 
pain and ileus are minimal, and (4) the pa¬ 
tient does not have to be “jack-knifed” into 
position. 

This approach is not recommended for full 
exploration of the kidney. 

Shepard Jerome, M.D. 

Cervical Tampon-Synchronous Test for 
Ovulation. Doyle, J. B., J.A.M.A. 167:1464, 
1958. 

There is a period in each month when the 
mature graafian follicle will expel its liquor 
folliculi. Unless promptly aspirated by the 
tubes the egg floats down the side of the pel¬ 
vis, where, if tubal motility and patency are 
unimpaired, one of the tubes will siphon it up 
and propel it toward the uterus. 

The cervical value determined by the tampon 
Tes-Tape test for dextrose in the cervical mu¬ 
cus becomes maximal synchronously with pos¬ 
itive results of tests from cul-de-sac transu¬ 
date of liquor folliculi. Simultaneous positive 
results are observed after contact for one min¬ 
ute with fluid directly aspirated from the fol¬ 
licle. The test appeal’s to be a good direct test 
for studying tubal siphonage of liquor folliculi. 

This simple test, which can be done at home, 
has been devised for a sharp rise in the dex¬ 
trose concentration present in the cervical se¬ 
cretion simultaneously with the occurrence of 
ovulation. 

Edmund Lissack, M.D. 
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Middle East should send their articles to: 

European Office of the 
International College of Surgeons 
G-S Rue de la Confederation 
Geneva, Switzerland 

A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 

I.es auteurs d'arlicles scientifiques destines a etre publics dans le Journal 
du College international do chirurgiens sont pries d'adresser leurs articles 
a Vadrrs'-e suivante pour l’Europe, 1c Proche el le Moven Orient. 

Bureau Europeen du 
College international ric chirurgiens 
G-S rue de la Confederation 
GcneNe (Suiwc) 

I’n comite a elf nommf pour l’esamen dr« article-, a pnrnilrr. Le- 
auteurs *-ont pries de joindre a leur traxail dc brefs rf-umfs cn frar.;r.K. 
anglais, allemnnd. m-pagnol. italien cl portugais si possible. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


MARCH, 1959 


against myocardial infarction and for the re¬ 
lief of angina pectoris. 

Ernest G. Abraham, M.D. 
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John A. Zieman, M.D. 
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in Situ of the Cervix Uteri. Nesbitt, R. E. L., 
Jr., and Stein, A. A., Surg., Gynec. & Obst. 
107:161, 1958. 
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Congress of GermainSpeaking Sections of 
European Federation 

INTERNATIONAL COLLEGE OF SURGEONS 


Hamburg, Germany 





l’rof. Dr. A. \V. richer. F.I.C.S. (Hon.) 
(’resident, (Icrman Section 

Formal invitations have now been issued 
to the members of the four German-speak¬ 
ing Sections of the European Federation 
of the International College of Surgeons to 
attend the Congress to be held in 'Ham- 
burp. Germany, dune l-:b The four Sec¬ 
tions are those of Germany, the Nether¬ 
lands. Austria and Switzerland. An open 
invitation is also extended to all members 
of the College who wish to avail them¬ 
selves of the opportunity to participate in 
a well-orpanir'-d scientific program that is 
particularly orientt d toward the clinical 
and practical a-pect- of the siibji et- under 

couMderation. 

The invitation {- i>- hii! over the sipna- 
tnr. - of Prof. Dr. A. \Y. ELdur. F.l.C.S. 
tile" i. i -et of -*.itp*ry *.b> Fr.i- 


June 1-3, 1959 

man Section of the College, and of Prof. 
Dr. K. Boshamer. chief of surgery at the 
Town Hospital of Wuppertal-Barmen and 
secretary of the Section. 

The opening assembly will take place on 
Monday morning, June 1. There will be a 
reception and addresses of welcome. Dr. 
Steltzner of Hamburg will give an evalu¬ 
ation of the historic importance of Ham¬ 
burg in the development of surgery. 

Dr. Horalz of Hamburg will present a 
paper on anesthesia, and Dr. Linden- 
schmidt of Hamburg one on postoperative 
metabolic and ingestive disturbances. Both 
papers will be followed by open discussion. 



l’rnr. Dr. Leopold Se!tonl>ati< f. 

l’r<-idi-nt. Austrian Section 


Oti Tuesday, dune 2. there v.ill '!-• simul¬ 
taneous so~-inns d--v(‘t<-fl t<> the -urpir:.! 
v P"C!:ih;e-. Operative pro;* dure- v.jjj 
d>-m*>n-;r:tted; • >>.■ ir.’.r Cue* 

jnul ih* ir c;i-* - v i)] K ,w 

^ v:\Yi •*.. c\.</ , t,f 



only the International College of Surgeons 
Tours, because of painstaking preparation, 
can enable you to. 

Fortunate beyond all expectation will 
be the surgeons and their families who 
will join Dr. Ross T. Mclntire, our distin¬ 
guished executive director of the Inter¬ 
national College of Surgeons, on an ex¬ 
traordinary journey which will prove to be 
informative, stimulating and most enjoy¬ 
able. 

Mutcitis Mutandi 

Times change, and with them our points 
of view. Change is the law, not only of the 
function of our minds, but of our physical 
structure, which constantly undergoes 
change. 

So is it also in the large world of politi¬ 
cal realities. Now our state department 
sanctions and encourages exchange of sur¬ 
gical missions and health meetings in gen¬ 
eral, between us and Russian doctors, in 
the hope that nonpolitical contacts be¬ 
tween specialists can to some degree help 
to effect an easing of tensions between the 
two countries. This is comme il faut. 


Certainly such an exchange can only 
bear clear witness, for all the world to 
see, that it is our earnest desire to with¬ 
hold no iota of information, no inkling of 
any progress, in surgical science and tech¬ 
nic, from surgeons anywhere in the world. 
Equally, we are ready to accept gratefully 
any information of value which may be im¬ 
parted to us, so that we may serve humani¬ 
ty more ably. To make a secret of scientific 
knowledge or to fail to make use of any 
that may be available, in view of the basic 
principles of the International College of 
Surgeons, is to us both inhuman and un¬ 
thinkable. 

Therefore, reflecting the high hope of 
the government of the United States, the 
Midsummer European Postgraduate Tour 
of the International College of Surgeons is 
including Russia, with stopovers at Lenin¬ 
grad and Moscow, confident that only good 
can come of contacts which avoid divisive 
political ideologies and concentrate on 
abiding devotion to science and concern 
for the health of mankind. 

Max Thor eh 


LA PRESSE MEDICALE 

Le grand journal frangais de chirurgie et de medecine parait chaque 
seniaine, et donne toutes les informations scientifiques et professionelles 

ABONNEMENT 
$17.00 par an. 

Priere d’envoyer directement le montant de 1’abonnement a: 

LA PRESSE MEDICALE, Masson et Cie, editeurs 
120 Boulevard St.-Germain Paris VI, France 
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Doorways to Europe 

MIDSUMMER EUROPEAN POSTGRADUATE CLINIC TOUR 
July 17 - August 27 


Were Shakespeare to come with us on 
our Midsummer European Postgraduate 
Clinic Tour, he might write a sonnet se¬ 
quence on its progression. For in every 
sense this trip offers everything. And 
while it is not the only tour planned for 
this year (don’t forget the Around-the- 
World Tour offered in October and Novem¬ 
ber), in many ways this is extremely en¬ 
ticing. Truly a "tide to be taken at the 
flood.” 

Here are nine reasons why: 

Holland, Denmark, Norway, Sweden and 
Finland are countries not often visited on 
International College of Surgeons tours. 
Consequently the scientific meetings in 
Amsterdam and Helsinki will be of lasting 
interest. These amazing lands of dikes, 
fjords and northern lights offer much in 
themselves as well. Russia, included in an 
International College of Surgeons tour 


itinerary for the first time, provides an 
opportunity to probe the unknown and 
explore the mysteries of that curtained 
country. 

Austria, Germany and France are old 
friends to International College of Sur¬ 
geons travelers and there is certainly noth¬ 
ing more rewarding than spending time 
among old friends. The highlight of this 
continental portion of the tour is the meet¬ 
ing with the Fellows of the Austrian Sec¬ 
tion in Vienna. 

And there you are! Nine great countries 
offering nine good reasons for taking part 
in this July and August 1959 Midsummer 
Doorways to Europe tour. 

Because of limitations in traveling space 
and hotel accommodations, you are sin¬ 
cerely urged to make it easy for yourself 
and to make your reservations now. 



V > t • 





Dr. George Chapchal, F.I.C.S. 
President 

The Netherlands Section 



Dr. A. Nicolet, F.I.C.S. 
President 

Switzerland Section 


Section on Thoracic and 
Abdominal Surgery 

Hamburg-Eppendorf Surgical Clinic — 
Dr. Zukschtverdt 

Various televised operations, with brief 
commentary 
Section on Trauma 

Hamburg Port Hospital—Dr. Kiintscher 
Nailing; Management of pseudarthrosis 
Section on Urology 

Hamburg Elizabeth Hospital— 

Dr. Bischoff 

Megalo-ureter operation 

(or hydronephrotic plastics) 
Demonstrations and film presentations 
Section on Gynecology 

Hamburg-Eppendorf University Wom¬ 
en’s Clinic—Dr. Schubert 
Operations and demonstrations 

On Wednesday, June 3, the program will 
include the following: 

Section on Surgery and Orthopedics 
Kiel University Surgical Clinic — Dr. 

Fischer, Dr. Wanke, Dr. Rohlederer 
Demonstrations 
Symposium on Angiology 

Itzehoe State Hospital—Dr. Loose 
Section on Plastic Surgery 

Hamburg-Northwest-German Maxilofa- 
cial Clinic—Dr. Schuchardt 
Operations and Demonstrations 

Section on Urology 

Hamburg-Barmeck Surgical Clinic— 

Dr. Junker 

Operations (possibly cystectomy) and 
demonstrations 


Section on Gynecology 

Hamburg-Altona Women’s Clinic— 

Dr. Schultz 

Vaginal operations; antibiotic 
prophylaxis 

Program of Social Activities 
Carefully Organized 

An extremely inviting program of social 
and recreational activities has been ar¬ 
ranged for the congressists and their 
families. 

On Monday, the ladies are most cordially 
invited to attend the formal opening ses¬ 
sion. 

In the afternoon and evening there will 
be a festive boat excursion with afternoon 
coffee and later a supper which will fea¬ 
ture seafood and local dairy products. The 
occasion wall be informal and designed to 
foster friendly sociability. 

On Tuesday afternoon the Senate of the 
Free and Hanseatic City of Hamburg will 
hold a reception for the congressists and 
their families at the City Hall. 

Additional parties have been planned for 
the ladies, including museum tours and 
sightseeing excursions. 

Transportation by bus will be provided 
both for the congressists to and from the 
clinics and for the ladies on their tours. 
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our Midsummer European Postgraduate 
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quence on its progression. For in even- 
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itinerary for the first time, provides an 
opportunity to probe the unknown and 
explore the mysteries of that curtained 
country. 

Austria, Germany and France are old 
friends to International College of Sur¬ 
geons travelers and there is certainly noth¬ 
ing more rewarding than spending time 
among old friends. The highlight of this 
continental portion of the tour is the meet¬ 
ing with the Fellows of the Austrian Sec¬ 
tion in Vienna. 

And there you are! Nine great countries 
offering nine good reasons for taking part 
in this July and August 1959 Midsummer 
Doom-ays to Europe tour. 

Because of limitations in traveling space 
and hotel accommodations, you are sin¬ 
cerely urged to make it easy for yourself 
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Postgraduate Courses and Conferences 


AUSTRIA 

VIENNA 

The American Medical Society of Vienna 
and 

The University of Vienna 

Postgradute Courses in Surgical Science 
Provide Opportunities for Postgraduate 
Work in Various Fields of Surgery 

For information write: Dr. M. Arthur 
Kline, F.I.C.S., Secretary, American Medi¬ 
cal Society of Vienna, 11 Universitats- 
strasse, Vienna, Austria. 


FRANCE 

Special Course in Urologic Surgery 
May 14-16, 1959 

Prof. Dr. Raymond Darget, F.I.C.S. 
of the University of Bordeaux 
at the 

Cancer Prevention Center and the 
Clinic Saint-Augustine 
BORDEAUX 

Subjects 

Ti'eatment of tumoi-s of the bladdex’, in¬ 
cluding radium therapy and palliative 
measures such as denervation of the blad¬ 
der and uretero-intestinal anastomosis. 
Treatment of malignant prostatic tumors 
by perineal ischio rectal implantation of 
radium needles. 

The course will include opei'ations, films, 
presentation of patients and results of 
treatment. 

Number of participants is strictly lim¬ 
ited. Those interested should write 
promptly to 

Prof. Dr. Raymond Darget 
17, rue Casteja 
Bordeaux, France 


SPAIN 

BARCELONA 

Hospital de la Santa Cruz y San Pablo 
Surgical Service 

Dr. Jose Solar-Roig, F.I.C.S. 
Director 

ADVANCED COURSES IN SURGERY OF 
THE DIGESTIVE TRACT 
(For Postgraduates) 

Under the Auspices of the 
International College of Surgeons 


UROLOGIC INSTITUTE 
Dr. A. Puigvert, F.I.C.S., Director 
COURSE XX 

POSTGRADUATE SEMINAR 
on 

Diseases of the Bladder 
Symptomatic and Surgical Aspects 

April 20-25, 1959 

This seminar, lasting six full days, from 
8:30 a.m. to 7:00 p.m. will include practice 
in endoscopy and urography. 

Those registered for the seminar will be 
limited in number and may continue their 
work at the Institute for three months. 

For further information address: Secre- 
taria del Instituto de Urologia, Pabellon 
de la Asuncion, Hospital de la Sta Cruz y 
San Pablo, Barcelona 9, Espana. 
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returned from the United States, enthusi¬ 
astic about the knowledge he had gained 
concerning neurolog}', a science which im¬ 
mediately attracted Carrillo, so that he 
joined Dr. Balado and followed him in 
establishing in Argentina that brilliant 
specialty which is the surgery of the 
nervous system. 

Carrillo received his M.D. degree in 
1929, the highest ranking student in his 
class, and the following year he was 
granted a fellowship by the University of 
Buenos Aires to study in Europe. 

He spent two years in Amsterdam, Hol¬ 
land, at that time the foremost center for 
the study of neurolog}'. He worked with 
Prof. C. U. Ariens Kappers, Prof. R. 
Brouwer and Prof. Oljenik. 

Carrillo evidenced marked capacity for 
research. In the field of cerebral sclerosis 
he isolated the form which was named 
both by Prof. Brouwer and by Prof. Al- 
tieri of Italy forma esclereatrofiante de 
Carrillo. In his work on polineuritis (in¬ 
duced) he demonstrated that it was pro¬ 
voked by phosphate of creosote, an in¬ 
gredient of a popular drink known as 
Jamaica ginger, which gave its name to 
the condition—ginger paralysis. 

His investigations into histo-chemical 
mechanics of impregnation and other 
technics of coloring neuroglia were com¬ 
pleted during the years 1931-1932, partly 
in the neuropathological laboratory of the 
University under the supervision of Profs. 
Hcringa and Brouwer. (He continued his 
investigations in this field later, during a 
ten-month stay in Paris, where he worked 
with Ivan Bertrand at Salpetriere.) 

Carrillo al«o conducted some very fruit¬ 
ful investigations into the phylogenic de¬ 
velopment of neuroglia which were known 
to and appreciated by Ariens Kappers. 

From Holland Dr. Carrillo went to Ber¬ 
lin. where he studied with Prof. Schulter, 
director of the neurological clinic of the 
Auffeland Ho-pital. and later visited other 
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services, among them that of Prof. Vegt 
at the Himforsehung Institute. 

Then followed his stay in Paris, with 
courses at the neurological clinic of Prof. 
Georges Guillain and at the laboratory of 
Bertrand at Salpetriere. 

At the end of the year 1933 Carrillo 
returned to Buenos Aires. Drs. Jose Arce 
and Manuel Balado entrusted to him the 
organization of the neuropathological 
laboratory of the Institute of Clinical Sur¬ 
gery, to which task Carrillo, after morn¬ 
ings devoted to neurosurgery, gave all his 
afternoons. 

During the following years he published 
works concerning numerous phases of his 
specialty. When he applied for the post of 
adjunct professor of neurosurgery he sub¬ 
mitted a total of a hundred and eleven 
w'orks dealing with neurosurgery, neuro¬ 
pathology, comparative anatomy, neuro¬ 
physiology, clinical neurolog}' and psychi¬ 
atric and clinical medicine. 

Finally, based on yodoventriculographv, 
the method devised by his teacher Balado, 
he published his first work dealing with 
radiolog}’ of the fourth ventricle, initiat¬ 
ing a series of publications upon that 
original procedure which had its culmina¬ 
tion in his masterwork upon the theme, 
Yodovcntricidagrafia, Fosa Posterior, a 
book which received honorable mention in 
the national science awards of 1938. 

By 1939 Carrillo was in charge of the 
service of neurolog}- and neurosurgery at 
the Central Military Hospital. In that 
year I was appointed honorary intern of 
that hospital, and I was privileged to know 
him. The modesty of his personality at¬ 
tracted me, his talents and his ability, and, 
over and above all. the great generosity 
with which he invited me to follow in that 
specialty which I likewise embraced with 
fervor and enthusiasm. 

In 1942, Dr. Balado died, and Carrillo 
wa« cho-en to succeed him. 

While Carrillo held the chair of ra-uro- 
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M.D., F.I.C.S. (Hon.) 
1907-1956 

RAUL F. MATERA, M.D., F.I.C.S. 

BUENOS AIRES, ARGENTINA 



Dr. Ramon Carrillo 

On December 20, 1956, Dr. Ramon Car¬ 
rillo, former titular professor of neuro¬ 
surgery on the Faculty of Medical Science 
at Buenos Aires, former national minister 
of public health in Argentina and honor¬ 
ary member of the International College of 
Surgeons, died at Belem, Brazil. 

To sketch objectively and realistically 
the saga of this extraordinary man, whose 
medical career was compounded of numer¬ 
ous and diverse talents, grounded on 
superlative technical ability and crowned 
throughout with honor, is most difficult. 

An innately gifted youth, Carrillo made 
rapid strides in his education. 

He pursued his secondary studies at the 
National College of Santiago del Estero, 
receiving his bachelor’s degree in 1923, 
at the age of sixteen, the youngest in his 
class. 


The following year he enrolled in the 
Faculty of Medical Sciences at Buenos 
Aires, and three years later won, through 
competitive examination, an internship in 
the National Clinical Hospital. Simul¬ 
taneously he attended the Institute of 
Clinical Surgery at the invitation of Prof. 
Jose Arce, his first master in surgery. 

At about this time, Dr. Manuel Balado 


This cuticle concerning Dr. Ramon 
Carrillo is a greatly abridged trans¬ 
lation ot a brilliant and comprehen¬ 
sive monograph written by Dr. Raul 
F. Matera, secretary of the Argentina 
Section of the International College 
of Surgeons. 

Dr. Matera is head of the depart¬ 
ment of neurology and neurosurgery 
of the Central Military Hospital in 
Buenos Aires. For many years he 
was closely associated with Dr. Car¬ 
rillo. It is a great tribute to the mem¬ 
ory of an honored leader that his 
disciple, an eminent and busy sur¬ 
geon scientist, should devote time 
and endless endeavor to so exhaus¬ 
tive a biography, with its painstak¬ 
ing research into every phase of'the 
subject's manifold achievements. 

We regret that lack of space has 
limited us to a condensation of Dr. 
Matera’s thoughtful and sensitive 
evaluation of the life and works of 
a celebrated scientist, surgeon, 
teacher and administrator. 
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returned from the United States, enthusi¬ 
astic about the knowledge he had gained 
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nervous system. 
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Carrillo. In his work on polineuritis (in¬ 
duced) he demonstrated that it was pro¬ 
voked by phosphate of creosote, an in¬ 
gredient of a popular drink known as 
Jamaica ginger, which gave its name to 
the condition— ginger paralysis. 

His investigations into histo-chemical 
mechanics of impregnation and other 
technics of coloring neuroglia were com¬ 
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Heringa and Brouwer. (He continued his 
investigations in this field later, during a 
ten-month stay in Paris, where he worked 
with Ivan Bertrand at Salpctricre.) 
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From the Executive Director's Notebook 


anticipating important events 



The past few 
■weeks have been 
given to program 
planning for the 
meetings that will 
be held during 1959. 
The Florida meeting 
laid a good pattern 
for all regions and 
states to follow. 


Dr. Ross T. Mclntire 


It was my privi¬ 
lege to meet with 
the officers and the 
credentials committee of the New York 
State Section on January 31, when the 
plans for their state meeting, which will 
be held May 28-31, were discussed in full. 
Dr. Henry P. Leis, Jr., the program chair¬ 
man, has arranged an outstanding scien¬ 
tific program. The general chairman, Dr. 
Milton Weinberg, assures us that the ar¬ 
rangements at the Concord Hotel will be 
such that this also will be a very enter¬ 
taining meeting. The women of the New 
York State Section auxiliary will provide 
entertainment for the families of the at¬ 
tending surgeons. 

On the morning of January 31, I had 
the opportunity of visiting with Dr. Alex¬ 
ander Ilrunschwig, a vice president of the 
College, who is one of the outstanding 
surgeons in our country. I saw many of 
his cases at Memorial, and discussed with 
him methods of rehabilitation. The Inter¬ 


national College of Surgeons has a tremen- 
tiovis opportunity to further the cause of 
rehabilitation in all its phases, working 
through its many national chapters in 
the various countries of the world. Dr. 
P.nmsclnvig. through hi.- travels, has much 
first-hand information regarding the work 
done in other countries in this regard. 


• ! r T!ON I! V u OH. ;ft 


It was my privilege to appear before the 
Subcommittee on Health of the Committee 
on Labor and Public Welfare, on February 
26, in support of the Senate Resolution S-J 
41. The purpose of this bill is to further 
research in the field of prevention of dis¬ 
ease and in the advancement of rehabilita¬ 
tion. The important phase of this bill is 
that it provides a method for an exchange 
of information in these fields, internation¬ 
ally. The International College of Surgeons, 
because of its world-wide membership, can 
be of great value in the implementation of 
such a program. I was highly honored to 
appear in support of this bill and to pre¬ 
sent supporting data gained by my work 
in rehabilitation in the Navy, the Presi¬ 
dent’s Committee and the College. 

To further the international programs 
that are being presented this summer, a 
tour has been arranged for surgeons and 
their families to visit the countries of 
northern Europe. The itinerary is being 
announced, and the dates given, in this 
issue. 

Outstanding in this tour will be the clin¬ 
ical meetings that will be held in Holland 
and Finland. The Amsterdam meeting, 
which will be held on July 25 and 26. 
promise? to be most interesting. Again, 
we will emphasize international rehabilita¬ 
tion. Much has been done in Holland and 
Denmark in this field, and we shall be 
able to see this fine work, observe the 
methods used and note the results. 

Our visit in Norway should be exceed¬ 
ingly interesting, for we have several 
friends there. There will be an oppor¬ 
tunity. as well, to see much in Sweden. 

In Finland, we have a very strong na¬ 
tional chapter, cornpo-ed of the out-land¬ 
ing surgeon- of that country. Clinical 


surgery he surrounded himself with men 
of exceptional ability. Together with 
them he inaugurated the period that Car¬ 
rillo called the period of the systematizers. 

In 1944 Carrillo was put in charge of 
the secretaiaat of public health of the na¬ 
tion, assuming the responsibility of that 
arduous task while retaining the chair of 
neurosurgery. He relinquished some of 
the tasks connected with the latter to 
Tomas Insausti and the author, who were 
accustomed to carry out his directives. 

In 1945 the department of neurosurgery 
was transferred to the pavilion of Costa 
Boero and was reorganized as the Insti¬ 
tute of Neurosurgery. It was the greatest 
organization of neurosurgeons and neuro¬ 
logical specialists in all South America. 
Its work was under constant scrutiny, 
with frequent publication of statistical 
reports on its achievements. It received 
postgraduate students from all parts of 
South America. 

The review, Archives of Neurology, 
which had been published by Dr. Manuel 
Balado, now came out newly rejuvenated 
under the title, Archives of Neurosurgery, 
and became highly influential. 

In the year 1945, through the initiative 
of Drs. Alejandro Schroeder of Uruguay, 
Eliseo Paglioli of Brazil, Alfonso Asenjo 
of Chile, Ramon Carrillo and Rafael Ba- 
bini of Argentina, Latin-American bien¬ 
nial congresses of neurosurgery were ini¬ 
tiated. Dr. Ramon Carrillo was a member 
of the permanent committee of these con¬ 
gresses and the secretary general of the 
Third South-American Congress, held in 
Buenos Aires in 1949. 

The Institute was also represented in 
numerous national and international con¬ 
gresses held in Argentina and abroad. 

In the year 1953 Dr. Carrillo presented 
j at the Fifth Latin-American Congress of 
Neurosurgery an important work, Clini¬ 
cal-Anatomic Study of the Tumors of the 
Posterior Fossa, in collaboration with Drs. 


Matera, Insausti, Prado, Caste and Eliz¬ 
abeth Franke. 

Even while he was so productively en¬ 
gaged he began to suffer (in 1951) from 
the effects of a serious and progressive 
illness which finally led to his death. 
Malignant arterial hypertension with en- 
cephalopathic manifestations (headaches 
both obstinate and intense) obliged him to 
rest and interfered with his work. He 
resigned both the ministry and his posi¬ 
tion at the Institute to travel to the United 
States to seek peace and recuperation. 

In recognition of his outstanding abil¬ 
ities and accomplishments Dr. Carrillo had 
been the recipient of numerous titles, 
honors, and decorations from universities, 
learned societies and governments. He had 
received extraordinary recognition at sci¬ 
entific congresses both at home and 
abroad. The list of his honors was long 
and well merited. 

But in spite of honors and achievements, 
in spite of his own true worth, Ramon 
Carrillo’s resources were scanty. He had 
to leave the United States and accept a 
position as a doctor with an American 
company exploring for metals. He was 
stationed at Belem, Brazil, where for a 
year he toiled in the heat of a Brazilian 
jungle, and, finally, died. A cerebral 
hemorrhage brought an end to the life of 
Ramon Carrillo. 

The grief that all who knew him feel 
over the unhappy years of his illness and 
his death is profound, but it does not 
overshadow our joy and gratitude for the 
privilege of having known so eminent a 
man, who, with his great gifts, in his gen¬ 
erosity, patriotism and urgent devotion to 
science, had accomplished so much for his 
generation and for his country. 

Those who recall his noble soul and his 
serene wisdom know—and that is all we 
need to remember—Ramon Carrillo’s life 
was radiant with inner light and with 
glory. 
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sions will be held here on August 8 and 9 
—and again we will participate and the 
emphasis will be on rehabilitation. 

Details of the Vienna and Munich visits 
will be given later. 

It is my privilege and pleasure to serve 
as the coordinator of this postgraduate 
tour. It is my hope that many of our mem¬ 
bers will join me in this midsummer visit 
to the countries of northern Europe. 

Plans are going forward rapidly in the 
formation of a program for the North 
American Federation meeting, which will 
be held in Chicago in September of this 
year. Dr. Peter Rosi is again program 
chairman and will present outstanding 
speakers from all parts of the world. 

The Alabama State Surgical Section is 
holding its annual meeting on May 21 and 
22, at the Russel Erskine Hotel in Hunts¬ 


ville, Alabama. Dr. Edwin V. Caldwell, 
executive vice-president of the Section, is 
in charge of arrangements and has pre¬ 
pared a most interesting scientific meet¬ 
ing. In addition to this, he has arranged 
for a visit on May 21 of all members to 
the Red Stone Arsenal, which is famous 
for the research that is being conducted 
there in the field of rockets and missiles. 
This should be a great attraction, for the 
opportunity of seeing this institution does 
not come often. An added featui'e of the 
meeting will be an address by Senator 
Lister Hill, who has done so much for med¬ 
icine and health in our country. Senator 
Hill comes from an old medical family and 
has a great personal interest in our na¬ 
tional health and in health throughout the 
world. 

Ross T. Mclntire 


TWO GOOD SEASONS.Midsummer and Fall 

TWO GOOD REASONS.Scientific and Social 

INTERNATIONAL COLLEGE OF SURGEONS 
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— and — 
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For further information contact 
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FINANCIAL 6-3750 
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'Your Official Travel Representative” 


16 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 







international College of burgeon# 

Founded by Dp.. Max Thorek 
(Geneva, Switzerland, 1935 - Washington, D. C., 1940) 

A World Federation of General Surgeons & Surgical Specialists, Inc. 
"Instrument of the Free World" 


OFFICE OF THE 

INTERNATIONAL SECRETARY GENERAL 
850 WEST IRVING PARK ROAD 
CHICAGO 13. ILLINOIS 


Dear Doctor: 

We are preparing a Directory of the membership of the International College 
of Surgeons in the United States and the rest of the world. This will include 
also the Constitution and Bylaws of the College, information on qualifications for 
membership, a description of the activities of the College, as well as a full 
list of members, alphabetically and regionally arranged, with pertinent information 
about each member. 

The publication of this Directory will entail an expense to the College of 
between 25 and 30 thousand dollars. The material Is now being prepared for the 
printers, and we are soliciting your subscription for a copy of this handy and 
informative volume. 

The pre-publication price for a copy of this important book is $5.50 — 
after publication $7.50. 

We would appreciate your cooperation. Please return the attached sub¬ 
scription blank in the enclosed self-addressed envelope, and oblige 

Yours sincerely, 


PUBLICATIONS COMMITTEE 
INTERNATIONAL COLLEGE OF SURGEONS 



Dr. Max Thorot, Editor 


Directory Department 
International College of Surgeons 
1516 lake 5horc Drive 
CHICAGO 10, ILLINOIS 
U. S. A. 

PKv-c enter my subscription for or.e volume (or 
more if ilrurnll of the PIP.KCTOP.Y OF THF 
INTF.UNATIONML COLLKGK OF FLT.CEOXs' 
for which 1 mclc'c my check for SlkhO per volume’ 
prr-p-ibl:rn!:or p-'-rf. Ple.Ve semi ho'k to: 


Dr__ __ 

NAME rriri) 


Ad irnt 


C *r. f 




United States Section 


THE PRESIDENT’S MESSAGE 


1959 Around-the-World Postgraduate Clinic Tour 



Dr. Edward L. Compere 


An itinerary for 
the 1959 Around- 
the-World Clinical 
Tour of the Inter¬ 
national College of 
Surgeons has been 
completed. It is a 
most inviting pros¬ 
pect for me to have 
the opportunity, as 
director of the tour, 
to travel with my 
friends and to visit 
our colleagues and co-Fellows of the Inter¬ 
national College of Surgeons in many dif¬ 
ferent countries of the world. You will 
receive information from the International 
Travel Service about this Around-the- 
World Tour from time to time during the 
next several months. 

I should like to have the pleasure of 
outlining some of the highlights of this 
fascinatingly interesting tour. Virginia 
Compere, my wife, plans to accompany 
me, and I hope that many of the other 
doctors making the trip will find it possible 
to have their wives with them also. 

We are scheduled to leave San Francisco 
by air service Saturday, October 10, 1959, 
and to arrive in Honolulu in the mid-after¬ 
noon, transferring from the airport to the 
Hotel Royal Hawaiian. We expect to have 
some type of get-together with the Fellows 
of the International College who are living 
in Hawaii on Sunday, October 11, or Mon¬ 
day, October 12. Most of our time in 
Honolulu we will be at leisure to enjoy the 
beautiful scenery, the sunshine, and the 
famous surf at Waikiki Beach. 

We will arrive in Tokyo early in the 
morning of October 15 and transfer to the 


Hotel Imperial, where we will have the 
balance of that day at leisui’e. Besides 
Tokyo, we will visit Nikko, Hakone Na¬ 
tional Park, Yokohama, Kamakura, Mi- 
yanoshita, Kyoto and Nara. While in 
Japan we will have one or more meetings 
with the Japanese surgeons, including, we 
hope, a visit to the hospitals of the Univer¬ 
sity of Chiba, where our famous colleague, 
Dr. Komei Nakayama, does some of the 
most remarkable surgery to be seen any¬ 
where in the world. 

From Tokyo we go to Hong Kong Octo¬ 
ber 25, 1959, and will be in Hong Kong 
through October 30, 1959. A meeting of 
the Fellows of the International College of 
Surgeons is scheduled for October 30. 
From Hong Kong we go to Thailand for 
three days, then to India for five days, and 
from India to Ceylon. In India we will be 
kept busy seeing such intei’esting places as 
Agra, Jaipur, Delhi, and Madras. While 
in Ceylon we hope to take part in helping 
to form a new Section of the College. 



Famed Diamond Head is the background at Waiki¬ 
ki Beach, Oahu, in Hawaii 


18 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 





The Taj Mahal in Agra, India 


From Ceylon we fly to Cairo, Egypt, for 
two days of very fascinating sightseeing; 
then to Lebanon and a tour of Baalbek, 
the most amazing of all of the ruins of 
temples and palaces built by the ancient 
Romans. We will also have about one-half 
day in the city of Damascus. From Beirut, 
Lebanon, it is a flight of less than one 
hour to the ancient city of Jerusalem in 
the country of Jordan. From the old city 
with many nearby biblical sites, including 
Bethlehem, we will pass through the Man- 
delbaum Gate into New Jerusalem and 
spend two days visiting the dynamic little 
country of Israel. 

A Bit o{ Europe Too 
Istanbul, Turkey and the Hotel Istanbul 
Hilton will be our next stop. After three 
days of sightseeing in Turkey and visiting 
with the Fellows of the International Col¬ 
lege of Surgeons there, we will be off on 
the last part of the official flight to Athens, 
Greece, where special arrangements have 
been made for our entertainment and en¬ 
lightenment by the Fellows of the Greek 
Section of the International College of 
Surgeons. 


When we leave Athens, those who prefer 
may come directly back to the United 
States, landing in New York. Those who 
wish to do so can be on their own for visits 
in various countries in Europe. The official 
trip from San Francisco back to New York 
covers a total time of fifty-two days. The 
cost of first-class transportation for the 
Tour has been listed at about S3,450. 

We Girdle the Earth and 
Take Motion Pictures in Color 
Ours is truly an Interaational College of 
Surgeons, and it is the international aspect 
of the College which justifies its existence. 
Those who cannot accompany us on this 
trip will have the opportunity of seeing 
the beautiful Kodachrome pictures made 
by Dr. Arnold Jackson of the 1958 Tour, 
which will be shown one evening during the 
North American Fedei-ation Congress in 
Chicago, September, 1959. We hope to have 
equally good pictures, including Koda¬ 
chrome movies, to show at various meet¬ 
ings of the Fellows of the College in 1960. 
If you are interested in this World Clinical 
Tour, please let me know. 

Edward L. Compere 
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Announcement of Research Grant 


Offered by the 

SECTION ON OPHTHALMOLOGY AND OTO-RHINO-LARYNGOLOGY 
International College of Surgeons 

The Section on Ophthalmology and Oto- search Grant. This Section is especially 

thino-Laryngology of the International interested in the following forms of scien- 

yollege of Surgeons has established a Re- tific inquiry. 

Furstenberg Plan 

A young specialist, a resident, or a med- viting new approaches. The young re- 

cal student may be given an opportunity searcher will be required to submit his 

.o explore scientifically under supervision. idea to this group. If approved, a grant 

4. panel of experts will be invited to serve will be made available and the work will 

n an advisory capacity using related fields be done under the direct supervision of a 

n science and medicine as a means of in- physician of professorial rank. 

Leopold Plan 

An ophthalmological or oto-rhino-laryn- opportunities to do actual research and to 

gological summer fellowship may be in- become acquainted with the possibilities 

stituted for a research project for the of ophthalmology and oto-rhino-laryn- 

purpose of giving potential investigators gology. 

Scheie Plan 

Junior and Senior medical students of enter the special fields of ophthalmology 

superior ability may be encouraged to and oto-rhino-laryngology. 

Participation Plan 

A grant may be given in cooperation with other sponsors in order to 
help make possible major research projects. 

Please apply, giving details and ideas, to 

Paul C. Craig, M.D., Chairman 
Committee on Scientific Work 
232 N. Fifth St., Reading Pa. 
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Alabama Surgical Meeting 


Huntsville, Alabama 

The annual meeting of the Alabama Sur¬ 
gical Section of the International College 
of Surgeons will be held in Huntsville, 
Alabama, May 21-22. 



May 21-22, 1959 

Arsenal for the surgeons and their wives. 
This is a great courtesy, on the part of 
Major Gen. John Bruce Medaris, command¬ 
ing general of A.O.M.C., and his staff, 
towards the International College of Sur¬ 
geons. 

If the press of duties, national or inter¬ 
national, permits, General Medaris and his 
staff will honor the closing banquet of the 
meeting with their presence. 


V. S. Senator Lister Hill 



Major General 
John Bruce Medaris 


Alabama's senior United States Senator 
Lister Hill will be the guest speaker at the 
banquet, and will be introduced by the 
junior senator. John Sparkman. This 
should be a dinner long to remember. 

The plans for the scientific program are 
progressing very satisfactorily and the 
occasion promises to be an important event 
on every count. 

One of the mo<t interesting excursions 
ever organired for a meeting will be an 
afternoon tour on May 21 of the Bedstone 

M i-tion n. v *.r.cn. II*? 


Dr. Wernher Von Braun 

The Alabama meeting is of a caliber 
that warrants the attendance not onlr of 
every member of the state section, but of 
every surgeon who can find it possible to 



travel to Huntsville to participate in these 
outstanding proceedings. 

Dr. E. V. Caldwell, F.A.C.S., F.I.C.S., of 
Huntsville, is the executive first vice-presi¬ 
dent of the Alabama Section and chairman 
of the meeting. 

Official Personnel List 

REDSTONE ARSENAL 

Major Gen. John Bruce Medaris, 

Com. Gen. of A.O.M.C. 

Brig. Gen. Joseph M. Colby, 

Dep. Com. of A.O.M.C. 


Brig. Gen. John A. Barclay, 

Com. Gen. A.B.M.A. 

Brig. Gen. John G. Shinkle, 

Com. Gen. A.R.G.M.A. 

Col. Keith T. O’Keife, 

Com. Officier Redstone Arsenal 
Dr. Wernher Yon Braun, 

Tech. Director of the D.O.D. A.B.M.A. 
Col. Harry C. McClain, 

M.C., Post Surgeon 
Lt. Col. Hensley Johnson, 

M.C., Assistant Post Surgeon 
Dr. Burton Shook, 

Chief of Army Health Service 


THE JOURNAL AND BULLETIN 

of the 

INTERNATIONAL COLLEGE OF SURGEONS 

has met with enthusiastic response all over the scientific world. 
Significant articles of great immediate and permanent importance fill each 
month’s issue. 

Are you a subscriber? Have you renewed your subscription? 

The Journal and Bulletin for one full year—12 issues of solid value—is 
yours at the moderate cost of $14.50 in the United States, Canada, Mexico, 
South America and all parts of the world. Please use the subscription 
blank provided below. 
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Enclosed is my check in the amount of $.□ Bill me. 

Name . 

Street . 
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News Briefs 


DR. ERIC MOBERG OF SWEDEN 
ENTERTAINED BY 
SCHOLARSHIP COMMITTEE 

On Wednesday, January 28, 1959, the 
Scholarship Committee of the Interna¬ 
tional College of Surgeons entertained at a 
luncheon at the College Home in Chicago 
for Dr. Eric Moberg of Gottseborg, 
Sweden, a prominent hand surgeon, and 
Dr. Francis M. Howard of Chicago, who is 
the recipient of a scholarship from the 
International College of Surgeons. Dr. 
Howard will journey to Sweden in July of 
1959 and will study surgery of the hand 
with Dr. Moberg for a period of one year. 
This scholarship is made possible by the 
contributions from the Woman’s Auxiliary 
of the International College of Surgeons. 

Present at the luncheon were a number 
of young surgeons from the Chicago area. 
Dr. Ralph Lidge, Dr. Sidney Shafer, Dr. 
William Newman and Dr. Robert W. Ray, 
all of Chicago, were among those present, 
as were Dr. Zigmund Kosicki of El Paso, 
Texas, and Dr. William McCall of San 
Diego, California, who is a resident in 
orthopedic surgery at the University of 
Illinois. Dr. McCall was an all-American 
football player at Stanford University and 
during the past seven years has been one 
of the outstanding players with the Chi¬ 
cago Bears. 

Members of the Scholarship Committee 
who were present at the luncheon were. 
Dr. Horace Turner, chairman; Dr. Louis 
Plzak. and Dr. Jerome Moses. Dr. Edward 
L. Compere, president of the United States 
Section, together with Dr. Ross T. 
Mclntirc. the executive director of the 
college, greeted the visitors. 

Following the luncheon, the visitors 
•'-pent some time going through the Inter¬ 
national Surgeons' Hal! of Fame. 

• I * U V M CM * 


DR. ELBYRNE G. GILL HEADS 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY MEETING 

The Gill Memorial Eye, Ear and Throat 
Hospital and the Elbyrne G. Gill Eye and 
Ear Foundation will hold their Thirty- 
Second Spring Congress in Roanoke, Vir¬ 
ginia, April 6-11, 1959. 

Lectures and demonstrations will deal 
with ophthalmology 7 , otology, rhinology, 
laryngoscopy, maxillofacial surgery, bron¬ 
choscopy and esophagoscopy. 

Dr. Elbyrne G. Gill, F.A.C.S., F.I.C.S., 
regent of Virginia for the United States 
Section of the International College of 
Surgeons, is chief surgeon at the Gill 
Memorial Eye, Ear and Throat Hospital, 
Roanoke, Virginia. 

DR. IRVING B. GOLDMAN HEADS 
POSTGRADUATE COURSE IN 
RHINOPLASTY AND OTOPLASTY 

An intensive postgraduate course in 
rhinoplasty, reconstructive surgery 7 of the 
nasal septum and otoplasty will be given 
July 11-24, 1959, by Dr. Irving B. Gold¬ 
man, F.A.C.S., F.I.C.S., D.A.B., and his 
staff at the Mount Sinai Hospital in affilia¬ 
tion with Columbia University 7 . 

Candidates for the course should ap¬ 
ply to: Registrar for Postgraduate Medical 
Instruction, Mount Sinai Hospital, 5th 
Avenue and 100th Street, New York 29 
New York. 


DR. CHAMOVE ELECTED PRESIDENT 
OF EYE RESEARCH FOUNDATION 






o. vmumuve, f of San 

Francisco, California, has been elected 
president of the Eye Research Founda¬ 
tion. Incorporated, a charitable corporation 
sponsored by the Lion’s Club of San Fran¬ 
cisco. 



THIRD LECTURE SERIES 

I958-T959 

School of the History of Surgery and Related Sciences 
International Surgeons' Hall of Fame 
1524 Lake Shore Drive, Chicago 


OCTOBER 21, 1958 . 


NOVEMBER 11, 1958 . 


DECEMBER 2, 1958 


JANUARY 13, 1959 . . 


FEBRUARY 3, 1959 . 


FEBRUARY 24, 1959 


MARCH 24, 1959 


APRIL 14, 1959 


MAY 5, 1959 


MAY 21, 1959 


LECTURES BEGIN AT 8:00 P.M. 

. Changing Concepts of Disease” — Dr. lira Veith, Associate 
Professor in the History of Medicine, Department of Medi¬ 
cine, University of Chicago, Chicago, Illinois 

. ."Epochs in the History of Medicine” — Dr. Morris Fishbein, 
Professor Emeritus of Medicine, University of Chicago and 
University of Illinois, Chicago, Illinois 

. . 'The History of Hospitals” — Dr. Charles U. Letourneau, 
Director, Program in Hospital Administration, Northwest- 
crn University, Chicago, Illinois 

. ."The History of Gynecology” — Dr. A. F. Lash, Clinical 
Professor of Obstetrics and Gynecology, University of Illi¬ 
nois, Chicago, Illitiois 

. .''The History of Neurosurgery” — Dr. Percival Bailey, Dis¬ 
tinguished Professor of Neurology and Neurological Sur¬ 
gery, University of Illinois, Chicago, Illinois 

, .''Notes About the Rale of Physicians in Our Military His¬ 
tory” — Dr. George S. Lull, Assistant to the President, Amer¬ 
ican Medical Association, Chicago, Illinois 

. .''Evolution of Medical Illustration”—Thomas S. Jones, M.S., 
Emeritus Professor of Medical and Dental Illustration, 
University of Illinois, Chicago, Illinois 

. .''The History of Surgery of Bones and Joints” — Dr. Edward 
L. Compere, Professor and Chairman of the Department of 
Orthopedic Surgery, Northwestern University and Chicago 
Wesley Memorial Hospital, Chicago, Illinois 

. ."The Evolution of Otorhinolaryngology and Broncho- 
esophagology” — Dr. Francis L. Lederer, Professor and 
Head of Department of Otolaryngology, University of Illi¬ 
nois, Chicago, Illinois 

. ."The History of Plastic Surgery” — Dr. Wayne B. Slaughter, 
Clinical Professor in Charge of Plastic Surgery, University 
of Wisconsin (Madison) and Stritch School of Medicine, 
Loyola University, Chicago, Illinois 
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Woman's Auxiliary 

THE PRESIDENT’S MESSAGE 

On Husbands and the Auxiliary 
« 



Mrs. Earl Ingram Carr 


In a moment of reflection not long ago, 
it occurred to me that our Auxiliary offers 
one of the few avenues of approach open 
to us which lead to a participation in the 
professional life of our husbands. 

It is superfluous to state, of course, that 
the rigid ethics of the profession place 
well-defined restrictions on the exchange 
of information between surgeon and wife. 
At the outset this may have been some¬ 
what frustrating to some of us. but, hap¬ 
pily, time somehow contrives to make this 
self-imposed silence a sort of occupational 
discipline. 

Honor of the Profession 
Actually those uncompromising ethical 
standards add to the esteem in which the 
profession of surgery is held. However, 
marriage counselors often recommend a 
health) exchange 01 the day’s happenings 

M (Tit'S II. V u:rn. i;-Q 


between husband and wife, particularly on 
a day when he comes home from the office 
tired and depressed, filled with the trials 
and tribulations of a hectic day. In a good 
many professions this is standard proce¬ 
dure, and the husband feels free to divest 
himself of his problems in an animated 

conversation with his loved ones. 

» 

The Bond of Shared Aims 
and Purposes 

Now, I am not trying to imply that the 
Auxiliary provides any direct participation 
in the careers of our husbands. But it cer¬ 
tainly does expose us to an integral and 
stimulating aspect of his professional life. 
We are privileged to meet people with 
much the same aspwations, hopes and 
ideals—people dedicated to improving the 
lot of the human race. 

I know personally that I have felt this 
surge of stimulation and challenge at any 
Auxiliary meeting I have attended—in¬ 
deed, in any Auxiliary activity in which I 
have participated. 

Mutuality of Interests 
Can Be Cidlivated 

It is not my intent here to delve into the 
psychological ramifications of our married 
lives. This is much too awesome a subject. 
But it seems to me that the Auxiliary has 
values that should not be overlooked. 

The Auxiliary provides a common 
pound for both surgeon and wife, an area 
in which the social amenities and ennobling 
facets of our lives are enjoyed to the 
fullest. 

There is undeniably an international 
flavor to the meetings of the College, a 
one-world aura that encompasses our 
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gatherings. This pooling of information by 
some of the most profound medical minds 
in the world is truly an experience that one 
does not soon forget. 

I know I must sound repetitious in my 
anvil-like chorus on the virtues of an en¬ 
larged membership in our Auxiliary. But 


if our scholarship exchange program is to 
flourish we must have an ever-growing 
membership. 

Won’t you take it upon yourself to send 
in one new membership TODAY? I sin¬ 
cerely hope so. 

Ruth Smith Carr 


Allied Medical Career Girls Tour 

International Surgeons f Hall of Fame 


The officers of the International College 
of Surgeons are happy to have the Sur¬ 
geons’ Hall of Fame visited by young stu¬ 
dents, to whom the experience invariably 
is illuminating and not infrequently in¬ 
spiring. 

Students Preparing Themselves 
for Allied Medical Careers 

Particularly pleasing, therefore, was the 
recent visit of eighty girls, all members of 
the Allied Medical Career Clubs of Lee 
County in Illinois. 

The sponsor of the visit was Mrs. Robert 
LeSage, of Dixon, Illinois, a member of the 
board of the Woman’s Auxiliary to the 
United States Section of the International 
College of Surgeons and chairman of the 
Auxiliary’s memorial fund. 

County-Wide Movement 
to Encourage Interest 

Mrs. LeSage, as chairman of the nurse 
recruitment committee of the Lee County 


i 



i 


Mrs. Robert LeSage 

Medical Society’s Woman’s Auxiliary and 
of her city’s hospital, was among the 
women who were instrumental in organiz¬ 
ing Allied Medical Career Clubs in every 
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Members of the Allied Medical Career Clubs of Lee County in Illinois on their recent visit to the In¬ 
ternational Surgeons’ Hall of Fame 


high school in the county. The clubs now 
have approximately a hundred and sev¬ 
enty-five members. 

Personally Conducted Tour 

Mrs. Wilbur Stilzel, president of the Lee 
County Auxiliary, and Mrs. LeSage per¬ 
sonally conducted the girls to Chicago on 
their visit to the Hall of Fame. Each school 
group was accompanied by its own sponsor. 
Four high schools were represented. 


The sponors present were: 

Mrs. Phil Haley, Amboy High School 
Mrs. Thomas Coldorola, Franklin Grove 
High School 

Mrs. Harold Coss, Dixon High School 
Miss Delores Reitz, Ashton High School 
The staff of the Surgeons’ Hall of Fame 
was particularly pleased to welcome the 
Lee County girls and would be pleased to 
have them come again. 


APPLICATION FOR MEMBERSHIP 

I am interested in furthering the program of the Auxiliary- to the International College of 
Surgeons. Enclosed is my check (£10.00 per member) covering mcmbcrship(s) for the following: 

NAMH: 


ADimnSS: 


Make cheek pas able to The Woman’s Auxiliary, United States Section. International College of 
Surgeons 1516 Lake Shore Drive, Chicago 10. Illinois. * 


Mr*. Loui* Plrak. Treasurer 
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Section News 



Regional Conference on Obstetric and Gynecologic Surgery held in Sao Jose do Rio Preto 


Brazilian Section Rounds Out Year of Activity 


The Brazilian Section of the Interna¬ 
tional College of Surgeons, under the 
presidency of Prof. Dr. Mario Degni, has 
filled the year with constructive activity. 

On the organizational level it has sys¬ 
tematized its procedures, and its officers 
have gone to outlying communities to in¬ 
terest surgeons in the work of the Col¬ 
lege. The Section has cooperated with 
various groups in presenting discussions 
and scientific conferences. 

The Section organized a comprehensive 
course on hematology which was given in 
the Presidente Prudente Region. The Col¬ 
lege appointed the lecturers and assigned 
the subjects to be discussed. 

The Section also held, through the cour¬ 
tesy of a sponsor, a series of dinners in 
various districts of Sao Paulo which en¬ 
abled the officers personally to meet the 
local medical men and establish ties of 
friendship and discuss with them prob¬ 
lems of common interest. 

Together with the Society for Gastro¬ 
enterology and Nutrition of Sao Paulo, 
the College held a meeting in Bauru June 


7-8, 1958, with members of the College 
among the most important of the essayists. 

At another time, Prof. Degni, together 
with Prof. Dr. Matheus Santamaria, presi¬ 
dent-elect of the Brazilian Section, having 
traveled to the Region of Campinas on 
College matters, paidicipated in a scien¬ 
tific program with the Medical and Surgi¬ 
cal Society of Campinas. 

Participation in Ninth Medical 
Congress of Central Brazil 
The College was invited to present a 
surgical program at the Ninth Medical 
Congress of Central Brazil, held Septem¬ 
ber 3-6, 1958, in the city of Goiania. The 
theme selected was “Cancer of the Cervix 
of the Uterus.” The subjects dealt with 
and the essayists were: 

Scientific Value of Early Diagnosis of 
Cancer 

Prof. Dr. Lucas Monteiro Machado, 
F.I.C.S., Belo Horizonte 

Early Diagnosis Through Vaginal Scraping 
Dr. Caetano Giordano, F.I.C.S., 

Sao Paulo 
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Surgical Treatment of Cancer of the 
Uterus 

Dr. Francia Martins, F.I.C.S., 

Sao Paulo 

Value of Radiotherapy' in the Case of 
Cancer of the Uterus 

Dr. Americo Rufino, F.I.C.S., 

Sao Paulo 

Cancer of the Uterus and Pregnancy 
Dr. Domingos Andreucci, F.I.C.S., 

Sao Paulo 

Medical Education Discussed 

At the Sao Paulo Regional Meeting held 
in Sao Paulo during November, in addi¬ 
tion to the presentation of scientific sub¬ 
jects, serious consideration was given to 
the problem of medical education, par¬ 
ticularly as to the length of the curric¬ 
ulum. 

Obstetric and Gynecologic Surgery 
The Brazilian Section organized a re¬ 
gional conference on obstetric and gvneco- 


logic surgery in the city of Sao Jose do 
Rio Preto on June 26, 1958. Among partici¬ 
pants of the conference were Dr. Domingos 
Delascio, F.I.C.S., Dr. Sylla Orlandini Mat- 
tos, F.I.C.S., Dr. Jose Bonifacio Medina, 
F.I.C.S., Dr. Onofre de Araujo, F.I.C.S., 
and Dr. Joao de Sampaio Goes, F.I.C.S. 

Region of Lins Organized 

On August 9-10, 1958, the Region of 
Lins of the Brazilian Section of the In¬ 
ternational College of Surgeons was for¬ 
mally organized. Members of the Region 
were presented with their Fellowship di¬ 
plomas. The following were inducted into 
office : 

Dr. Geraldo Andrade de Carvalho 
President 

Dr. Joao Baragati 
Secretary 

Dr. Nestor De Cunto 
Treasurer 



si 





Dinner in Sao Jase do Rio Preto 


Wide Range of College Participation 

The Brazilian Section organized a sci¬ 
entific meeting in the town of Petropolis 
with the cooperation of the Regions of 
Petropolis, Niteroi, Rio de Janeiro and 
Juiz de Fora. 

In the region of Marilia the subject of 
conference discussion was the surgeon’s 
part in insuring good hospital manage¬ 
ment. 

Symposium on Ocular Tumors in 
Honor Dr. J. Penido Burnier 

A symposium on ocular tumors was held 
at the Penido Burnier Institute in Cam¬ 
pinas in honor of Dr. J. Penido Burnier. 
A number of members of the Campinas 
Region are associated with the Penido 
Burnier Institute, including Prof. Dr. 
Gabriel Oliviera Da Silva Porto, Dr. An¬ 
tonio Augusto De Almeida, Dr. Manoel 
Alfonso Ferreira, Dr. Joao Lech, Jr., and 
Dr. Raul Guedes De Mello. 


Brazilian Section Sets up Program of 
Postgraduate Scholarships and Prizes 

The Brazilian Section of the Interna¬ 
tional College of Surgeons has set up an 
extensive program of postgraduate schol¬ 
arships and prizes in various bz-anches of 
surgez-y. 

In orthopedics, postgraduate scholar¬ 
ships wei*e made available in the sendee 
of Prof. Define of the Santa Casa to mem¬ 
bers of the College both in Bi-azil and in 
foi’eign countries. The scholarships will 
include boai’d and lodging and a monthly 
cash allowance. 

A similar scholai'ship is available in 
urology with Dr. Matheus Saniamaria at 
the Santa Casa de Miseidcoi-dia in Sao 
Paulo. 

The Section is also offering prizes for 
original scientific work, including the pub¬ 
lication and disti’ibution of the written re¬ 
ports. 


TO PERPETUATE THAT WHICH WE BUILD 
Include a gift to the International College of Surgeons among your annual contributions. 
Include the International College of Surgeons among the benefactions in your will. 
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FINLAND 


COLOMBIA 

Dr. Alberto Vejarano-Laverde, treasurer 
of the Colombian Section of the Inter¬ 
national College of Surgeons, is the secre¬ 
tary and active organizer of the month¬ 
long seminar symposium on cardiovascu¬ 
lar surgery sponsored by the Fundacion 
A. Shaio in Bogota during July, 1959. 

The proceedings will be presented simul¬ 
taneously both in Spanish and in English. 
Definite sessions are to be devoted to: 
Pulmonary hypertension 
Surgical treatment of congenital cardi¬ 
opathies 

Coronary disease 
Valvular diseases 

Aneurisms of the aorta and large ves¬ 
sels 

Extracorporeal circulation and hypo- 
thermy 

Correlation of electrocardiography, an¬ 
giocardiography, and other comple¬ 
mentary examinations as diagnostic 
methods 

Dr. Vejarano-Laverde is seeking the 
widest possible participation by qualified 
practitioners and advanced students both 
from Colombia and from abroad. He soli¬ 
cits their questions and suggestions. Let¬ 
ters should be addressed to 

Dr. Alberto Vejarano-Laverde 
Fundacion A. Shaio, Cra. 13 No. 43-23 
Bogota, Colombia, South America 


EL SALVADOR 

At a meeting of the El Salvador Section 
of the International College of Surgeons, 
held January 1G, 1959, the following of¬ 
ficers were elected: 

President 

Dr. Mariano Samajo, F.I.C.S. 
Vice-President 

l)r. Humberlo INcapini, F.A.C.S., F.I.C.S. 
Secretary 

Dr. Antonio Pineda M.. F.I.C.S. 

Trevscrer 

Dr. Diniav I'linov Hartman. F.I.C.S. 
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Dr. Juuso Kivimaki 
President, Finland Section 

Members of the Finland Section of the 
International College of Surgeons con¬ 
vened for their annual meeting and elec¬ 
tion of officers in Helsinki on February 6, 
1959, with Prof. Dr. A. R. Ivlossner. 
F.I.C.S., presiding. 

Elected for the coming term of office 
are: 

President 

Kivimaki. Juuso. M.D., F.I.C.S., profes¬ 
sor of oral surgery at the University 
of Helsinki 

Vice-President 

Vara. Peavo. M.D., F.I.C.S., professor of 
obstetrics and gynecology at the Uni¬ 
versity of Helsinki 
Secretary 

Blomquisl. Harry E.. M.D.. F.I.C.S., lec¬ 
turer in surgery at the University of 
Helsinki 

Treasi/rer 

Aro. Laura M.I)., F.I.C.S.. lecturer in 
anesthesiology at lh<* Univer-ity of 
HeLinki 
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FRANCE 

Annual Meeting of Section to be held at Lyons June 19-21, 1959 


The annual meeting of the French Sec¬ 
tion of the International College of Sur¬ 
geons will be held at the Faculty of Medi¬ 
cine in Lyons, June 19-21, 1959. 

The proceedings will comprise a recep¬ 
tion in honor of the congressists on the 
evening of Thursday, June 18; the open¬ 
ing assembly on the morning of Friday, 
June 19; scientific sessions on both Friday 
and Saturday; visits to the surgical ser¬ 
vices of the various hospitals of Lyons and 
to surgical demonstrations; luncheon at 
the Hospices Civils; the formal banquet 
Saturday evening, and on Sunday an ex¬ 
cursion to Beaujolais, 


Prof. Jean Creyssel, Lyons, is president 
of the French Section; Dr. Louis Welti, 
Paris, and Prof. True, Montpellier, are 
vice-presidents; Prof. Raymond Darget, 
Bordeaux, is the secretary general, and 
Prof. A. Pierre LaChapele, Bordeaux, the 
treasurer. 

A committee of ladies is planning a tour 
of the museum and several parties for 
Friday and Saturday. 

Prof. Agr. J. Francillon, of Lyons, is the 
secretary general of the meeting. Corre¬ 
spondence concerning participation should 
be addressed to Mile. Coste, administrative 
secretary, 13, place Carnot, Lyon. 


INDIA 

Section Elects Officers for Current Year 

President-Elect 


On December 12, 1958, the Executive 
Committee of the Indian Section of the 
International College of Surgeons met at 
the K. G. Medical College, Visakhapatnam. 
In the absence of the president, Dr. A. V. 
Baliga, the president-elect. Dr. C. P. V. 
Menon, presided. Drs. S. K. Sen, A. E. 
deSa and P. K. Sen were present. 

Dr. Menon read the minutes of the last 
general meeting and of the last executive 
committee meeting and the minutes were 
confirmed. He then read the annual report 
of the Section for 1958, after which the 
hon. treasurer placed before the committee 
his report on the financial condition of the 
Section. 

The executive committee recommended 
the following officers for the ensuing term : 
President 

Dr. C. P. V. Menon, Madras 

? ** 


Dr. B. N. Balakrishna Rao, Gwalior 

Vice-Presidents 
Dr. K. G. Munsif, Bombay 
Dr. R. H. Belts, Vellore 
Dr. M. Rrishnamurthi, Vizag 
Dr. V. G. Vaishampavan, Sholapu 
Dr. B. N. Sinha, Lucknow 

Hon. Secretary 
Dr. A. E. deSa, Bombay 

Hon. Treasurer 
Dr. P. K. Sen, Bombay 

Credentials Committee 
Col. K. G. Pandalai, Madras 
Dr. K. G. Munsif, Bombay 
Dr. A. E. deSa, Bombay 

Finance Committee 
Dr. K. G. Munsif, Bombay 
Dr. A. E. deSa, Bombay 
Dr. G. D. Adhia, Bombay 

UNAL OF THE INTERS * 


34 


X 

? 


»NAL COLLEGE OF SURGEONS 



Drs. P. S. Jhaver and Shantilal J. Modi 
were advanced to Fellowship in the In¬ 
ternational College of Surgeons as from 
January 1, 1959. 

Soon after the executive committee 
meeting, the general membership met, and 
confirmed the recommendations of the 
executive committee regarding the election 
of officers. 

After the general meeting, the scientific 


session was held, at which the following 
papers were read: 

Some Salient Clinical Observations Re¬ 
garding Carcinoma of the Breast and its 
Treatment 

Dr. M. A. Ghooi, Bhopal 
Operative Treatment of Carcinoma of the 
Tongue, followed by a color film 
Dr. S. P. Srivastava, Agra 
It was decided to hold the next confer¬ 
ence at Jaipur during December 1959. 


ITALY 

Interesting Meetings in Conjunction with Surgical Societies 


The Italian Section of the International 
College of Surgeons held a meeting in con¬ 
nection with the Sixtieth National Con¬ 
gress of the Italian Surgical Society' in 
Genoa, October 24-26, 1958. The meeting 
was held at the Nvovo Lido d’Albaro. 

The Congress opened with great for¬ 
mality. About forty guests of honor were 
present, including public officials and other 
persons of high distinction. 

At the commemorative service held for 
deceased members, Prof. Dr. A. Mario 
DogHotti, F.A.C.S. (Hon.), F.I.C.S. (Hon.), 
director of the clinic of general surgery 
at the University of Turin and president¬ 
elect of the International College of Sur¬ 
geons, delivered an eloquent eulogy as a 
tribute to the memory of Prof. RafTaele 
Paolucci di Valmaggiore, M.D., F.I.C.S. 
(Hon.), a former president of the Italian 
Surgical Society and Prof. Dogliotti’s 
predecessor as president-elect of the Inter¬ 
national College of Surgeons. 

The chief essayists at the scientific ses¬ 
sions of the Congress were: 

Prof. Dr. Alberto De Biasi. F.I.C.S.. pro¬ 
fessor of pathology at the University of 
Bari, whose presentation dealt with Tu¬ 
mors of (fir fit nr! of iht Pitncncj* and 
Ampida of Voter; 


Prof. Dr. Giuseppe Salvatore Donati, 
F.I.C.S., professor of surgical pathology at 
the University of Pavia, who spoke on 
Tumors of the Salivary Glands , and 

Prof. Dr. Gaetano Placitelli, whose sub¬ 
ject was Ulcerative Colitis. 

The Italian Section of the International 
College of Surgeons held a scientific ses¬ 
sion jointly with the Surgical Society of 
Rome on Friday, November 28, in the 
auditorium of the Surgical Clinic of the 
Medical School of the University of Rome, 
in honor of the surgeons of the United 
States Section of the College who were 
participating in the Around-the-Workl 
Tour. 

Prof. Pietro Valdoni. eminent as a sur¬ 
geon and recently elected president of the 
Italian Section of the International CoJ- 
’ege of Surgeons, delivered an address of 
welcome to the visiting surgeons. 

Drs. Arnold Jackson. Winchell McK. 
Craig. Herbert Hayes and Finis Cooper, of 
the United States delegation, presented 
scientific dissertations, at the conclusion 
of which Prof. Ermnnno Mingnzzini. pre-J. 
dent of the Surgical Society of Hun:*', cop. 
ferred upon the e-snyis*.- hnnorarv jm- ru¬ 
ber-hip in the Society. 
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FRANCE 

Annual Meeting of Section to be held at Lyons June 19-21, 1959 


The annua] meeting of the French Sec¬ 
tion of the International College of Sur¬ 
geons will be held at the Faculty of Medi¬ 
cine in Lyons, June 19-21, 1959. 

The proceedings will comprise a recep¬ 
tion in honor of the congressists on the 
evening of Thursday, June 18; the open¬ 
ing assembly on the morning of Friday, 
June 19; scientific sessions on both Friday 
and Saturday; visits to the surgical ser¬ 
vices of the various hospitals of Lyons and 
to surgical demonstrations; luncheon at 
the Hospices Civils; the formal banquet 
Saturday evening, and on Sunday an ex¬ 
cursion to Beaujolais. 


Prof. Jean Creyssel, Lyons, is president 
of the French Section; Dr. Louis Welti, 
Paris, and Prof. True, Montpellier, are 
vice-presidents; Prof. Raymond Darget, 
Bordeaux, is the secretary general, and 
Prof. A. Pierre LaChapele, Bordeaux, the 
treasurer. 

A committee of ladies is planning a tour 
of the museum and several parties for 
Friday and Saturday. 

Prof. Agr. J. Francillon, of Lyons, is the 
secretary general of the meeting. Corre¬ 
spondence concerning participation should 
be addressed to Mile. Coste, administrative 
secretary, 13, place Carnot, Lyon. 


INDIA 

Section Elects Officers for Current Year 

President-Elect 


On December 12, 1958, the Executive 
Committee of the Indian Section of the 
International College of Surgeons met at 
the K. G. Medical College, Visakhapatnam. 
In the absence of the president, Dr. A. V. 
Baliga, the president-elect, Dr. C. P. V. 
Menon, presided. Drs. S. K. Sen, A. E. 
deSa and P. K. Sen were present. 

Dr. Menon read the minutes of the last 
general meeting and of the last executive 
committee meeting and the minutes were 
confirmed. He then read the annual report 
of the Section for 1958, after which the 
hon. treasurer placed before the committee 
his report on the financial condition of the 
Section. 

The executive committee recommended 
the following officers for the ensuing term: 
President 

Dr. C. P. V. Menon, Madras 
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Dr. B. N. Balakrishna Rao, Gwalior 

Vice-Presidents 
Dr. K. G. Munsif, Bombay 
Dr. R. H. Betts, Vellore 
Dr. M. Krishnamurthi, Vizag 
Dr. V. G. Vaishampayan, Sholapu 
Dr. B. N. Sinha, Lucknow 

Hon. Secretary 
Dr. A. E. deSa, Bombay 

Hon. Treasurer 
Dr. P. K. Sen, Bombay 

Credentials Committee 
Col. K. G. Pandalai, Madras 
Dr. K. G. Munsif, Bombay 
Dr. A. E. deSa, Bombay 

Finance Committee 
Dr. K. G. Munsif, Bombay 
Dr. A. E. deSa, Bombay 
Dr. G. D. Adhia, Bombay 
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Drs. P. S. Jhaver and Shantilal J. Modi 
were advanced to Fellowship in the In¬ 
ternational College of Surgeons as from 
January 1, 1959. 

Soon after the executive committee 
meeting, the general membership met, and 
confirmed the recommendations of the 
executive committee regarding the election 
of officers. 

After the general meeting, the scientific 


session was held, at which the following 
papers were read: 

Some Salient Clinical Observations Re¬ 
garding Carcinoma of the Breast and its 
Treatment 

Dr. M. A. Ghooi, Bhopal 
Operative Treatment of Carcinoma of the 
Tongue, followed by a color film 
Dr. S. P. Srivastava, Agra 
It was decided to hold the next confer¬ 
ence at Jaipur during December 1959. 


ITALY 

Interesting Meetings in Conjunction with Surgical Societies 


The Italian Section of the International 
College of Surgeons held a meeting in con¬ 
nection with the Sixtieth National Con¬ 
gress of the Italian Surgical Society in 
Genoa, October 24-26, 1958. The meeting 
was held at the Nvovo Lido d’Albaro. 

The Congress opened with great for¬ 
mality. About forty guests of honor were 
present, including public officials and other 
persons of high distinction. 

At the commemoi'ative service held for 
deceased members, Prof. Dr. A. Mario 
Dogliotli. F.A.C.S. (Hon.), F.I.C.S. (Hon.), 
director of the clinic of general surgery 
at the University of Turin and president¬ 
elect of the International College of Sur¬ 
geons, delivered an eloquent eulogy as a 
tribute to the memory of Prof. Raffaele 
Paolucci di Valmaggiore, M.D., F.I.C.S. 
(Hon.), a former president of the Italian 
Surgical Society and Prof. Dogliotti’s 
predecessor as president-elect of the Inter¬ 
national College of Surgeons. 

The chief essayists at the scientific ses¬ 
sions of the Congress were: 

I’rof. Dr. Alberto De Blasi, F.I.C.S., pro¬ 
fessor of pathology at the University of 
Bari, whose presentation dealt with Tv- 
movs thr Haul of the Pancreas and 
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Prof. Dr. Giuseppe Salvatore Donati, 
F.I.C.S., professor of surgical pathology at 
the University of Pavia, who spoke on 
Tumors of the Salivary Glands, and 

Prof. Dr. Gaetano Piacilelli, whose sub¬ 
ject was Ulcerative Colitis. 

The Italian Section of the International 
College of Surgeons held a scientific ses¬ 
sion jointly with the Surgical Society of 
Rome on Friday, November 28, in the 
auditorium of the Surgical Clinic of the 
Medical School of the University of Rome, 
in honor of the surgeons of the United 
States Section of the College who were 
participating in the Around-the-World 
Tour. 

Prof. Pietro Valdoni. eminent as a sur¬ 
geon and recently elected president of the 
Italian Section of the International Col¬ 
lege of Surgeons, delivered an address of 
welcome to the visiting surgeons. 

Drs. Arnold Jackson. Winchell McK. 
Craig. Herbert Hayes and Finis Cooper, of 
the Lnited States delegation, presented 
scientific dissertations, at the conclusion 
of which Prof. Ermanno Mingazzini. presi¬ 
dent of the Surgical Society of Rome, con¬ 
ferred upon the essayists honorary mem¬ 
bership in the Society. 



Medical News Front 

AMERICAN GOITER ASSOCIATION 
TO CONVENE IN CHICAGO 

The 1959 meeting of the American 
Goiter Association will be held at the 
Drake Hotel, Chicago, April 30-May 2. 

The program for the three-day meeting 
will consist of papers and discussions deal¬ 
ing with the thyroid gland, its physiology, 
pharmacology, pathology and therapy. 

WORLD MEDICAL ASSOCIATION 
TO MEET IN CANADA 

The Canadian Medical Association will 
be host to the XHIth General Assembly of 
the World Medical Association to be con¬ 
vened in Montreal, Canada, September 7- 
12, 1959. 

The tentative program includes: 

Medical Editors’ Conference 
Monday, September 7 
Socio-Medical Affairs 
Thursday, September 10 
Scientific Program 

Wednesday, September 9 
Additional information relative to the 
Assembly may be obtained from: 

The Secretary General 
The Woi'ld Medical Association 
10 Columbus Circle 
New York 19, New York 


$200,000/$600,000 Limits of Liability are 
now available to members covered 
under the ICS Group Malpractice Insur¬ 
ance Plan. 

Please write to John L. Krause, Admin¬ 
istrator, 1576 Sherman Avenue, Evans¬ 
ton, Illinois, for rates and further de¬ 
tails regarding the Plan. 


INTERNATIONAL 
COLLEGE OF SURGEONS 

Office of 
Wm. J. Burns 

Director of Advertising and Exhibits 
Box 539, Lansing 3, Michigan 

Wm. J. Burns 

Director of Advertising for the Interna¬ 
tional College of Surgeons, announces the 
appointment of three regional representa¬ 
tives for The Journal of the International 
College of Surgeons to aid in servicing ad¬ 
vertisers and their agencies. 

Eastern Representative 

Jerry Meyer 
110 E. 42nd Street 
New Yorlt 17, New Yoric 
OXford 7-2375 

Middle States Representative 

Samuel N. Turiel 
750 N. Michigan Avenue 
Chicago 11, Illinois 
DEIaware 7-3511 

Pacific Coast Representative 

Frank M. Cohen 
9116 Gibson Street 
Los Angeles 34, California 
TExas 0-7898 
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The Research Horizon 


GEOGRAPHICAL ASPECTS OF 
APPENDICITIS 

Supplement No. 221 to Acta Chirurgica 
Scandinavica, published in Stockholm, 
Sweden, reviews recent ethnomedical in¬ 
vestigation into the incidence of appendi¬ 
citis, maps the disease, and attempts to 
correlate its prevalence with the preva¬ 
lence of other diseases. The study was 
conducted by Sven Muller and concluded in 
May 1955. 

The study maintains that the peculiar 
geogi'aphic distribution of acute appendi¬ 
citis—that is, its rare occurrence or entire 
absence in tropical and subtropical regions 
—cannot be explained by congenital racial 
immunity or by differences in diet. In¬ 
stead, this immunity seems to follow the 
same immunological laws as operate in 
other regions. It also seems that it is ac¬ 
quired through atypical, subclinical infec¬ 
tions in early childhood. There is striking 
conformity between the incidence of ton¬ 
sillitis and appendicitis in many countries. 
This applies particularly to haemolytic 
streptococcal tonsillitis (i.e. scarlet fever). 

As far as scarlet fever is concerned, 
climatic conditions are no doubt important. 
They are also probably significant in the 
case of appendicitis. But recent changes 
in the statistics of the incidence of these 
diseases—as a greater number of natives 
in tropical and subtropical countries and 
elsewhere accept Western standards of liv¬ 
ing—seem to establish that climatic in- 
lluence cannot he the exclusive reason, and 
that we must look to immunity acquired 
by primitive ptoples following latent in¬ 
fections during childhood for solution to 
the problem. 

The study concludes with the hypothesis 
that if such an immunizing infection 
(perhaps with haemolytic strepto- 

cocoi) is true also of appendicitis, we have 
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the explanation of all otherwise incompre¬ 
hensible features of the geography of this 
disease. 

TREATMENT OF VIRAL SYNDROMES 
WITH A LIPO-PROTEIN-NUCLEIC 
ACID COMPOUND (RETICULOSE) 
Writing in the Virginia Medical Month¬ 
ly (84:347,1957),Drs. Rohert H. Anderson 
and Ralph M. Thompson, of Alexandria, 
Virginia, reported on 5 cases of acute 
viral infections which were treated at 
Alexandria Hospital, Alexandria, Y r ir- 
ginia, with intramuscular injections of 
Reticulose, a lipo-protein-nucleic acid com¬ 
plex, after the apparent failure of the 
usual antibiotics. 

According to the authors, immediate 
improvement was noted clinically and 
symptomatically. 

They stated that Reticulose was well tol¬ 
erated by all of the five patients and pro¬ 
duced no evidence of toxic manifestations 
or side effects. 

In all of the patients they found im¬ 
provement within twenty-four to thirty- 
six hours after Reticulose was started, 
which was manifested by clinical and 
symptomatic improvement. 

Doctors Anderson and Thompson con¬ 
clude that Reticulose is a definite anti¬ 
viral substance and should be considered 
in the treatment of viral infections. 

They now report that at the time the 
above-mentioned article was submitted for 
publication, several I irginia physicians 
began the treatment of viral infections 
with Reticulose, and that now they have a 
report of 41 cases of viral infections which 
h«i\e responded favorably to this product, 
these cases including influenza, encephali¬ 
tis. viral hepatitis, infectious mononucleo¬ 
sis. viral pneumonia, uncomplicated 
mumps and measles. 



■i In Memor 1 am wm 

PHILMOUR MURRAY ALEXIS BEIN 
M.D., F.I.C.S., D.A.B. 

1906-1959 


Dr. Philmour M. A. Bein, F.I.C.S., 
D.A.B., of Mansfield, Ohio, died suddenly, 
on January 9, 1959, at the Mansfield Gen¬ 
eral Hospital, where he had been staff sur¬ 
geon since 1936. 

Dr. Bein was born in Chicago in 1906, 
but moved to Mansfield with his parents 
while a boy. Educated at the Mansfield 
High School, he was a graduate of the 
University of Pennsylvania, with the B.S. 
degree, a member of the class of 1928. 
Four years later he received his M.D. 
degree from the University of Pennsyl¬ 
vania Medical School. 

He interned at the Philadelphia General 
Hospital for two years, and served as res¬ 
ident at the Cincinnati Jewish Hospital, 
Cincinnati, Ohio, from 1934 to 1935. 

He returned to Mansfield and opened his 
surgical practice in 1936. 

The same year he became affiliated with 
the Mansfield General Hospital, where he 
was lecturer in surgery at the nursing 


school and chairman of the training pro¬ 
gram for residents. 

Dr. Bein was also on the surgical staffs 
of the Peoples’ Hospital and the Madison 
Hospital, both in Mansfield. 

Dr. Bein was a veteran of four years’ 
service with the Army Medical Corps in 
World War II, assigned to the Pacific 
Theatre, and was stationed for a time on 
Guadalcanal. 

He was highly esteemed by his asso¬ 
ciates and the members of his community. 
His untimely death took him from the pro¬ 
fession which was the very essence of his 
being and from the service to his fellow 
man which he considered the purpose of 
his life. 

The officers and members of the board 
of the College extend to Mrs. Joseph Bein, 
Dr. Bein’s mother, with whom he made 
his home, and to his brother and his 
sisters, their very sincere sympathy. 


WOMAN’S AUXILIARY MEMORIAL FUND 

Donor-- 


Honoring 
Notify — 


Send checks payable “Memorial Fund” 

Mrs. Robert Le Sage, Chairman, Shores Acre, Dixon, Illinois 
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General Surgery 


A Modification of Bassini'RienhofPs 
Herniorrhaphy 

With Preservation of the Functional Mechanism 
of the Inguinal Canal 


I. KOFEL, M.D., AND B. MARKOWSKI, M.D., F.I.C.S. 
BELIZE, BRITISH HONDURAS, CENTRAL AMERICA 


I NGUINAL hernia is one of the most 
common conditions confronting the sur¬ 
geon in the tropics. 
li’arinl SiwccpUbility .—The existence of 
an innate racial predisposition to inguinal 
hernia in Africans would seem to he widely 
accepted, although this is not so well estab¬ 
lished as the predilection to umbilical her¬ 
nia. which is far more common in the 
African than in any other race. No com¬ 
parative statistical data can he given, hut 
the impression is that congenital hernia 
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and hydrocoele, as well as imperfectly de¬ 
scended testicles, with hernia or potential 
hernia, are more common in the predom¬ 
inant African race than in the Spanish- 
American, European and aboriginal Indian 
sections of the population of British Hon¬ 
duras. Perhaps, therefore, the racial factor 
is etiologically important. One could also 
speculate on a racial factor governing the 
incidence of the so-called “high internus 
position,” which will be discussed later, 
and the widening of the space between the 
conjoined tendon and the inguinal liga¬ 
ment. It would be unprofitable, however, 
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His untimely death took him from the pro¬ 
fession which was the very essence of his 
being and from the service to his fellow 
man which he considered the purpose of 
his life. 

The officers and members of the board 
of the College extend to Mrs. Joseph Bein, 
Dr. Bein’s mother, with whom he made 
his home, and to his brother and his 
sisters, their very sincere sympathy. 


WOMAN’S AUXILIARY MEMORIAL FUND 

Donor--—-- 


Honoring 
Notify — 


Send checks payable “Memorial Fund” 

Mrs. Robert Le Sage, Chairman, Shores Acre, Dixon, Illinois 
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(suitably incised for the passage of the 
cord) to the transversalis fascia. Such 
procedures, however, are practicable only 
in cases of early hernia and not in the 
presence of a long-standing, large hernia 
with a wide fixed ring and a permanent 
structural defect in the posterior wall of 
the inguinal canal. This defect, as was 
emphasized by Schmieden, develops in the 
triangular gap between the lower border of 
the internal oblique and the transversus 
abdominis above, the inguinal ligament 
below and the edge of the rectus medially; 
here, the posterior wall of the inguinal 
canal consists only of the parietal perito¬ 
neum and the transversalis fascia. The 
development of the latter is not constant 
and usually not strong. This triangle be¬ 
comes progressively wider as the hernia 
enlarges. A further important factor is the 
so-called high internus position, that is, the 
lower borders of the internal oblique and 
that of the transversus abdominis are al¬ 
most horizontal and inserted in the rectus 
sheath about 2 to 4 cm. above the pubic 
symphysis. This position is observed rather 
frequently (present in 76 of 100 dissec¬ 
tions on cadavers performed by Polya, as 
cited by Schmieden), and is either primary 
or secondary, consequent on hernial en¬ 
largement. 

For a large hernia McVav and Anson 
advocate suture of the conjoined tendon to 
the pectineal ligament (Lotheissen’s prin¬ 
ciple of inguinal repair of femoral hernia). 
They maintain that the Bassini operation 

not rational, since the conjoined tendon 
is normally inserted, with its lowermost 
fibers, into the pectineal ligament and 
not into the inguinal ligament. Whether 
the conjoined tendon normally has a weak 
attachment to the medial half of the 
inguinal ligament or not, however, mam 
-mgron- pseler Ha—iniV operation. Not 
otdy i- the atorede-cribed tiiangi- the 
Weak point of tin* inguinal canal, it j. 



The topographic sketch of inguinal canal showing 
(1) internal oblique and transversus abdominis 
muscles separated at their lower borders; (2) 
relaxing incision, and (3) sutures employed in 
method of herniorrhaphy described. 


the “achilles’ tendon” of Bassini’s opera¬ 
tion. The reason for this is that the tension 
required to close the defect causes either 
cutting out of the sutures or splitting of 
the tendinous structures. Even worse, it 
may cause necrosis and destruction of the 
muscle fibers strangled in the grasp of the 
sutures. According to Xoetzel (cited by 
Schmieden), the “high internus position” 
is the main cause of recurrent hernia; 
this does not occur through the internal 
ring as a recurrence of the old indirect 
hernia but as a new direct hernia that 
develops through the triangular aperture 
aforementioned. The fact that this is not 
entirely correct will he mentioned later 
In this connection, however, an important 
operative measure is the relaxing incision 
of Rienhoff. a No known as Tanner 1 ' 
“slide," in which a vertical incision is made 
in the anterior sheath of the rectu-. a- 
near its medial border a' po-'ible, to t 
po'e the rectii' and pj raniidali'. With the 
aid of thi- inci'ion relief of ten-ion i« ob¬ 
tained. and th<- i enjoined tendon can 
bro'ight downward and 'Utor-d e.i-jp, 
Po'ipart’' fir Coop. r*. i. ; ,.t, ;..j, 5, • . r 
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to theorize on racial factors, which at best 
are notoriously difficult to trace and to 
interpret, particularly in a heterogeneous 
and racially mixed population. 

With regard to the choice and decision 
as to the actual method of operation to be 
employed for inguinal hernia, the problem 
is not simple and remains as before, a 
vexed one. 

Functional Anatomic Features, Devel¬ 
opment Mechanism , Operative Procedures 
and Other Relevant Points .—It is generally 
accepted that the main force of the intra¬ 
abdominal pressure in the erect or sitting 
posture is exerted upon the inguinal and 
femoral canals. This pressure is met by 
contraction of the abdominal muscles. The 


After calling attention to the pre¬ 
disposition of the African race to in¬ 
guinal hernia, the authors outline 
the anatomic, physiologic and path¬ 
ologic aspects of the condition, as 
well as its mechanism of develop¬ 
ment. Bassini's, McVay and Anson's, 
and Lytle's operations, Reinhoff's 
relaxing incision and other pertinent 
points are discussed. One of the au¬ 
thors has repaired 199 inguinal her¬ 
nias in five years by the unmodified 
Bassini-Reinhoff technic, with only 2 
recurrences. The other author has 
devised a method of closing the de¬ 
fect in the posterior wall of the in¬ 
guinal canal with minimal tension, 
so that the resulting repair is flexible 
rather than rigid and the normal 
contractility of the muscular struc¬ 
tures preserved. Seventy-three in¬ 
guinal hernias have been repaired 
by this method in one and one-half 
years, with no recurrences up to the 
time of writing. 


arched muscle fibers of the lower border 
of the internal oblique and transversus 
abdominis straighten and descend so as to 
occlude the inguinal canal and buttress 
the vulnerable posterior wall against the 
outward thrust of intra-abdominal pres¬ 
sure. Lytle, who has reviewed the func¬ 
tional anatomic aspects of the internal 
inguinal ring, stressed the importance of 
preserving the valvelike mechanism nor¬ 
mally effected by the divergent movement 
of the transversus abdominis on contrac¬ 
tion and of the fibrous internal ring sus¬ 
pended from its posterior surface, viz. 
downward, and upward and outward re¬ 
spectively. These movements and the si¬ 
multaneous apposition of the inner edge 
of the fibrous ring to the cord, on a rise 
of intra-abdominal pressure, prevent pro¬ 
trusion through the ring. 

The mobility of the internal ring is lost 
by stitching the free edge of the internal 
oblique and transversus abdominis and 
their conjoined tendon to the inguinal liga¬ 
ment as in Bassini’s operation. Lytle con¬ 
fines himself, therefore, to narrowing the 
fibrous internal ring by suturing together 
the edges of its margins after removal of 
the sac. Removal of the sac alone may be 
all that is necessary for small congenital 
indirect hernia in infants, children and 
adolescents with otherwise normal struc¬ 
tures. The natural valvular mechanism of 
the internal ring recovers its normal func¬ 
tion. It is obvious that simple herniotomy 
and Lytle’s operation have a limited ap¬ 
plication. 

On occasion, if the transversalis fascia 
is strong enough, it may be possible to 
strengthen the posterior wall of the in¬ 
guinal canal by plication or suture of the 
transversalis fascia to the inguinal liga¬ 
ment. This may be further reinforced by 
suturing over the medially detached and 
dissected cremaster and/or the lower flap 
of the split external oblique aponeurosis 
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(suitably incised for the passage of the 
cord) to the transversalis fascia. Such 
procedures, however, are practicable only 
in cases of early hernia and not in the 
presence of a long-standing, large hernia 
with a wide fixed ring and a permanent 
structural defect in the posterior wall of 
the inguinal canal. This defect, as was 
emphasized by Schmieden, develops in the 
triangular gap between the lower border of 
the internal oblique and the transversus 
abdominis above, the inguinal ligament 
below and the edge of the rectus medially; 
here, the posterior wall of the inguinal 
canal consists only of the parietal perito¬ 
neum and the transversalis fascia. The 
development of the latter is not constant 
and usually not strong. This triangle be¬ 
comes progressively wider as the hernia 
enlarges. A further important factor is the 
so-called high interims position, that is, the 
lower borders of the internal oblique and 
that of the transversus abdominis are al¬ 
most horizontal and inserted in the rectus 
sheath about 2 to 4 cm. above the pubic 
symphysis. This position is observed rather 
frequently (present in 76 of 100 dissec¬ 
tions on cadavers performed by Polya, as 
cited by Schmieden), and is either primary 
or secondary, consequent on hernial en¬ 
largement. 

For a large hernia McVav and Anson 
advocate suture of the conjoined tendon to 
the pectineal ligament (Lotheissen’s prin¬ 
ciple of inguinal repair of femoral hernia). 
They maintain that the Bassini operation 
is not rational, since the conjoined tendon 
is normally inserted, with its lowermost 
fibers, into the pectineal ligament and 
not into the inguinal ligament. "Whether 
the conjoined tendon normally has a weak 
attachment to the medial half of the 
inguinal ligament or not, however, inanv 
surgeons prefer Ba«iniV operation. Sal 
only i- the nfore.U-cribed triangle the 
weak point of the inguinal canal, it is a’-* 



The topographic sketch of inguinal canai showing 
(1) internal oblique and transversus abdominis 
muscles separated at their lower borders; (2) 
relaxing incision, and ( 3 ) sutures employed in 
method of herniorrhaphy described. 

the “achilles’ tendon” of Bassini's opera¬ 
tion. The reason for this is that the tension 
required to close the defect causes either 
cutting out of the sutures or splitting of 
the tendinous structures. Even worse, it 
may cause necrosis and destruction of the 
muscle fibers strangled in the grasp of the 
sutures. According to Xoetzel (cited by 
Schmieden), the “high internus position” 
is the main cause of recurrent hernia; 
this does not occur through the internal 
ring as a recurrence of the old indirect 
hernia but as a new direct hernia that 
develops through the triangular aperture 
aforementioned. The fact that this is not 
entirely correct will be mentioned later 
In this connection, however, an important 
operative measure is the relaxing incision 
of Rienhoff, also known as Tanner’s 
“slide,” in which a vertical incision is math* 
in the anterior sheath of the rectus, a- 
near its medial border a- po-sibh*, to * 
pose the rectus anti pyramidalis. With the 
aid of this inci-ion relief of ten-ion i- ob. 
tnined. and th<- conjoined tendon can V- 
brought downward and -utured ea-ily p, 
P"Upa r t*~ or C.e,p.. r ’, lignm- nt. v.v;. 1 . -.< r 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


APRIL, 1959 


method is employed. In Kocher's proced¬ 
ure a curved incision is made in the an¬ 
terior rectus sheath and the raised flap 
turned down outward and stitched without 
tension to Poupart’s ligament. 

The type of large indirect hernia is 
sometimes difficult to determine, owing to 
the fact that the internal ring is dislo¬ 
cated inward by the downward-expanding 
neck of the hernial sac, together with the 
inferior epigastric vessels. The inguinal 
ring thereby comes to lie opposite the ex¬ 
ternal ring, thus simulating a direct her¬ 
nia. The majority of recun’ent hernias are 
indirect. In those which at first sight ap¬ 
pear to be direct, involvement of the in¬ 
ternal ring discloses their true nature. 
Bulging of the peritoneum and intraver- 
salis fascia between the fibrous internal 
ring and the inferior epigastric vessels 
with medial displacement of the latter, is 
also a frequent concomitant observation in 
the presence of indirect hernia. A com¬ 
bined, double or so-called “pantaloon” or 
“saddle-bag” type of hernia may, however, 
result, with a sac on either side of the in¬ 
ferior epigastric vessels. This may be dealt 
with by transposition, i.e., inversion and 
withdrawal of the direct sac underneath 
the inferior epigastric vessels in the in¬ 
direct sac, the two being converted into 
one by Hoguet’s maneuver. 

Sliding hernia (hernie par glissement), 
in most cases, can be dealt with simply by 
restitution of the bowel—or the bladder, 
if there is true sliding hernia of this organ 
—into the abdomen by a deliberate reduc¬ 
tion en masse and closure of the peritoneal 
opening by a purse-string suture. 

During a five-year period, 199 inguinal 
hernias were repaired by one of us (B.M.), 
who practiced the aforedescribed i-elaxing 
rectus sheath incision of Rienhoff and su¬ 
ture of the conjoined tendon to the inguinal 
ligament by Bassini's method. In this series 
only 2 recurrences are known to have oc¬ 


curred, a result that bears witness to the 
eminent efficiency of the method. 

In a series of 73 cases reported by one 
of us (D.K.) there were 56 cases of “pure” 
indirect hernias (76.7 per cent), and 4 of 
“pure” direct hernias (5.47 per cent). Nine 
were bilateral and were operated on in 
one session; 1 was ipsilateral inguinal and 
femoral (both repaired inguinally, by su¬ 
turing the lower extremity of Poupart’s 
ligament to Gimbemat’s ligament and the 
pectineal fascia, and then by the method 
to be described) ; 2 were cecal sliding her¬ 
nias; 1 a vesicular sliding hernia; 2 
“saddle-bag” hernias, and 2 recurrent her¬ 
nias previously operated on elsewhere, the 
Bassini-Rienhoff method of repair, modi¬ 
fied as follows, was employed. 

Technic .—The medial flap of the incised 
external oblique aponeurosis is retracted 
and separated, as near to the linea alba 
as possible, by blunt dissection from the 
internal oblique aponeurosis, forming her: 
the anterior rectus sheath. The latter is 
then incised generously lengthwise at the 
line where it is inseparably blended with 
the linea alba. To obtain additional relaxa¬ 
tion of tension, the upper end of this in¬ 
cision may have to be prolonged for a 
short distance laterally across the fibers 
of the rectus sheath, which gives the com¬ 
plete incision the shape of an inverted L. 
The mobilized anterior rectus sheath (and 
consequently the conjoined tendon) is 
sutured; not, however, by its free edge as 
in Bassini’s operation, but as follows: A 
series of interrupted sutures of braided 
silk is passed superficially in Lembert’s 
inverting manner through the surface of 
the aponeurosis of the internal oblique, 
approximately where it crosses the lateral 
edge of the rectus muscle, and then as sim¬ 
ple looped stitches from within outward, 
around the inner edge of the inguinal liga¬ 
ment (see illustration). The sutures, previ¬ 
ously clipped with hemostats, are tied 
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after all have been inserted, whereupon 
the fibromuscular edge rolls inward. 

In this way the defect in the inguinal 
canal is closed snugly and safely without 
undue tension; extra reinforcement is pro¬ 
vided by the rolled-in conjoined tendon, 
and its edge is left free and mobile. In our 
operation with this method of apposition 
the repair is effected without anchoring 
the transversus abdominis and internal 
oblique completely. That is, the downward 
movement of the lower border on contrac¬ 
tion, which acts as a natural barrier 
against protrusion through the ring and 
safeguards the posterior wall of the in¬ 
guinal canal during strain, is still possible; 
thus the result is a flexible repair, in con¬ 
tradistinction to the rigid repair obtained 
by other methods. Furthermore, the nor¬ 
mally active muscular contractions of this 
region will prevent the unattached muscu¬ 
lotendinous border from becoming adher¬ 
ent and immobile during the immediate 
postoperative period. Final cicatrization 
will be followed by readaptation, and the 
retentive function of the repaired fibro¬ 
muscular apparatus of the inguinal canal 
will thus be restored with as little impair¬ 
ment as possible. 

Additional Procedures .—In this series, 
when the fibrous internal ring was unduly 
enlarged it was reduced as follows; The 
margins were dissected free and held by 
mosquito or Allis forceps. The edges were 
tin n stitched together below the cord with 
interrupted mattress sutures of fine 
chromic catgut so as to overlap the medial 
on the lateral edge. If the lateral rim of 
the ring is thin and easily frayed, repair 
and closure can be effected by a transverse 
darn. 

As an extra reinforcement, in I> cases of 
indirect hernia in which the cremaster was 
particularly well developed. ;i s j* f r( .. 
quently i- in Mich ca-es. it was pn~-.it,!,. 
to diss.vt it completely from the nod: of 
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the sac and, using mattress sutures of 
chromic catgut, to suture the resulting 
strong muscle sheet snugly to the trans- 
versalis fascia in the angle between the 
internal oblique and the rectus, a modified 
Brenner’s procedure (Schmieden). 

in most cases the repair has been per¬ 
formed under the cord, so that it rests 
upon the reconstructed layer. The external 
oblique aponeurosis is then closed over the 
cord, by imbrication of the upper flap over 
the lower, with a double row of widely 
spaced interrupted chromic catgut or silk 
sutures, i.e., Woelfler’s method (Schmie¬ 
den). 

There was no recurrence in the 73 cases 
in which repair was accomplished by this 
method up to an average follow-up period 
of eighteen months. 

Unless the musculotendinous structures 
of the inguinal canal have completely given 
way and become permanently incompetent 
and irreparable so as to make the outlook 
of any operation unpromising, which was 
not the case in this series, the method of 
repair here described is at least as expedi¬ 
ent as other more elaborate and less phys¬ 
iologic ones. Admittedly, the series is small 
and only short-term results are available, 
and the final proof must be left to the test 
of time; nevertheless, it seems that a de¬ 
scription of the technic in a brief report is 
warranted. 

RESUMES' 

En esta comunicacion se someten a breve 
discusion los puntos sigunientes; La pre- 
disposicidn racial <le las gentes de descen- 
dencia africana a la hernia inguinal; Ins 
principios pertinentes a la anatomia fun- 
cional del canal inguinal, asi enmo el nr;c- 
anismo do produccifin de las hernias do 
dicha region; los precedent operntorin-' 
M-gun Bassini. McVay. Af:-on <■] do Lytle, 
asienmo la incision de Ilienl.otT c , ltl object* > 
de prnducir Iilx-rarien y n-lajamiento de la 
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hojo anterior de ia vaina del m. recto del 
abdomen; y otros pantos que vienen al 
caso. 

Se repararon (por Markowski) 199 her¬ 
nias inguinales en pacientes de origen 
pi-edominantemente africano, segun el me- 
todo no modificado Bassini-RienhofF, con, 
unicamente, dos reproducciones conocidas 
durante el lapso de cinco anos. 

Se describe un metodo (ideado por 
Kopel) segun el cual se pi'actica una in- 
cion relajodora en la hoja anterior de la 
vaina del m. recto del abdomen a lo largo 
de la linea de fusion de las aponeurosis de 
los ms. oblicuo mayor y menor con la 
linea alba. Se cierra el defecto de la pared 
posterior del canal inguinal con el minimo 
de tension mediante la sutura de la apo¬ 
neurosis del m. obicuo menor, en el punto 
donde cruza el borde lateral del m. recto 
del abdomen, al ligamento inguinal, efec- 
tuando asi una reconstrueeion flexible y 
segura. Se ci-ee que al dejar, por este 
metodo, el margen fibro-muscular aproxi- 
mado pero libre y mobil conservase la con- 
tractibilidad normal de las estrueturas 
musculares del conducto inguinal. Esto es 
esencial si se quiere lograr un mecanimo 
valvular eficiente contra la protrusion a 
traves del anillo inguinal interno, asi como 
tambien una barrera de sosten acolchada 
a traves del hiato en la pared abdominal 
del canal inguinal. Se repararon con este 
este proceder 73 hernias inguinales en en- 
fermos predominantemente africanos y 
durante el transcurso de ano y medio de 
control post-operatorio no se presento una 
sola reproduccion hasta la fecha. 

Se tomaron, ademas, las sigunientes 
medidas (Kopel) : El ensanchamiento del 
anillo inguinal interno fibroso se corrigio 
con el estrechamineto de la apertura por 
debajo del cordon espermatico. Cuando se 
conto con un m. cremaster solido, se su- 
turoeste a la fascia transversal, a modo d^ 
un dique adicional de refuerzo, con pri- 


oridad a la herniorrafia anteriormente 
senalada. 

SUMARIO 

Discute a predisposigao racial dos 
Africanos para a hernia inguinal; os prin- 
cipios da anatomia funcional do canal 
inguinal e o mecanismo das hernias; as 
tecnicas de Bassini, McVay, Anson e Lytle; 
a incisao de Reinhoff e demais topicos do 
assunto. Em cinco anos operou 199 afri¬ 
canos (Markowski) pelo metodo Bassini- 
ReinhofF com apenas duas recidivas. 

0 A. descreve um metodo em que faz 
uma incisao relaxadora na bainha do reto 
anterior ao longo da linha de fusao das 
aponeuroses do obliquo interno e externo 
na linha alba, fechando o defeito da parede 
posterior do canal inguinal comtensao 
minima, sutura da aponevrose do obliquo 
interno na porgao onde cruza a margem 
do reto. Consegue assim um reforgo flexi- 
vel e seguro. Acha o A. que esse metodo 
preserva a contractilidade normal da mus- 
culatura o que considera essencial para um 
mecanismo valvular que se oponha a pro- 
trusao pelo an el ingui nal interno e uma 
barreira contra o hiato natural da parede 
abdominal. Por este metodo operou 73 
pacientes em um ano e meio sem recidiva. 
Medidas adicionais foram utilisadas (Ko¬ 
pel) : Alargamento do anel inguinal in¬ 
terno: sutura do cremaster a aponevrose 
transversalis quando este muculo e forte 
antes de realizar a herniorafia descrita. 

ZUSAMMENFASSUNG 

Die rassenmassige Predisposition zur 
Leistenhernie innerhalb der afrikanischen 
Bevolkerung, die Grundziige der funktio- 
nellen Anatomie des Leistenkanals, die 
Entwicklung desMechanismus der Leisten¬ 
hernie, die Operationen von Bassini, Mc¬ 
Vay und Anson und von Lytle, der Ent- 
spannungsschnitt von Rienhoff und andere 
wichtige Fragen werden kurz erortert. 
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Innerhalb von fiinf Jahren wurden 199 
Leistenbruche an Kranken von vorwiegend 
afrikanischer Abstammung nach der un- 
modifizierten Bassini-Rienhoffschen Me- 
thode operiert (Markowski), bei denen 
nur zwei Riickfalle beobachtet wurden. 

Es wird ein (von Kopel entwickeltes) 
Verfahren beschrieben, bei dem nach einem 
Entspannungsschnitt in der vorderen Rek- 
tusscheide entlang der Linie, wo die Apo- 
neurosen des inneren und ausseren schra- 
gen Bauchmuskels in die Linea alba 
verschmelzen, der Defekt in der hinteren 
Wand des Leistenkanals mit geringster 
Spannung geschlossen wird, indem die 
Aponeurose des inneren Schragmuskels, 
wo sie den seitlichen Rand des Rektus 
kreuzt, an das Lig.inguinale angenaht 
wird. Dies fiihrt zu einer geschmeidigen 
und zuverlassigen Reparatur. Der Ver- 
fasser glaubt, dass auf diese Weise die 
normale Kontraktionsfiihigkeit der Mus- 
kelgebilde des Leistenkanals in hohem 
Masse erhalten wird, da der zwar ange- 
niiherte aber doch noch freie fibromusku- 
liire Rand beweglich geblieben ist. Dies 
ist wesentlich, wenn man einen zuverlassi¬ 
gen Klappenmechanismus, der einer Aus- 
stiilpung durch den inneren Ring entgegen 
wirkt, und cine elastisclie Barriere iiber 
dem Hiatus in der Bauchwand des Leisten¬ 
kanals schafTen will. Mit diesem Verfah¬ 
ren wurden 73 Leistenbruche bei Kranken 
von vorwiegend afrikanischer Abstam¬ 
mung operiert, und innerhalb von andert- 
halb Jahren ist bis zur Zeit der Nieder- 
schrift dieses Bcrichts kein Riickfall be- 
kannt geworden. 

Aussenkm bediente sich Koiiel der fol- 
genden Massnahmen: die Erweiterung des 
tibrie-on innen n Ringes wurde durch Ver- 
engung der (Miming unterhalb des Samen- 
stranges behandelt. Wenn ein starker 
M .cremaster vorhanden war. so wurde er 
vor Au-fuhrung der oben bischriebenen 
Operation al- beMindere Yer.-tarkung an 
die traiis\er.-ale Faerie angenaht. 


KOPEL AND MARKOWSKI: HERNIORRHAPHY 
RESUME 

L’auteur discute brievement, entre 
autres: la predisposition raciale de la po¬ 
pulation Africaine a la hernie inguinale; 
les principes fondamentaux de l’anatomie 
fonctionnelle du canal inguinal et le meca- 
nisme de la hernie inguinale; les opera¬ 
tions de Bassini, McVay et Anson, et 
Lytle; l’incision liberatrice de Rienhoff. 

L’auteur a opere (Markowski) en 5 ans 
199 hernies inguinales (malades d’origine 
Africaine pour la plupart), selon la tech¬ 
nique de Bassini-Rienhoff non modifiee, 
avec seulement deux cas connus de reci- 
dive. 

II decrit une methode personnelle: apres 
une incision liberatrice dans la gaine 
anterieure droite le long de la ligne de 
jonction des aponevroses des obliques in¬ 
ternes et externes de la ligne blanche, la 
lesion de la paroi posterieure du canal 
inguinal est fermee avec un minimum de 
tension, par une suture de l’aponevrose 
oblique interne au niveau oil elle aborde 
le grand droit, au ligament inguinal. Le 
bord fibromusculaire rapproche et cepen- 
dant libre etant maintenu mobile, la con- 
tractibilite normale des structures nuiscu- 
laires du canal inguinal est largement 
preservee; ceci essentiel en vue d’un bon 
fonctionnement valvaire s’opposant ii la 
protrusion a travers l’orifice posterieur et 
de l’obtention d’une barriere de retention 
elastique au-dessus de l’hiatus dans la 
paroi abdominale du canal inguinal. 73 
hernies inguinales ont ete operees selon 
cette methode en un an et demi (malades 
d’origine Africaine pour la. plupart). sans 
recidive ii ce jour. 

L’auteur complete sa technique par 1’ 
elargissement de 1’orifice fibreux interne. 
I/orsque le crf-ma^terien tst l»i«-n d»'v«doj)j'i', 
il e.-t preala.blement fixe au fa-cia avant 
1’operaiion dec rite, ce qui procure un ren- 
forcem> nt .-uii;)!*’ru*T.t;iire. 
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hojo anterior de la vaina del m. recto del 
abdomen; y otros puntos que vienen al 
caso. 

Se repararon (por Markowski) 199 her¬ 
nias inguinales en pacientes de origen 
predominantemente africano, segun el me- 
todo no modificado Bassini-Rienhoff, con, 
unicamente, dos reproduceiones conocidas 
durante el lapso de cinco anos. 

Se describe un metodo (ideado por 
Kopel) segun el cual se practica una in- 
cion relajodora en la hoja anterior de la 
vaina del m. recto del abdomen a lo largo 
de la linea de fusion de las aponeurosis de 
los ms. oblicuo mayor y menor con la 
linea alba. Se cierra el defecto de la pared 
posterior del canal inguinal con el minimo 
de tension mediante la sutura de la apo¬ 
neurosis del m. obicuo menor, en el punto 
donde cruza el borde lateral del m. recto 
del abdomen, al ligamento inguinal, efec- 
tuando asi una reconstruccion flexible y 
segura. Se cree que al dejar, por este 
metodo, el margen fibro-muscular aproxi- 
mado pero libre y mobil conservase la con- 
tractibilidad normal de las estructuras 
musculares del conducto inguinal. Esto es 
esencial si se quiere lograr un mecanimo 
valvular eficiente contra la protrusion a 
traves del anillo inguinal interno, asi como 
tambien una barrera de sosten acolchada 
a traves del hiato en la pared abdominal 
del canal inguinal. Se repararon con este 
este proceder 73 hernias inguinales en en- 
fermos predominantemente africanos y 
durante el transcurso de ano y medio de 
control post-operatorio no se presento una 
sola reproduccion hasta la fecha. 

Se tomaron, ademas, las sigunientes 
medidas (Kopel) : El ensanchamiento del 
anillo inguinal interno fibroso se corrigio 
con el estrechamineto de la apertura por 
debajo del cordon espermatico. Cuando se 
conto con un m. cremaster solido, se su- 
turoeste a la fascia transversal, a modo d° 
un dique adicional de refuerzo, con pri- 


oridad a la herniorrafia anteriormente 
sefialada. 

SUMARIO 

Discute a predisposigao racial dos 
Africanos para a hernia inguinal ; os prin- 
cipios da anatomia funcional do canal 
inguinal e o meeanismo das hernias; as 
tecnicas de Bassini, McVay, Anson e Lytle; 
a ineisao de Reinhoff e demais topicos do 
assunto. Em cinco anos operou 199 afri¬ 
canos (Markowski) pelo metodo Bassini- 
Reinhoff com apenas duas recidivas. 

0 A. descreve um metodo em que faz 
uma ineisao relaxadora na bainha do reto 
anterior ao longo da linha de fusao das 
aponeuroses do obliquo interno e externo 
na linha alba, fechando o defeito da parede 
posterior do canal inguinal comtensao 
minima, sutura da aponevrose do obliquo 
interno na porgao onde cruza a margem 
do reto. Consegue assim um reforgo flexi- 
vel e seguro. Acha o A. que esse metodo 
preserva a contractilidade normal da mus¬ 
culature o que considera essencial para um 
meeanismo valvular que se oponha a pro- 
trusao pelo anel ingui nal interno e uma 
barreira contra o hiato natural da parede 
abdominal. Por este metodo operou 73 
pacientes em um ano e meio sem i-ecidiva. 
Medidas adicionais foram utilisadas (Ko¬ 
pel) : Alargamento do anel inguinal in¬ 
terno: sutura do cremaster a aponevrose 
transversalis quando este muculo e forte 
antes de realizar a herniorafia descrita. 

ZUSAM MENFASSUNG 

Die rassenmassige Predisposition zur 
Leistenhernie innerhalb der afrikanischen 
Bevolkerung, die Grundziige der funktio- 
nellen Anatomie des Leistenkanals, die 
Entwicklung des Mechanismus derLeisten- 
hernie, die Operationen von Bassini, Mc¬ 
Vay und Anson und von Lytle, der Ent- 
spannungsschnitt von Rienhoff und andere 
wichtige Fragen werden kurz erortert. 
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KOPEL AND MARKOV SKI: HERNIORRHAPHY 


Innerhalb von fiinf Jahren wurden 199 
Leistenbriiche an Kranken von vorwiegend 
afrikanischer Abstammung nach der un- 
modifizierten Bassini-Rienhoffschen iSIe- 
thode operiert (Markowski), bei denen 
nur zwei Riickfalle beobacbtet wurden. 

Es wird ein (von Kopel entwickeltes) 
Verfahren bescbrieben, bei dem nach einem 
Entspannungsschnitt in der vorderen Rek- 
tusscheide entlang der Linie, wo die Apo- 
neurosen des inneren und ausseren schra- 
gen Bauchmuskels in die Linea alba 
verscbmelzen, der Defekt in der binteren 
Wand des Leistenkanals mit geringster 
Spannung geschlossen wird, indem die 
Aponeurose des inneren Schragmuskels, 
wo sie den seitlicben Rand des Rektus 
kreuzt, an das Lig.inguinale angenaht 
wird. Dies fuhrl zu einer gescbmeidigen 
und zuverlassigen Reparatur. Der Ver- 
fasser glaubt, dass auf diese Weise die 
normale Kontraktionsfahigkeit der Mus- 
kelgebilde des Leistenkanals in hohem 
Masse erhalten wird, da der zwar ange- 
niiherte aber doch noch freie fibromusku- 
liire Rand beweglich geblieben ist. Dies 
isl wesentlich, wenn man einen zuverlassi¬ 
gen Klappenmechanismus, der einer Aus 
stulpung durch den inneren Ring entgegen 
wirkt, und eine elastische Barriere uber 
dem Hiatus in der Baucbwand des Leisten¬ 
kanals schafTen will. Mit diesem Verfah¬ 
ren wurden 711 Leistenbruche bei Kranken 
von vorwiegend afrikanischer Abstam- 
mung operiert, und innerhalb von andert- 
halb Jahren ist bis zur Zeit der Nieder- 
scbrift diese> Berichts kein Ruckfall be- 
Kannt gcworden. 

Ausserdim bediente sich Kopel der fol- 
genden Massnahmcn: die Erweiterung des 
libro-eii inneren Ringc- wurde durch Yer- 
engung dor OtTming unitrhalb de- Samen- 
s{ranges bohandelt. Wenn ein starker 
M .cremaster \orlianden var. so wurde er 
'or Ausfuhrung der oben In'■chriebenen 
Operation aL Ik Mindoro Yer-tarhung an 
die tt.urner-.de Ka'-rit ang< a.slit. 


RESUME 

L’auteur discute brievement, entre 
autres: la predisposition raciale de la po¬ 
pulation Africaine a la hernie inguinale; 
les principes fondamentaux de 1’anatomie 
fonctionnelle du canal inguinal et le meca- 
nisme de la hernie inguinale; les opera¬ 
tions de Bassini, McVay et Anson, et 
Lytle; l’incision liberatrice de Rienhoff. 

L’auteur a opere (Markowski) en 5 ans 
199 hernies inguinales (malades d’origine 
Africaine pour la plupart), selon la tech¬ 
nique de Bassini-Rienhoff non modifiee, 
avec seulement deux cas connus de reci- 
dive. 

II decrit une methode personnelle: apres 
une incision liberatrice dans la gaine 
anterieure droite le long de la ligne de 
jonction des aponevroses des obliques in¬ 
ternes et externes de la ligne blanche, la 
lesion de la paroi posterieure du canal 
inguinal est fermee avec un minimum de 
tension, par une suture de l’aponevrose 
oblique interne au niveau ou elle aborde 
le grand droit, au ligament inguinal. Le 
bord fibromusculaire rapproche et cepen- 
dant libre etant maintenu mobile, la con- 
tractibilite normale des structures muscu- 
laires du canal inguinal est largement 
preservee; csci essentiel en vue d’un bon 
fonctionnement valvaire s'opposant a la 
protrusion a tracers l’orifice posterieur et 
de l’obtention d’une barriere de retention 
elastique au-dessus de I'hiatus dans la 
paroi abdominale du canal inguinal. 1?, 
hernies inguinales ont ete operees selon 
cette methode en un an et demi (malades 
d’origine Africaine pour la plupart). sans 
recidive a ce jour. 

L’auteur complete sa technique par 1' 
el:irgi-«ement de 1’orificc libreux interne. 
I»r-que le crema-teri'm i-t bien d»'\elojqi.j, 
il e-t prealablement five au fa-cia avant 
1 operation di'cri**-. ce qui procure tin r< n- 
forcenu nt -upplc rr.'U'.tairc-. 
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hojo anterior de la vaina del m. recto del 
abdomen; y otros puntos que vienen al 
caso. 

Se repararon (por Markowski) 199 her¬ 
nias inguinales en pacientes de origen 
predominantemente africano, segun el me- 
todo no modificado Bassini-Rienhoff, con, 
unicamente, dos reproducciones conocidas 
durante el lapso de cinco aiios. 

Se describe un metodo (ideado por 
Kopel) segiin el cual se practica una in- 
cion relajodora en la hoja anterior de la 
vaina del m. recto del abdomen a lo largo 
de la linea de fusion de las aponeurosis de 
los ms. oblicuo mayor y menor con la 
linea alba. Se cierra el defecto de la pared 
posterior del canal inguinal con el minimo 
de tension mediante la sutura de la apo¬ 
neurosis del m. obicuo menor, en el punto 
donde cruza el borde lateral del m. recto 
del abdomen, al ligamento inguinal, efec- 
tuando asi una reconstruccion flexible y 
segura. Se cree que al dejar, por este 
metodo, el margen fibro-muscular aproxi- 
mado pero libre y mobil conservase la con- 
tractibilidad normal de las estructuras 
musculares del conducto inguinal. Esto es 
esencial si se quiere lograr un mecanimo 
valvular eficiente contra la protrusion a 
traves del anillo inguinal interno, asi como 
tambien una barrera de sosten acolchada 
a traves del hiato en la pared abdominal 
del canal inguinal. Se repararon con este 
este proceder 73 hernias inguinales en en- 
fermos predominantemente africanos y 
durante el transcurso de ano y medio de 
control post-operatorio no se presento una 
sola reproduccion hasta la fecha. 

Se tomaron, ademas, las sigunientes 
medidas (Kopel) : El ensanchamiento del 
anillo inguinal interno fibroso se corrigio 
con el estrechamineto de la apertura por 
debajo del cordon espermatico. Cuando se 
conto con un m. cremaster solido, se su- 
turoeste a la fascia transversal, a modo d^ 
un dique adicional de refuerzo, con pri- 


oridad a la herniorrafia anteriormente 
seiialada. 

SUMARIO 

Discute a predisposi^ao racial dos 
Africanos para a hernia inguinal; os prin- 
cipios da anatomia funcional do canal 
inguinal e o meeanismo das hernias; as 
tecnicas de Bassini, McVay, Anson e Lytle ; 
a incisao de Reinhoff e demais topicos do 
assunto. Em cinco anos operou 199 afri¬ 
canos (Markowski) pelo metodo Bassini- 
Reinhoff com apenas duas recidivas. 

0 A. desereve um metodo em que faz 
uma incisao relaxadora na bainha do reto 
anterior ao longo da linha de fusao das 
aponeuroses do obliquo interno e externo 
na linha alba, fechando o defeito da parede 
posterior do canal inguinal comtensao 
minima, sutura da aponevrose do obliquo 
interno na porgao onde cruza a margem 
do reto. Consegue assim um refonjo flexi- 
vel e seguro. Acha o A. que esse metodo 
preserva a contractilidade normal da mus- 
culatura o que considera essencial para um 
meeanismo valvular que se oponha a pro- 
trusao pelo anel ingui nal interno e uma 
barreira contra o hiato natural da parede 
abdominal. Por este metodo operou 73 
pacientes em um ano e meio sem recidiva. 
Medidas adicionais foram utilisadas (Ko¬ 
pel) : Alargamento do anel inguinal in¬ 
terno: sutura do cremaster a aponevrose 
transversalis quando este muculo e forte 
antes de realizar a herniorafia descrita. 

ZUSAM MENFASSUNG 

Die rassenmassige Predisposition zur 
Leistenhernie innerhalb der afrikanischen 
Bevolkerung, die Grundziige der funktio- 
nellen Anatomie des Leistenkanals, die 
Entwicklung des Mechanismus der Leisten¬ 
hernie, die Operationen von Bassini, Mc¬ 
Vay und Anson und von Lytle, der Ent- 
spannungsschnitt von Rienhoff und andere 
wichtige Fragen werden kurz erortert. 
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Congenital Posterolateral Diaphragmatic Hernia 

Pathogenesis and Treatment 

VIRUL KAO BORISUTI, M.B. 

AND 

SHARK MUKTARBHORS, M.B.B.S. (Lond.), F.R.C.S. (Eng.;, F.I.C.S. 

BANGKOK, THAILAND 


I N Chulalongkorn Hospital congenital 
posterolateral diaphragmatic hernia is 
a rarity, considering the annual rate 
of 10,000 deliveries in the obstetrics de¬ 
partment during the past five years. The 
2 infants whose cases are here reported, 
operated on the age of 6 and 9 days re¬ 
spectively, were brought in from outside, 
and the success of the operation was a 
compliment to the exact diagnosis by the 
radiologist. 


Submitted for publication March 2S, 123S. 


A boy and a girl, 6 and 9 days old 
respectively, with left posterolateral 
diaphragmatic hernia, were oper¬ 
ated on and recovered, with full ex¬ 
pansion of the left lung. 

In both, dextrocardia and malrota- 
tion were the unfailing accompani¬ 
ments; in the bey, pectus excavatum 
was also present. 

The thoracic approach has the ad¬ 
vantage of revealing the condition 
of the herniated viscera, the Jung 
and the sac if there is one. There was 
none in the authors' cases. 

Diagncstic paints included a clin¬ 
ically absent heart murmur, dysp¬ 
nea, cycncsis, and dextrocardia. 
Roentgen signs include thorccic in¬ 
testine. co/Japse of the Jung end 
dextrecardia. 


It is discouraging to read through the 
writings of many pediatricians and sur¬ 
geons, for the infants born with this ab¬ 
normality died early and the operation 
for correction carried a h«gh mortality 
rate, partly because of associated anom¬ 
alies such as hypoplasia of the lung, septal 
defect, spina bifida, polycystic kidney and, 
invariably, malrotation of the intestine. 
Potter 1 stated that only 1 infant born at 
Chicago Lying-in Hospital lived more 
than six hours. Bowers, McEIin. and Dor¬ 
sey- reported from the Evanston Hospital 
that 9 of 13 infants born with diaphrag¬ 
matic hernia died within 2 hours of birth; 
the remaining 4 were operated on. and 
only 1 survived. From the Indiana Uni¬ 
versity Medical Center, Moore. Battersby, 
Roggenkamp and Campbell’ reported 16 
cases of congenital posterolateral dia¬ 
phragmatic hernia in which the infants 
were under 90 hours of age. In 33 the 
condition was diagnosed clinically and in 
3 at autopsy. The 13 infants were oper¬ 
ated on. and only S survived (40 per cent 
mortality). Campanale and Rowland' 
pointed out the critical association of 
hypoplasia of the lung with posterolateral 
diaphragmatic hernia and reported 5 
cases, in which all of the infants died. 
Gross' reported a mortality rat<> of 13 p^r 
cent for 82 such hernia-. 
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The Anatomy Lesson of Professor Frederick Ruysch, by Adriaan Backer. This artist was born in 
Amsterdam in 1643. He was sent to Italy when young and acquired a taste and correctness of 
design not very common in Dutch artists. An interesting contrast can be made between the Anatomy 
Lesson of Professor Ruysch and Rembrandt’s Anatomy lesson of Professor Tulp reproduced on p. 463 
of this issue of the Journal. In Rembrandt’s picture the demonstrator and the pupils are concen¬ 
trating on the dissection, which adds greatly to the reality and the beauty of this famous painting: 
in Backer’s picture all are primarily concerned in posing for their portraits. In Backer’s painting 
the beauty of the hands of the Professor and those of all his pupils are especially noticeable. The 
position of the cadaver is fantastic, but the depiction of the surface anatomy is accurate and 
masterful. (Reproduced by Courtesy of the Rijksmuscuin, Amsterdam., The Netherlands.) 

—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S. (Edin.), F.I.C.S. (Hon.) 
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Congenital Posterolateral Diaphragmatic Hernia 

Pathogenesis and Treatment 
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BANGKOK, THAILAND 


I N Chulalongkorn Hospital congenital 
posterolateral diaphragmatic hernia is 
a rarity, considering the annual rate 
of 10,000 deliveries in the obstetrics de¬ 
partment during the past five years. The 
2 infants whose cases are here reported, 
operated on the age of 6 and 9 days re¬ 
spectively, were brought in from outside, 
and the success of the opei'ation was a 
compliment to the exact diagnosis by the 
radiologist. 


Submitted for publication Mnrch 28. 1038. 


A boy and a girl, 6 and 9 days old 
respectively, with left posterolateral 
diaphragmatic hernia, were oper¬ 
ated on and recovered, with full ex¬ 
pansion of the left lung. 

In both, dextrocardia and malrola- 
fion were the unfailing accompani¬ 
ments; in the boy, pectus exccrvatum 
was also present. 

The thoracic approach has the ad¬ 
vantage of revealing the condition 
ot the herniated viscera, the lung 
and the sac if there is one. There was 
none in the authors' cases. 

Diagnostic points included a clin¬ 
ically absent heart murmur, dysp¬ 
nea. cyanosis, and dextrocardia. 
Roentgen signs include thoracic in¬ 
testine, collapse of the lung end 
dextrocardia. 


It is discouraging to read through the 
writings of many pediatricians and sur¬ 
geons, for the infants born with this ab¬ 
normality died early and the operation 
for correction carried a high mortality 
rate, partly because of associated anom¬ 
alies such as hypoplasia of the lung, septal 
defect, spina bifida, polycystic kidney and. 
invariably, malrotation of the intestine. 
Potter 1 stated that only 1 infant born at 
Chicago Lying-in Hospital lived more 
than six hours. Bowers, McElin, and Dor¬ 
sey- reported from the Evanston Hospital 
that 9 of 13 infants born with diaphrag¬ 
matic hernia died within 2 hours of birth; 
the remaining 4 were operated on, and 
only 1 survived. From the Indiana Uni¬ 
versity Medical Center, Moore, Battersby, 
Pvoggenkamp and CampbelF reported 16 
cases of congenital posterolateral dia¬ 
phragmatic hernia in which the infants 
were under 90 hours of age. In 13 the 
condition was diagnosed clinically and in 
3 at autopsy. The 13 infants were oper¬ 
ated on, and only 8 survived (40 per cent 
mortality). Campanale and Rowland 1 
pointed out the critical association of 
hypoplasia of the lung with posterolateral 
diaphragmatic hernia and reported 6 
cases, in which all of the infants died. 
Gross' reported a mortality rate of 13 per 
cent for 82 such hernias. 
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Fig. 1 (Case 1 ).—Plain film (left) and film tak 
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mal. The chest was drained for three days. 
There was no hernial sac. 

The child made an uneventful recovery 
and was discharged on the seventh day. 

Comment .—The appearance of the ori¬ 
fice was similar to that in case 1: oval, 
2.5 by 3 cm. and separated from the pos¬ 
terior thoracic wall by a 2 cm. band of 
diaphragmatic musculature. 

Diagnosis .—Bearing in mind the pos¬ 
sibility of congenital abnormality in the 
newborn, one ought to make investigations 
of the alimentary and respiratory systems 
if there are signs of difficulty in breathing 
and swallowing. Indeed, in the absence 
of congenital heart disease, dyspnea and 
cyanosis should indicate interference with 
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Fig. 3.—Good lung expansion after operation. 

the lung function, i.e., inexpansibility or 
collapse. 

Clinically, congenital posterolateral dia¬ 
phragmatic hernia is diagnosed by the 
signs of dyspnea, cyanosis and dextrocar¬ 
dia. 4 The heart sounds are best heard on 
the right side, owing to the mediastinal 
shift to the right. By listening on the 
left one may hear the peristaltic sound. 
Often there are many other associated 
abnormalities, such as pectus excavatum 
and a right-sided aorta as in our first case. 

Hoentgenographic study is an essential 
adjunct to the exact diagnosis, for the 
plain film alone will show the collapse of 
the lung and the mediastinal shift to the 
right producing secondary dextrocardia. 

Coils of intestine are seen on the plain 
film; in both cases here presented these 
were beautifully differentiated from cyst'- 
and pulmonary ab^ce-'-es by the presence 
of barium in them. 

Mc.nagnnt nt .—The ideal undertaking i- 
to operate early, in order to put leak the 
structure- in their prop-*- location-. and 
allow th<* lung t<i expand. O ir 2 ; - r.t- 
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Fig. 1 (Case 1 ).—Plain film (left) and film taken after baiium meal (right) of boy 4 days old, 
with dextrocardia. In left pleural cavity were small intestine and ascending and transverse portions 

of colon, but neithei spleen nor stomach. 


brought in with dyspnea, cyanosis and rest' 
lessness. The temperature was 37.2 C., the 
pulse rate 110 and the respiratory rate 42. 
The white cell count was 14,200 per cubic 
millimeter of blood. There was pectus ex- 
cavatum, and the abdomen was flat. Roentgen 
study showed collapse of the left lung, dex¬ 
trocardia, the aortic arch on the right of 
the trachea and intrathoracic intestine. 

Thoracotomy was performed on the sixth 
day, through the left ninth rib, when the 
child had become severely cyanotic with a 
respiration rate of 60 per minute. The left 
lung was collapsed, and coils of jejunum, 
ileum, cecum-appendix, ascending colon, and 
transverse colon were in the pleural cavity. 
The stomach and spleen remained in the ab¬ 
domen, being fixed in the normal position. 

The hernial orifice was elliptic and meas¬ 
ured 2.5 by 3 cm. It was situated on the left 
of the central tendon, being separated from 
the posterior thoracoabdominal wall by 2 
cm. of the diaphragmatic muscular tissue. 
An incision (4 cm.) was made along the 
costal attachment of the diaphragm in order 
to enter the abdominal cavity, and when the 
hernial orifice was enlarged toward this in¬ 
cision the herniated contents could be easily 
replaced into the abdomen. The midgut had 
obviously not gone through the process of 


normal rotation. The cut edges of the dia¬ 
phragm were sutured and the hernial orifice 
closed with interrupted silk. The phrenic 
nerve was intact. There was no hernial sac. 
Drainage was maintained for three days. 
The child made a good recovery and was 
discharged thirteen days later. 

Case 2.—A girl 8 days old, one of a family 
of 7, was admitted with a history of 3 days 
of dyspnea, cyanosis and inability to take 
food. The temperature was 104 F., the pulse 
rate 120 and the respiratory rate 30. There 
was a flat abdomen, and crepitations were 
present in the left side of the chest. Roent¬ 
gen study showed intrathoracic intestine, 
dextrocardia and abdominal stomach. 

The child was operated on on the ninth 
day through the ninth intercostal space. The 
left lung was collapsed; the heart was dis¬ 
placed to the right, and coils of jejunum, 
ileum, cecum-appendix, ascending colon, and 
transverse colon constituted the herniated 
contents. An incision was made through the 
costal attachment of the diaphragm and the 
hernial orifice was enlarged, after which the 
herniated structures could easily be replaced 
into their respective locations. The cut edges 
were sutured, and the orifice was closed with 
interrupted silk. The phrenic nerve was nor- 
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mal. The chest was drained for three days. 
There was no hernial sac. 

The child made an uneventful recovery 
and was discharged on the seventh day. 

Comment .—The appearance of the ori¬ 
fice was similar to that in case 1: oval, 
2.5 by 3 cm. and separated from the pos¬ 
terior thoracic wall by a 2 cm. band of 
diaphragmatic musculature. 

Diagnosis .—Bearing in mind the pos¬ 
sibility of congenital abnormality in the 
newborn, one ought to make investigations 
of the alimentary and respiratory systems 
if there are signs of difficulty in breathing 
and sivallowing. Indeed, in the absence 
of congenital heart disease, dyspnea and 
cyanosis should indicate interference with 
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the lung function, i.e., inexpansibilitv or 
collapse. 

Clinically, congenital posterolateral dia¬ 
phragmatic hernia is diagnosed by the 
signs of dyspnea, cyanosis and dextrocar¬ 
dia. 4 The heart sounds are best heard on 
the right side, owing to the mediastinal 
shift to the right. By listening on the 
left one may hear the peristaltic sound. 
Often there are many other associated 
abnormalities, such as pectus excavatum 
and a right-sided aorta as in our first case. 

Roentgenographic study is an essential 
adjunct to the exact diagnosis, for the 
plain film alone will show the collapse of 
the lung and the mediastinal shift to the 
right producing secondary dextrocardia. 

Coils of intestine are seen on the plain 
film; in both cases here presented the-' 1 
were beautifully differentiated from cy.-ts 
and pulmonary ab-co.-ses by the pre-once 
of barium in them. 

Mtmngr ir.i i-f. —The idea! undertaking i- 
to operate early, in order to put k.tk the 
-tructuri- in their proper h«catio;.- mid 
allow the lung to rvpand. Our 2 i .t:• nt- 



must have been very tolerant to anoxia, as 
they were rather cyanotic at operation on 
the sixth and the ninth day respectively. 
The thoracic incision through the ninth 
interspace has the following advantages 
over the abdominal: 

1. It accomplishes full exposure of the 
herniated intestine, and one is able to as¬ 
sess the viability thereof before replace¬ 
ment: the condition of the lung is also 
studied, with a view to mild inflation 
under direct vision. Displacement of the 
heart is also observable. 


2. Drainage of the pleural space to a 
tube under water encourages expansion of 
the lung by virtue of the negative pres¬ 
sure. 

Replacement of the herniated structures 
into the abdomen is easily done if a periph¬ 
eral incision is made through the costal 
attachment of the diaphragm and if the 
orifice is enlarged toward this incision. 
Incisions of this type are restitched, and 
the orifice is closed with interrupted silk. 

Pathogenesis .—In our 2 cases of pos¬ 
terolateral diaphragmatic hernia, the fol- 



Fig. 5 (Case 2) .— Left, girl 8 days old, with dextrocardia, thoracic intestine and ab¬ 
dominal stomach. Right, good lung expansion after operation. 


404 



VOL. 31. NO. 4 


KAO BOEISUTI ET AL.: CONGENITAL DLAPHP.AUMATIC HERNIA 


lowing abnormalities were present. 

1. The jejunum, the ileum, the ascend¬ 
ing colon and the transverse colon were 
all intrathoracic. The stomach and the 
spleen remained intact. 

2. The hernial orifices were not in con¬ 
tact with the posterior thoracoabdominal 
wall, being separated therefrom by muscu¬ 
lar tissue, 2 to 3 cm. wide, belonging to 
the posterior costal attachment of the dia¬ 
phragm. The phrenic nerve was intact. 
The aforementioned band of muscular tis¬ 
sue represented the ingrowth of the dia¬ 
phragmatic element derived from the body 
wall, covered by the serous membrane of 
the pleuroperitoneal fold. It was respon¬ 
sible for the closure of the posterior half 
of the pleuroperitoneal canal, the anterior 
half remaining patent as the hernial ori¬ 
fice. 

3. The left lung was not hypoplastic. 
Companale and Rowland 1 pointed out that 
in their cases hypoplasia was due to very 
early herniation through the pleuroperi¬ 
toneal canal and was regarded as a fatal 
accompaniment of the hernia. In our 2 
cases expansion of the lung was good after 
the operation, as may be seen from the 
roentgen appearance, and it is likely that 
herniation took place late in fetal develop¬ 
ment. Tiie left lung had developed and 
was collapsed by the herniation; full ex¬ 
pansion was therefore achieved in the 
postoperative period. The time of onset 
of herniation is therefore a highly signifi¬ 
cant factor in determining the prognosis; 
the later in fetal life herniation occurs, the 
better the prognosis. 

COMMENT 

As has been stated, many infants with 
this condition die within a few hours of 
birth. The early demise is mostly due to 
as'-ociated abnormalities, notably pulmo¬ 
nary hypoplasia. In ca^s in which the 
lung ha 1 - fully developed, the collapse enn- 
-e.juent upon the herniation is a reversible 


process; this is why our 2 patients sur¬ 
vived the six and nine days. Of course, 
they were rather cyanotic, and there 
should be a limit to the time taken for the 
investigations. 

RESUME 

Description de deux cas (garcon age de 
6 jours, fille de 9 jours) de hernie dia- 
phragmatique posterieure laterale gauche 
avec dextrocardie et rotation, s’accom- 
pagnant chez le premier d’un thorax 
creux. Guerison post-operatoire com¬ 
plete avec capacite d’expansion totale du 
poumon gauche. 

La voie thoracique presente l’avantage 
de reveler l’etat du viscere hernie, du 
poumon, et du sac s’il y en a un (absence 
de sac dans les cas de l’auteur). 

Symptomes cliniques: absence de bruit 
cardiaque, dyspnee, cyanose, dextrocardie. 
Signes radiologiques: intestin intrathora- 
cique, collapsus pulmonaire et dextro¬ 
cardie. 

RIASSUNTO 

Vennero operati un bambino e una bam- 
bina rispettivamente di sei e di nove anni 
per un’ernia diaframmatica postero- 
laterale. Guarirono e si ottenne una com- 
pleta riespansione del polmone. In en- 
trambi vi era destro-cardia e malrotazione 
intestinale; nel bambino vi era anche un 
torace a imbuto. 

La via toracica ha il vantaggio di 
mostrare la situazione dei visceri erniati. 
del polmone e del sacco (se c’e). Xei due 
casi presentati non vi era sacco. 

I sintomi sono rappresentati dalla dis- 
pnea, dalla cianosi, dalla destrocardia e, 
radiologicamente, dalla presenza di inte'- 
tino in torace, dal collasso polnmnarc e 
daU'abnormo situazione del cuoro. 

ni-'VMKN 

Un nino v una ninn. d<- f> y h dtia- 
re-pectivanif-nte. cor hernia diafrapma- 
tica posterolateral irquierda, fueron oja ra- 
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dos, y sanaron con expansion completa del 
pulmon correspondiente. 

Ambos casos iban acompaiiados de 
dextrocardia y malrotacion; el nino tenia 
tambien “pectus exeavatum.” 

La via quirurgica tiene la ventaja de 
permitir la observation de las visceras 
herniadas, el corazon y el saco cuando 
existe. No habia saco en ninguno de los 
dos casos. 

Entre los signos diagnostics se in- 
cluyen la falta de murmullo cardiaco, la 
disnea, la cianosis y la dextrocardia. 
Radiologicamente se aprecia intestino 
toracico, colapso pulmonar y dextrocardia. 

SUMARIO 

Um menino e uma menina de seis e 
nove anos respectivamente com hernias 
postero-laterais diafragmaticas esquerdas 
foram operados com sucesso, obtendo se 
expansao completa do pulmao esquerdo. 

Em ambos dextrocardia e ma rotagao 
eram acompanhantes infaliveis; o menino 
tambem apresentava peito excavado. 

O acesso toracico apresenta a vantagem 
de revelar a condigao da viscera herniada, 
o pulmao e o saco se existir um. Nos 
casos do autor nao havia saco herniario. 

Pontos diagnosticos: ausencia de sopros 
cardiacos clinicamente, dispnea, cianose e 
dextrocardia. Sinais radiograficos incluem 
intestino toracico, colapso pulmonar e 
dextrocardia. 


ZUSAM M ENFASSUNG 


Ein Junge und ein Madchen im Alter 
von sechs bzw. neun Jahren mit einem 
linksseitigen posterolateralen Zwerchfell- 
bruch wurden operiert und unter volliger 
Ausdehung der linken Lunge geheilt. 

In beiden Fallen bestand Dextrokardie 
und anomale Rotation, der Junge wies 
ausserdem eine Aushohlung des Brust- 
korbes auf. 

Der thorakale Zugang hat den Vorteil, 
dass man den Zustand der durchgebroche- 
nen Eingeweide, der Lunge und des Bruch- 
saekes, sofern ein solcher vorhanden ist, 
beurteilen kann. Die beiden Falle des 
Verfassers wiesen keinen Bruchsack auf. 

Zu den diagnostischen Merkmalen ge- 
horen das Fehlen von Herzgerauschen und 
der Nachweis von Atemnot, Zyanose und 
Dextrokardie. Rontgenologisch werden 
Darmsegmente im Brustkorb, Lungen- 
kollaps und Dextrokardie gefunden. 
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Harvey returned to England thoroughly imbued with the anatomic teachings of 
Padua and Galileo’s deductions on the movements of the heavenly bodies. Two 
themes were constantly to revolve in his mind in the years to come: anatomy and 
movement, which would eventually culminate in his great anatomic animata. There¬ 
after he would be completely absorbed by a third idea: the application of his concepts 
on movement to the blood. Harvey’s one goal, then, was to develop an animate anat¬ 
omy of the blood, an anatomico-physiologic theory on the movement of the blood. 

— Marti-Ibanez 
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A New Study of Intestinal Obstruction 

With special Reference to Cases Involving 
Delayed Treatment 
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T HE following study is an outgrowth 
of my work and observations over a 
considerable period and with hun¬ 
dreds of patients, chiefly in the Bualy Hos¬ 
pital of Tarbiz University-, in my native 
country of Iran. This summary in English 
of a paper originally written in Persian is 
offered for the convenience of any who do 


•Profwor of Surgery and Dean of the Medical Faculty. 
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From the University of Tabriz, Bualy Hospital. An Kncr- 
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The principles o/ treatment for in¬ 
testinal obstruction are outlined, with 
emphasis on the urgent need of good 
preoperative care, particularly when 
treatment has been delayed for sev¬ 
eral days since the onset of symp¬ 
toms. This care must include all 
routine precautions, plus any special 
procedures required in the individual 
case, since the patient who has de¬ 
layed treatment is usually in poor 
condition. Management prior to sur¬ 
gical intervention, therefore, should 
be governed by the adage "Make 
haste slowly." Although the opera¬ 
tion must bo considered an emer¬ 
gency procedure, especially if stran¬ 
gulation is present, adequate prep¬ 
aration by effective modem moons 
remains vitally important. 


not know our language and who may be 
interested in the subject. I have tried to 
avoid the use of technical terms and have 
sought to explain the essential steps in 
diagnosis and treatment that will best 
serve the needs of the patient. 

My surgical experience in various hos¬ 
pitals in Tabriz and elsewhere indicates 
that acute intestinal obstruction occurs 
most often among the peasant classes, most 
of whom usually do not consult a doctor 
until after the lapse of four or five days 
from the onset of symptoms, by which time 
they are in a dehydrated and toxic condi¬ 
tion and nearly, if not quite, beyond the 
power of medical and surgical skill to save 
their lives. To complicate matters further, 
sometimes—though they have seen a doc¬ 
tor—the diagnosis has been wrong and a 
purgative has been prescribed, or the pa¬ 
tient has taken a laxative on his own in¬ 
itiative. 

The predisposing cause of the condition 
appears to be a diet consisting of too much 
bread of a heavy quality, together with ex¬ 
cessive use of such liquids as the so-called 
"dough” (a mixture of yoghurt and wat¬ 
er). Other dietary errors also contribute. 

Before beginning any treatment, one 
must first know thoroughly the physio- 
pathologic nature of the condition and the 
complications that may be encountered. 
Full advantage should be taken of chemical 
and biochemical laboratory facilities. 

Experience has shown that th<- mechan¬ 
ical condition of the intestine-- 
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dos, y sanaron con expansion completa del 
pulmon correspondiente. 

Ambos casos iban acompaiiados de 
dextrocardia y malrotacion; el nino tenia 
tambien “pectus excavatum.” 

La via quirurgica tiene la ventaja de 
permitir la observation de las visceras 
herniadas, el eorazon y el saco cuando 
existe. No habia saco en ninguno de los 
dos casos. 

Entre los signos diagnosticos se in- 
cluyen la falta de murmullo cardiaco, la 
disnea, la cianosis y la dextrocardia. 
Radiologicamente se aprecia intestino 
toracico, colapso pulmonar y dextrocardia. 

sumArio 

Um menino e uma menina de seis e 
nove anos respectivamente com hernias 
postero-laterais diafragmaticas esquerdas 
foram operados com sucesso, obtendo se 
expansao completa do pulmao esquerdo. 

Em ambos dextrocardia e ma rotacao 
eram acompanhantes infaliveis; o menino 
tambem apresentava peito excavado. 

0 acesso toracico apresenta a vantagem 
de revelar a condicao da viscera herniada, 
o pulmao e o saco se existir um. Nos 
casos do autor nao havia saco herniario. 

Pontos diagnosticos: ausencia de sopros 
cardiacos clinicamente, dispnea, cianose e 
dextrocardia. Sinais radiograficos incluem 
intestino toracico, colapso pulmonar e 
dextrocardia. 
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as determined by the history, the symp¬ 
toms, roentgen study and other examina¬ 
tions, have a direct bearing on arrival at 
a correct diagnosis. Extraordinary care 
must be taken to assure complete and 
meticulous evaluation of every obtainable 
particle of information, from whatever 
source, before a decision is made as to 
operative and other treatment. 

Preoperative Care .—Formerly it was 
my practice, in the type of case aforemen¬ 
tioned, (i. e., the case primarily compli¬ 
cated by neglect or mistreatment) to oper¬ 
ate immediately, but further experience 
has shown that better end results can be 
obtained when all the indicated laboratory, 
roentgenographic, fluoroscopic and other 
studies are done first. In any event, the 
basic items already cited—evacuation of 
the stomach and duodenum, correction of 
water balance and treatment of azotemia 
—must be kept clearly in mind throughout 
all stages of treatment. Specifically, these 
may be handled by the use of (a) Wangen¬ 
steen suction, with either water bottle and 
siphon or a light pump; (b) parenteral 
fluids to supply water, dextrose, glucose, 
sodium chloride and potassium, and (c) 
parenteral solutions with dextrose to cor¬ 
rect, azotemia. 

Shark is an almost invariable complica¬ 
tion in these delayed cases. When this 
develops before operation can be under¬ 
taken. it must be treated separately by 
the routine method of administration of 
parenteral fluids, transfused blood and 
plasma or plasma substitutes, together 
with inhalation of oxygen and injections 
of adn mil eland extract or hypertensive 
drug-. 

!'< ri> Nothing should be given pre- 

operativ ely to increa-e peri-talsi- unless 
there i- a definite diavno'i' nf paralytic 

ih‘U'. 

.li * A g< neral am-the-i:, -houlii 

be tw d. -rev in*. attention b< ing paid tn the 
pata lit - circulatory -tutu-. Freliminarv 


injections of morphine with atropine or 
scopolamine will facilitate induction. Be¬ 
cause of the emergency nature of these 
cases, all decisions regarding both the 
anesthetic and the surgical procedure, must 
be made with the utmost possible speed— 
delay may be fatal! 

In my service in the Bualy Hospital dur¬ 
ing the period from 1948 to 1955, opera¬ 
tions were performed on 255 such patients, 
and the aforementioned principles gave 
good results. It should be pointed out 
again, however, that delay was a govern¬ 
ing factor in the proportion of deaths, 
which ranged from 18 to 50 per cent, de¬ 
pending directly upon the interval between 
the onset of symptoms and admission to 
the hospital. Among patients who had 
waited three days or more after the onset, 
a full 50 per cent died, owing to dehydra¬ 
tion and general debility, while of those 
who sought help within forty-eight to sev¬ 
enty-two hours only 30 per cent failed to 
survive. Those seen and operated upon 
within the first twenty-four hours showed 
a mortality rate of only 7 per cent. The 
moral is obvious; people must be taught to 
consult a doctor immediately, if proper 
treatment is to be instituted and the tragic 
mortality and morbidity rate? associated 
with this condition are to be reduced. 

Postoperative Carr. — Suction: Gastro¬ 
intestinal aspiration prevents accumula¬ 
tion of secretion? in the intestine?, which, 
in turn, will cause nausea, vomiting and 
distention. It must be remembered, how¬ 
ever, that its upe tends to aggravate the 
water and electrolyte imbalance. There¬ 
fore. the amount of aspirated fluid mud be 
measured and equivalent amounts of par¬ 
enteral fluids administered intravenously 
to restore this balance. If thi- is done. suc¬ 
tion may safely be maintabud for up to 
live days after the operation. 

/• ("of*.* »*. n „\ etr, '{Vo:: 111 * *» *<■ 1 concentra¬ 
tion of el * itridytr - mu-', b** la pt up nor¬ 
ma! by supplying adequate amounts of 
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does not always explain the abnormal sys¬ 
temic state. The bowel may be in relatively 
good condition; i.e., there may be no gan¬ 
grene, yet the patient may be moribund 
or nearly so, or vice versa. According to 
some observers, the condition may result 
from any one of four causes: 

1. Infection. In some quarters it has been 
theorized that a local infection can result 
in a septic condition, yet produce no indi¬ 
cations of septicemia upon blood culture. 
Examination of the peritoneal fluid will 
show no abnormal micro-organisms except 
in the later stages. 

2. Toxemia. It has also been held that 
intestinal toxins enter the blood stream, 
but my own examination of such bowel 
secretions shows these to differ but little 
from normal intestinal secretions. 

3. Shock. The upper part of the ob¬ 
structed section of intestine will show a 
decrease in absorption, while in the lower 
part absorption is increased. According 
to this theory, after the obstruction is re¬ 
lieved the liquid flows to the lower part to 
be absorbed; tests on animals, however, 
show that such absorption is insufficient 
to produce a toxic condition. There is also 
an idea that removal of the obstruction 
results in a drop in blood pressure. 

Anerobic Bacteria. Some are convinced 
that these also contribute to toxicity. 

My own observations, through blood and 
biochemical studies, tend to indicate that, 
in general, a change in the amounts of 
potassium and sodium in the blood and 
other body fluids disturbs the electrolytic 
balance, thus causing toxemia and death. 
In addition, mechanical pressure by the 
distended intestines upon the neighbor¬ 
ing organs upsets the entire physiologic 
scheme, as indicated by the measure of 
relief afforded the patient by the mere 
aspiration of the distending liquids and 
gas. These two factors together appear to 
be responsible for the passage of plasma 


and serum from the blood into the intes¬ 
tines, resulting in changes in the bowel 
wall and in peristalsis, throwing both ab¬ 
sorption and fluid-electrolyte equilibrium 
out of balance. These changes may be 
summarized as follows: (a) the internal 
intestinal pressure is increased; (b) 
peristalsis first increases, in an attempt 
to overcome the obstruction, then de¬ 
creases and finally stops entirely; (c) the 
intestinal blood vessels first become con¬ 
gested but, later, circulation slows down 
or stops altogether, apparently owing to 
a kink in the mesenteric vessels or to pres¬ 
sure from some twist in the mesentery 
itself; (d) absorption from the intestines 
becomes variable and usually decreased, 
and (e) general changes take place in the 
lungs, liver, heart and kidneys. 

This complex of organic and functional 
deterioration appears to me, after years 
of observation, to be due to three things: 

1. Loss of fluids, causing hemoconcentra- 
tion. 

2. Disturbance of the electrolyte balance 
(hypercholemia or hypochloremia) ; 

3. Hyperglycemia, azotemia, alkalosis 
and hyperkalemia. 

Treatment, then, should be directed 
toward removing this aggregation of ab¬ 
normalities by the following means: (a) 
correct fluid and electrolyte imbalance by 
administration of parenteral fluids; (b) 
administer oxygen to correct anoxemia; 
(c) combat infection with antibiotics; (d) 
aspirate the bowel contents to relieve dis¬ 
tention, and (e) then — and only then — 
proceed with the essential operation. 

Diagnosis .—As the actual physical ele¬ 
ments of intestinal obstruction are famil¬ 
iar to all surgeons, it seems necessary only 
to point out that, in such delayed cases— 
and I am convinced that delays resulting 
from ignorance and superstition are not 
peculiar to any one race or nation—the 
time of onset and the point of obstruction. 
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distention and bradycardia (clearly de¬ 
monstrable by photometric means). These 
complications may be averted by the oral 
or intravenous administration of prepara¬ 
tions of potassium, 2 to 6 Gm. of potas¬ 
sium chloride or 4 to 8 Gm. of potassium 
nitrate usually giving good results. 

Other points in postoperative care that 
must be carefully observed include the 
methodical administration of antibiotics 
and the employment of antispasmotic 
drugs, such as atropine (which also de¬ 
creases gastric secretion), to counteract 
intestinal spasm. Sometimes, solution of 
procainehydrochloride (5 to 10 cc. 0.5 or 
1 per cent) may be used to increase the 
blood pressure. ACTH or adrenal gland 
extract in small doses, will help to reduce 
distention. The use of cortisone also gives 
good results at times; ACTH with corti¬ 
sone (100 mg. of each), when used with 
discretion, may be effective. The adminis¬ 
tration of oxygen helps absorption of ni¬ 
trogen in the lungs and intestines. Only 
in cases of extreme need should any drug 
be given to increase peristalsis; purga¬ 
tives or enemas are not advisable for two 
or three days after the operation, and even 
thereafter an enema is preferable if an 
aid to evacuation is required. If convales¬ 
cence is progressing favorably, the patient 
may be moved with care after the third 
postoperative day. 

conclusions 

In handling cases of intestinal obstruc¬ 
tion. especially when there has been a de¬ 
lay of several days since onset of symp¬ 
toms. the surgeon must keep the following 
points in mind: 

1. A correct diagnosis may be arrived 
at by making full use of history, physical 
examination and laboratory and roentgen 
‘■'tidies. 

2. In particular, careful evaluation 
must bw made of fluid and cK-tmlyte bal¬ 


ance, as indicated by the history of symp¬ 
toms, hematocrit, reading, plasma concen¬ 
tration and other blood chemistry studies. 

3. Preoperative care must include all 
routine precautions plus those special pro¬ 
cedures required by the fact that the vic¬ 
tim of delay is usually in extremely poor 
condition when first seen; in other words, 
one should “make haste slowly.” 

4. Full use should be made of gastro¬ 
intestinal suction throughout the patient’s 
stay in the hospital. 

5. All available measures should be 
used to restore fluid and electrolyte bal¬ 
ance. 

6. General anesthesia should be em¬ 
ployed. 

7. The actual operation should be con¬ 
sidered an emergency procedure, especially 
in cases of strangulation, but only after 
appropriate preparation of the patient, as 
indicated in the foregoing paragraphs. 

It is to be hoped that constantly improv¬ 
ing methods will be found to help the 
patient to a surer, better and speedier re¬ 
covery. 

RESUMES' V CONCLUSIOS'ES 

Cuando el cirujano se enfrenta con un 
caso de obstruccion intestinal y sobre todo 
cuando han pasado ya varios dias desde 
que se presento el cuadro clinico, debe 
tener en cuentea lo siguiente: 

1. Que se puede llegar al diagnostico 
correcto echando mano de la historia cli¬ 
nics. la exploracion fisica, los datos de 
laboratorio y los Havos X. 

2. Que hay que vigilar en especial el 
balance de liquidos v electrolitos, guian- 
dose para ello de los datos de la historia 
clinica. el valor hematocrito. la concentra¬ 
tion del plasma y otros anal bis bioqui- 
micos de la sangre. 

"• Ademib de la- norma- genera!*-- par:, 
el jinoj>-rnt<>r:o. th-Pe t>-ni-r->- er. nun'.;. 
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potassium, sodium and chlorides. In addi¬ 
tion, the body’s energy needs must be pro¬ 
vided for by supplying vitamins, carbohy¬ 
drates, fats and proteins in suitable form. 
As a guide, I use 1,600 calories per day as 
an average minimum requirement. To pro¬ 
vide this daily energy requirement, as well 
as to meet the need for sodium, one must 
supply 60 to 80 Gm. of protein, 200 Gm. 
of carbohydrate and 8 Gm. of salt for each 
60 Kg. (142+ pounds) of body weight. In. 
addition, isotonic saline solution may be 
injected at the rate of 1 liter (or up to a 
maximum of 4 liters) per day, plus a pro¬ 
tein compound in amounts of 50 to 60 Gm. 
per day for ten days to two weeks. The 
nutrients may be in the form of such prep¬ 
arations as isotonic dextrose in water, dex¬ 
trose in saline solution, dextrose and saline 
with sodium bicarbonate or sodium lactate, 
or hypertonic dextrose solutions. Trans¬ 
fusions of blood and plasma also should 
give excellent results. The total amount of 
fluids must, however, be carefully regu¬ 
lated, since too much is just as dangerous 
as too little. 

Liquids per se may be administered 
either rectally or by means of a jejunal 
catheter. Nutrient solutions I administer 
by inserting a blunt needle into a vein, 
either in the arm or on the medias aspect 
of the ankle, and letting the liquid flow by 
intravenous drip. 

Humoral Equilibrium: It must be re¬ 
membered that maintenance of fluid equi¬ 
librium is by no means always a simple 
matter of balancing intake against excre¬ 
tion. Even a temporary excess or shortage 
of liquids may produce complications, 
especially in the kidneys. Enough fluid to 
produce some degree of diuresis is helpful, 
yet hydration may, in turn, cause throm¬ 
bosis ; and, in addition, the inci'ease in the 
volume of urine can remove more proteins 
than is desirable. 

Also, intravenous injections can cause 
shock-jaundice, oliguria, anuria and air 


embolism. Every precaution, therefore, 
must be taken to see that flawless technic 
is employed in giving intravenous injec¬ 
tions. 

To sum up briefly, my observations have 
shown that, in general, it is more difficult 
to maintain the equilibrium of body fluids 
than that of body salts. 

Normally, during the first two days 
after an operation, the patient, needs about 
2,500 cc. of liquids. As for salts, whereas 
it was once my opinion that hypertonic 
solutions should be given intravenously, I 
soon learned that this could result in plas¬ 
matic hypertony—it became evident that 
the patient really needs little salt during 
this period, about 3 Gm. daily during the 
first two days, and 4 Gm. on the third day. 
After this, the amount of salts lost in 
aspirated fluids must be estimated and an 
equivalent amount added to the basic 
amount of 4 Gm. 

Before the operation, the patients usu¬ 
ally show an excess of potassium in the 
blood (hyperkalemia), but immediately 
afterward the level drops below normal 
(hypokalemia), especially if gastrointes¬ 
tinal suction is continued beyond the third 
postoperative day. Normal body potas¬ 
sium is about 3,500 mEq. Often, immedi¬ 
ately after the operation, as much as 10 
per cent of this is lost. Many factors can 
change the metabolism of potassium. One 
is the amount of urine passed; another, 
alkalosis of blood and body fluids. The first 
causes hypokalemia, the second acidosis. 

Adrenal cortex hormone has a strong in¬ 
fluence on the metabolism of body potas¬ 
sium—an increase of this hormone in¬ 
creases excretion of this element. And it 
may be noted in passing that changes in 
body potassium show up, among other 
places, on the electrocardiogram. 

Patients with hypokalemia also show 
hypoehloremia and resultant alkalosis. 
Clinically, hypokalemia causes weakness, 
intestinal atony (especially in the colon), 


4X0 



VOL. 31. NO. t 


EMINE: INTESTINAL OBSTRUCTION 


distention and bradycardia (clearly de¬ 
monstrable by photometric means). These 
complications may be averted by the oral 
or intravenous administration of prepara¬ 
tions of potassium, 2 to 6 Gm. of potas¬ 
sium chloride or 4 to 8 Gm. of potassium 
nitrate usually giving good results. 

Other points in postoperative care that 
must be carefully observed include the 
methodical administration of antibiotics 
and the employment of antispasmotic 
drugs, such as atropine (which also de¬ 
creases gastric secretion), to counteract 
intestinal spasm. Sometimes, solution of 
procainehydrochloride (5 to 10 cc. 0.5 or 
1 per cent) may be used to increase the 
blood pressure. ACTH or adrenal gland 
extract in small doses, will help to reduce 
distention. The use of cortisone also gives 
good results at times; ACTH with corti¬ 
sone (100 mg. of each), when used with 
discretion, may be effective. The adminis¬ 
tration of oxygen helps absorption of ni¬ 
trogen in the lungs and intestines. Only 
in cases of extreme need should any drug 
be given to increase peristalsis; purga¬ 
tives or enemas are not advisable for two 
or three days after the operation, and even 
thereafter an enema is preferable if an 
aid to evacuation is required. If convales¬ 
cence is progressing favorably, the patient 
may be moved with care after the third 
postoperative day. 

CONCLUSIONS 

In handling cases of intestinal obstruc¬ 
tion, especially when there has been a de¬ 
lay of several days since onset of symp¬ 
toms. the surgeon nuict keep the following 
points in mind: 

1. A correct diagno-h may be arrived 
at by making full u<e of history, physical 
examination and laboratory and roentgen 
'■Utdie-. 

-■ particular, careful evaluation 
nui-t hu made of dtiid and eleitrohm bal¬ 


ance, as indicated by the history of symp¬ 
toms, hematocrit, reading, plasma concen¬ 
tration and other blood chemistry studies. 

3. Preoperative care must include all 
routine precautions plus those special pro¬ 
cedures required by the fact that the vic¬ 
tim of delay is usually in extremely poor 
condition when first seen; in other words, 
one should “make haste slowly.” 

4. Full use should be made of gastro¬ 
intestinal suction throughout the patient’s 
stay in the hospital. 

5. All available measures should be 
used to restore fluid and electrolyte bal¬ 
ance. 

6. General anesthesia should be em¬ 
ployed. 

7. The actual operation should be con¬ 
sidered an emergency procedure, especially 
in cases of strangulation, but only after 
appropriate preparation of the patient, as 
indicated in the foregoing paragraphs. 

It is to be hoped that constantly improv¬ 
ing methods will be found to help the 
patient to a surer, better and speedier re¬ 
covery. 

RESUMES Y CONCLUSIONES 

Cuando el cirujano se enfrenta con un 
caso de obstruccion intestinal y sobre todo 
cuando han pasado ya varios dias desde 
que se presento el cuadro clinico, debe 
tener en cuentea lo siguiente: 

1. Que se puede llegar al diagndstico 
correcto echando mano de la hmtoria cli- 
nica, la exploracion fisica. Inc dato* de 
Iaboratorio y lo? Rayos X. 

2. Que hay que vigilar en especial el 
balance de liquido* v electrolitn-, guian- 
dose para ello de Ins date- de la histnria 
cl mica, el valor hematocrito. la concentra¬ 
tion del plasma v otrr>= anali-iv bjoqui- 
micos de la sangre. 

3. Ademav de la- norma- giT.f-n.b-~ par;. 
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potassium, sodium and chlorides. In addi¬ 
tion, the body’s energy needs must be pro¬ 
vided for by supplying vitamins, carbohy¬ 
drates, fats and proteins in suitable form. 
As a guide, I use 1,600 calories per day as 
an average minimum requirement. To pro¬ 
vide this daily energy requirement, as well 
as to meet the need for sodium, one must 
supply 60 to 80 Gm. of protein, 200 Gm. 
of carbohydrate and 8 Gm. of salt for each 
60 Kg. (142+pounds) of body weight. In 
addition, isotonic saline solution may be 
injected at the rate of 1 liter (or up to a 
maximum of 4 liters) per day, plus a pro¬ 
tein compound in amounts of 50 to 60 Gm. 
per day for ten days to two weeks. The 
nutrients may be in the form of such prep¬ 
arations as isotonic dextrose in water, dex¬ 
trose in saline solution, dextrose and saline 
with sodium bicarbonate or sodium lactate, 
or hypertonic dextrose solutions. Trans¬ 
fusions of blood and plasma also should 
give excellent results. The total amount of 
fluids must, however, be carefully regu¬ 
lated, since too much is just as dangerous 
as too little. 

Liquids per se may be administered 
either rectally or by means of a jejunal 
catheter. Nutrient solutions I administer 
by inserting a blunt needle into a vein, 
either in the arm or on the medias aspect 
of the ankle, and letting the liquid flow by 
intravenous drip. 

Humoral Equilibrium : It must be re¬ 
membered that maintenance of fluid equi¬ 
librium is by no means always a simple 
matter of balancing intake against excre¬ 
tion. Even a temporary excess or shortage 
of liquids may produce complications, 
especially in the kidneys. Enough fluid to 
produce some degree of diuresis is helpful, 
yet hydration may, in turn, cause throm¬ 
bosis ; and, in addition, the increase in the 
volume of urine can remove more proteins 
than is desirable. 

Also, intravenous injections can cause 
shock-jaundice, oliguria, anuria and air 


embolism. Every precaution, therefore, 
must be taken to see that flawless technic 
is employed in giving intravenous injec¬ 
tions. 

To sum up briefly, my observations have 
shown that, in general, it is more difficult 
to maintain the equilibrium of body fluids 
than that of body salts. 

Normally, during the first two days 
after an operation, the patient needs about 
2,500 cc. of liquids. As for salts, whereas 
it was once my opinion that hypertonic 
solutions should be given intravenously, I 
soon learned that this could result in plas¬ 
matic hypertony—it became evident that 
the patient really needs little salt during 
this period, about 3 Gm. daily during the 
first two days, and 4 Gm. on the third day. 
After this, the amount of salts lost in 
aspirated fluids must be estimated and an 
equivalent amount added to the basic 
amount of 4 Gm. 

Before the operation, the patients usu¬ 
ally show an excess of potassium in the 
blood (hyperkalemia), but immediately 
afterward the level drops below normal 
(hypokalemia), especially if gastrointes¬ 
tinal suction is continued beyond the third 
postoperative day. Normal body potas¬ 
sium is about 3,500 mEq. Often, immedi¬ 
ately after the operation, as much as 10 
per cent of this is lost. Many factors can 
change the metabolism of potassium. One 
is the amount of urine passed; another, 
alkalosis of blood and body fluids. The first 
causes hypokalemia, the second acidosis. 

Adrenal cortex hormone has a strong in¬ 
fluence on the metabolism of body potas¬ 
sium—an increase of this hormone in¬ 
creases excretion of this element. And it 
may be noted in passing that changes in 
body potassium show up, among other 
places, on the electrocardiogram. 

Patients with hypokalemia also show 
hypoehloremia and resultant alkalosis. 
Clinically, hypokalemia causes weakness, 
intestinal atony (especially in the colon), 
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distention and bradycardia (clearly de¬ 
monstrable by photometric means). These 
complications may be averted by the oral 
or intravenous administration of prepara¬ 
tions of potassium, 2 to 6 Gm. of potas¬ 
sium chloride or 4 to 8 Gm. of potassium 
nitrate usually giving good results. 

Other points in postoperative care that 
must be carefully observed include the 
methodical administration of antibiotics 
and the employment of antispasmotic 
drugs, such as atropine (which also de¬ 
creases gastric secretion), to counteract 
intestinal spasm. Sometimes, solution of 
proeainehydrochloride (5 to 10 cc. 0.5 or 
1 per cent) may be used to increase the 
blood pressure. ACTH or adrenal gland 
extract in small doses, will help to reduce 
distention. The use of cortisone also gives 
good results at times; ACTH with corti¬ 
sone (100 mg. of each), when used with 
discretion, may be effective. The adminis¬ 
tration of oxygen helps absorption of ni¬ 
trogen in the lungs and intestines. Only 
in cases of extreme need should any drug 
be given to increase peristalsis; purga¬ 
tives or enemas are not advisable for two 
or three days after the operation, and even 
thereafter an enema is preferable if an 
aid to evacuation is required. If convales¬ 
cence is progressing favorably, the patient 
may be moved with care after the third 
postoperative day. 

CONCLUSIONS 

In handling cases of intestinal obstruc¬ 
tion, especially when there has been a de¬ 
lay of several days since onset of symp¬ 
toms. the surgeon must keep the following 
points in mind; 

1. A correct diagnosis may be arrived 
at by making full use of history, physical 
examination and laboratory and roentgen 
studies. 

2 . In particular, careful evaluation 
mus- p w r 1;u v of tin id and fb-rtroh ;<• hab 


ance, as indicated by the history of symp¬ 
toms, hematocrit, reading, plasma concen¬ 
tration and other blood chemistry studies. 

3. Preoperative care must include all 
routine precautions plus those special pro¬ 
cedures required by the fact that the vic¬ 
tim of delay is usually in extremely poor 
condition when first seen; in other words, 
one should “make haste slowly.” 

4. Full use should be made of gastro¬ 
intestinal suction throughout the patient’s 
stay in the hospital. 

5. All available measures should be 
used to restore fluid and electrolyte bal¬ 
ance. 

6. General anesthesia should be em¬ 
ployed. 

7. The actual operation should be con¬ 
sidered an emergency procedure, especially 
in cases of strangulation, but only after 
appropriate preparation of the patient, as 
indicated in the foregoing paragraphs. 

It is to be hoped that constantly improv¬ 
ing methods will be found to help the 
patient to a surer, better and speedier re¬ 
covery. 

RESUMES Y CONCLUSIONS 

Cuando el cirujano se enfrenta con un 
caso de obstruccion intestinal v sobre todo 
cuando han pasado ya varios dias desde 
que se presento el cuadro clinico, debe 
tener en cuentea lo siguiente: 

1. Que se puede llegar al diagnostico 
correcto echando mano do la historia cli- 
nica, la exploracion fisica. Ins datos de 
laboratorio y los Kayo? X. 

2. Que hay que vigilar en especial el 
balance de liquidos y electrolitfK, guian- 
do?e para ello de lo? datos de la historia 
clinica, el valor hematocrito, la concentra¬ 
tion del pln?ma y otro« anali'd? bioqui. 
micos do la ?angro. 

". Adr*ma*> de la' norma^ g» imrab-- para 
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potassium, sodium and chlorides. In addi¬ 
tion, the body’s energy needs must be pro¬ 
vided for by supplying vitamins, carbohy¬ 
drates, fats and proteins in suitable form. 
As a guide, I use 1,600 calories per day as 
an average minimum requirement. To pro¬ 
vide this daily energy requirement, as well 
as to meet the need for sodium, one must 
supply 60 to 80 Gm. of protein, 200 Gm. 
of carbohydrate and 8 Gm. of salt for each 
60 Kg. (142+pounds) of body weight. In 
addition, isotonic saline solution may be 
injected at the rate of 1 liter (or up to a 
maximum of 4 liters) per day, plus a pro¬ 
tein compound in amounts of 50 to 60 Gm. 
per day for ten days to two weeks. The 
nutrients may be in the form of such prep¬ 
arations as isotonic dextrose in water, dex¬ 
trose in saline solution, dextrose and saline 
with sodium bicarbonate or sodium lactate, 
or hypertonic dextrose solutions. Trans¬ 
fusions of blood and plasma also should 
give excellent results. The total amount of 
fluids must, however, be carefully regu¬ 
lated, since too much is just as dangerous 
as too little. 

Liquids per se may be administered 
either rectally or by means of a jejunal 
catheter. Nutrient solutions I administer 
by inserting a blunt needle into a vein, 
either in the arm or on the medias aspect 
of the ankle, and letting the liquid flow by 
intravenous drip. 

Humoral Equilibrium: It must be re¬ 
membered that maintenance of fluid equi¬ 
librium is by no means always a simple 
matter of balancing intake against excre¬ 
tion. Even a temporary excess or shortage 
of liquids may produce complications, 
especially in the kidneys. Enough fluid to 
produce some degree of diuresis is helpful, 
yet hydration may, in turn, cause throm¬ 
bosis ; and, in addition, the increase in the 
volume of urine can remove more proteins 
than is desirable. 

Also, intravenous injections can cause 
shock-jaundice, oliguria, anuria and air 


embolism. Every precaution, therefore, 
must be taken to see that flawless technic 
is employed in giving intravenous injec¬ 
tions. 

To sum up briefly, my observations have 
shown that, in general, it is more difficult 
to maintain the equilibrium of body fluids 
than that of body salts. 

Normally, during the first two days 
after an operation, the patient needs about 
2,500 cc. of liquids. As for salts, whereas 
it was once my opinion that hypertonic 
solutions should be given intravenously, I 
soon learned that this could result in plas¬ 
matic hypertony—it became evident that 
the patient really needs little salt during 
this period, about 3 Gm. daily during the 
first two days, and 4 Gm. on the third day. 
After this, the amount of salts lost in 
aspirated fluids must be estimated and an 
equivalent amount added to the basic 
amount of 4 Gm. 

Before the operation, the patients usu¬ 
ally show an excess of potassium in the 
blood (hyperkalemia), but immediately 
afterward the level drops below normal 
(hypokalemia), especially if gastrointes¬ 
tinal suction is continued beyond the third 
postoperative day. Normal body potas¬ 
sium is about 3,500 mEq. Often, immedi¬ 
ately after the operation, as much as 10 
per cent of this is lost. Many factors can 
change the metabolism of potassium. One 
is the amount of urine passed; another, 
alkalosis of blood and body fluids. The first 
causes hypokalemia, the second acidosis. 

Adrenal cortex hormone has a strong in¬ 
fluence on the metabolism of body potas¬ 
sium—an increase of this hormone in¬ 
creases excretion of this element. And it 
may be noted in passing that changes in 
body potassium show up, among other 
places, on the electrocardiogram. 

Patients with hypokalemia also show 
hypochloremia and resultant alkalosis. 
Clinically, hypokalemia causes weakness, 
intestinal atony (especially in the colon). 
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listention and bradycai*dia (clearly de¬ 
monstrable by photometric means). These 
complications may be averted by the oral 
or intravenous administration of prepara¬ 
tions of potassium, 2 to 6 Gm. of potas¬ 
sium chloride or 4 to 8 Gm. of potassium 
nitrate usually giving good results. 

Other points in postoperative care that 
must be carefully observed include the 
methodical administration of antibiotics 
and the employment of antispasmotic 
drugs, such as atropine (which also de¬ 
creases gastric secretion), to counteract 
intestinal spasm. Sometimes, solution of 
procainehydrochloride (5 to 10 cc. 0.5 or 
1 per cent) may be used to increase the 
blood pressure. ACTH or adrenal gland 
extract in small doses, will help to reduce 
distention. The use of cortisone also gives 
good results at times; ACTH with corti¬ 
sone (100 mg. of each), when used with 
discretion, may be effective. The adminis¬ 
tration of oxygen helps absorption of ni¬ 
trogen in the lungs and intestines. Only 
in cases of extreme need should any drug 
be given to increase peristalsis; purga¬ 
tives or enemas are not advisable for two 
or three days after the operation, and even 
thereafter an enema is preferable if an 
aid to evacuation is required. If convales¬ 
cence is progressing favorably, the patient 
may be moved with care after the third 
postoperative day. 

CONCLUSIONS 

In handling cases of intestinal obstruc¬ 
tion, especially when there has been a de¬ 
lay of several days since onset of symp¬ 
toms. the surgeon must keep the following 
points in mind: 

1. A correct diagnosis may be arrived 
at by making full use of history, physical 
examination and laboratory and roentgen 
'•ttldie.-. 

2. In particular, careful evaluation 
mu-? hv made of tluid and electrolyte bal¬ 


ance, as indicated by the history of symp¬ 
toms, hematocrit, reading, plasma concen¬ 
tration and other blood chemistry studies. 

3. Preoperative care must include all 
routine precautions plus those special pro¬ 
cedures required by the fact that the vic¬ 
tim of delay is usually in extremely poor 
condition when first seen; in other words, 
one should “make haste slowly.” 

4. Full use should be made of gastro¬ 
intestinal suction throughout the patient’s 
stay in the hospital. 

5. All available measures should be 
used to restore fluid and electrolyte bal¬ 
ance. 

6. General anesthesia should be em¬ 
ployed. 

7. The actual operation should be con¬ 
sidered an emergency procedure, especially 
in cases of strangulation, but only after 
appropriate preparation of the patient, as 
indicated in the foregoing paragraphs. 

It is to be hoped that constantly improv¬ 
ing methods will be found to help the 
patient to a surer, better and speedier re¬ 
covery. 

RESUMEN Y CONCLUSIONS 

Cuando el cirujano se enfrenta con un 
caso de obstruction intestinal y sobre todo 
cuando han pasado ya varios dias desde 
que se presento el cuadro clinico, debe 
tener en cuentea lo siguiente: 

1. Que se puede llegar al diagndstico 
correcto echando mano de la historia cli- 
nica, la exploration fisica, Ins datos de 
laboratorio y los Kayos X. 

2. Que hay que vigilar en especial el 
balance de liquidos y electrolitos. guian- 
dose para ello de los datos de la historia 
clinica. el valor hematocrito. la enneentra- 
cion del plasma y otros anali-is bioqui- 
micos de la sangre. 

Adema- cb* la* norma- p«-n«Ta!*-- para 
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que estos enfermos vistos con retraso 
generalmente estan en un estado muy 
deficiente; en otras palabras, hay que 
“darse prisa despacio.” 

4. Debe colocarse una sonda de estrac- 
cion continua durante todo el tiempo que 
este el enfermo en el hospital. 

5. Tambien deben ponerse en practica 
todas las medidas para nivelar el balance 
acuoso y le electrolitos. 

6. Usese anestesia general. 

7. Aunque la operacion debe conside- 
rarse como una urgencia, sobre todo 
cuando hay extrangulacion, antes hay que 
preparar adecuadamente al enfermo en la 
forma antes sehalada. 

8. Es de esperar que se encontraran 
metodos cada vez mejores para ayudar al 
paciente a una rapida y mas segura con- 
valecencia. 

RIASSUNTO E CONCLUSIONI 

Nell’accingersi a curare un’occlusione 
intestinale, specialmente q u a n d o siano 
trascorsi molti giorni dall'inizio dei sin- 
tomi, il chirurgo deve tener presenti i se- 
guenti punti: 

1. Una diagnosi corretta e possibile con 
una anamnesi accurata, con un esame 
clinico completo e con l’aiuto delle ricerche 
di laboratorio e radiologiche. 

2. Bisogna dare molta impoi’tanza alio 
studio del bilancio idrosalino, che si corn- 
pie con le note metodiche. 

3. La cura preoperatoria comprende 
tutti i provvedimenti comuni oltre ad 
alcune cure particolari in conseguenza del 
fatto che questi malati si trovano abitual- 
mente in pessime condizioni. 

4. L’aspirazione intestinale deve essere 
continuata per tutta la durata delle de- 
genza. 

5. II bilancio idrico ed elettrolitico deve 
essere ricondotto alia norma con ogni 
mezzo. 

6. Si deve usare l’anestesia generale. 

7. L’intervento, in ogni caso, deve essere 


considerato sotto il profilo dell’urgenza, ma 
deve essere iniziato solo dopo che il pa- 
ziente abbia ricevuto 1’opportuna prepara- 
zione. 

8. E’ sperabile che i progressi della tera- 
pia possano migliorare la prognosi di 
questi malati. 

ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 

Bei der Behandlung von Darmverschliis- 
sen muss der Chirurg, besonders wenn seit 
Einsetzen d e r Kranklieitserscheinungen 
mehrere Tage verstrichen sind, folgende 
Punkte im Auge behalten: 

1. Zur richtigen Diagnose verhelfen eine 
sorgfaltige Krankheitsgeschichte, korper- 
liche Untersuchung, Laboratoriumsteste 
und rontgenographisclie Befunde. 

2. Besonderer Wert ist auf eine sorgfal¬ 
tige Abschiitzung der Fliissigkeits- und 
Elektrolytenbilanz auf Grund der Ent- 
wicklung der Ergebnisse der Blutzentri- 
fugierung, der Bestimmung der Plasam- 
konzentration u n d anderer chemischer 
Blutuntersuchungen zu legen. 

3. Bei der praoperativen Behandlung 
muss neben alien iiblichen Vorsichtsmass- 
nahmen beriicksichtigt werden, dass die 
Opfer eines Aufschubs der Behandlung 
gewohnlich in iiusserst schlechtem Zustand 
sind, wenn sie zum ersten Mai untersucht 
werden, und infolgedessen besondere 
Massnahmen erfordern; mit anderen Wor- 
ten, es empfiehlt sich nach dem Motto 
“Eile mit Weile” vorzugehen. 

4. Wahrend der gesamten Dauer des 
Krankenhausaufenthaltes sollten Absauge- 
verfahren am Magendarmkanal des 
Kranken umfangreiche Anwendung finden. 

5. Alle verfiigbaren Mittel zur Herstel- 
lung der Fliissigkeits- und Elektrolyten¬ 
bilanz sollen beniitzt werden. 

6. Zur Anasthesie soil allgemeine Nar- 
kose angewandt werden. 

7. Der eigentliche operative Eingriff soil 
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besonders in Fallen von Darmeinklem- 
mung als eine Notmassnahme angesehen 
werden, die jedoch nur nach zweekmassi- 
ger Vorbereitung des Kranken, wie sie 
oben dargestellt ist, ausgefuhrt werden 
soil. 

8. Es ist zu hoffen, dass weitere Ver- 
besserungen d e r Behandlungsmethoden 
diesen Kranken zu einer sichereren, besse- 
ren und schnelleren Wiederherstellung 
verhelfen werden. 

RESUME ET CONCLUSIONS 

Les points suivants sont a relever dans 
le traitement de l’obstruction intestinale, 
surtout lorsque le debut des symptomes 
date de plusieurs jours: 

1. Le diagnostic exact peut etre pose au 
moyen d’une anamnese, precise, de l’exa- 
men clinique et radiologique, et de tests 
de laboratoire. 

2. L'equilibre des liquides et des elec¬ 
trolytes doit etre etudie attentivement 
selon l’anamnese des symptomes, la con¬ 
centration du plasma ainsi que d’autres 
etudes chimiques du sang. 

3. Les soins post-operatoires doivent 
comporter toutes les precautions d’usage, 
ajoutecs a celles necessitees par le mauvais 
dial general de ces cas traites avec retard, 
et le precepte "hate-toi lentement” est ici 
de mise. 

•1. Pratiquer des aspirations gastro-in- 
te-(inale< durant tout le sejour du malade 
on clinique. 

.1. Prendre toutes les mesures tendant 
a re-taurer l’t'-quilibre des liquides et des 
electrolytes. 

ft. Ano'tlu'sie gi'nerale. 


7. L’operation doit etre consideree 
comme urgente, surtout en cas d’etrangle- 
ment, mais seulement apres une bonne pre¬ 
ration du malade. 

8. II s’agit de rechereher de meilleures 
methodes assurant une guerison plus sure, 
plus complete et plus rapide de ces cas. 
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Fatal Hemorrhage from Duodenal Varix 

PAUL HWANG, M.D.,* EUGENE J. JOERGENSON, M.D., 

PAUL ANSPACH, M.D., and ALBERT F. BROWN, M.D.** 

GLENDALE, CALIFORNIA 


I NTESTINAL varix as a cause of mas¬ 
sive hemorrhage is a condition seldom 
observed or reported, if the term 
“varix” is restricted to the usual concept 
of a chronically distended nonangiomatous 
vein of macroscopic caliber. 

The hemangiomatous and telangiectatic 
lesions of the gastrointestinal tract, as so 
clearly delineated in the exhaustive review 
by Gentry and his collaborators 1 do not in¬ 
clude “chronic varicosities.” If this logical 
separation is respected, the reported in¬ 
stances of intestinal bleeding varix seem 
uniformly and truly to represent some 
other entity, particularly the cavernous 
hemangioma. 

In the case to be described, a lesion was 
present which appears to correspond both 
morphologically and in pathogenetic impli¬ 
cations to the concept of venous varicosity. 

REPORT OF CASEt 

The patient, a Caucasian housewife aged 50, 
5 feet 6 inches (168 cm.) in height and of 
medium weight, was working and well until 
the night of March 8, 1952, when she noted a 
black stool and red staining of the water in 
the toilet after a bowel movement. This was 
followed by several similar movements the 
same night, until she nearly fainted. The next 
morning she vomited bright red blood several 
times. There was no abdominal pain except for 
a slight cramping with the first black bowel 
movement. 


♦Formerly resident physician in general surgery, Glendale 
Sanitarium and Hospital; now at Mojave Hospital and Med¬ 
ical Center, Mojave, California. 

♦♦From the departments of general surgery and pathology, 
Glendale Sanitarium and Hospital, Glendale. 

1C. H. Talmage, M.D., kindly supplied portions of this 
patient's clinical record. 

Submitted for publication April 7, 195S. 


The patient was born in Michigan, married 
in 1923, and had lived in California since 1930. 
The past history showed no pregnancies, no 
gastrointestinal disturbances and no hyper¬ 
tension. The patient used no liquor or tobacco. 

About seven years earlier she had had a 
fall from horseback and was in bed for six 
months for a broken wrist and deep trauma to 
the abdomen and thighs, incident to the fall. 
Prominent veins over the chest, abdomen and 
thighs were noted after this accident. Further 
information from the patient's sister indicated 
that the patient had severe phlebitis of both 
legs in 1924, following an attack of “pneu¬ 
monia” from which she nearly died. After this 
her legs always swelled when she was up and 
about. She also had repeated attacks of “pneu¬ 
monia” from 1934 to 1943. 

In November 1943, after the horseback acci¬ 
dent, phlebitis was said to have developed in 
the right leg and large, prominent and appar¬ 
ently thrombosed vessels became noticeable 
over the abdomen. Later, the “thrombi cleared,” 
and the large, tortuous, dilated vessels re¬ 
mained. In 1947 the patient underwent bilat¬ 
eral saphenous ligation. 

Appendectomy was performed in 1932. In 
1943 there was mild hyperthyroidism, which 
subsided under medical treatment. The family 
history was noncontributory. 

On admission to the hospital (1:30 p.m., 
March 9, 1952), the patient appeared pale. 
The blood pressure in millimeters of mercury 
was 125 systolic and 50 diastolic; the pulse 
rate, 24. The heart showed an occasional pre¬ 
mature systole and a Grade II apical systolic 
murmur. The liver was not palpable. There was 
slight midepigastric tenderness. The abdomen 
was soft. There was bilateral 2 plus pitting 
edema of the ankles. The dorsalis pedis pulses 
were palpable. The thyroid was enlarged and 
apparently nontoxic. The patient was mentally 
alert. Roentgen examination of the upper part 
of the gastrointestinal tract showed irritabil¬ 
ity of the lower portion of the esophagus, the 
presence of a small hiatus hernia and spasm 
of the prepyloric end of the stomach. The red 
blood cell count was 2,760,000 per cubic milli- 
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meter, with 8.5 Gm. of hemoglobin; the white 
blood cell count, 5,800, with 88 per cent neu¬ 
trophils. The diagnosis was massive gastroin¬ 
testinal hemorrhage of undetermined origin. 

The patient was treated conservatively, as 
in hemorrhagic ulcer management. During the 
night she had several more loose dark stools. 
On March 10 the blood pressure was 95 systolic 
and 60 diastolic and the pulse rate 108. The 
hemoglobin dropped to 7.3 Gm. per hundred 
cubic centimeters despite transfusion of 4 
pints of blood. 

Surgical exploration was done at 10 p.m. 
on March 10. As the peritoneum was entered, 
about 4 liters of clear ascitic fluid was ob¬ 
tained. The bowel was not particularly dilated 
at any portion, but both the large and the 
small intestine appeared dark bluish, owing to 
their bloody contents. The stomach was opened 
through a transverse incision on its anterior 
surface and the inside thoroughly examined. 
The cardia was examined for esophageal var¬ 
ices, but none was detectable. The pyloric region 
was palpated internally as far as the second 
portion of the duodenum, and no ulcer, indura¬ 
tion or fresh blood was found. The small bowel 
was than palpated beginning at the ligament 
of Treita and examined minutely to the cecal 
junction. No masses, indurations, diverticula 
or clues of any kind to a possible source of 
bleeding was noted, except for the presence of 
a Meckel diverticulum, which was then re¬ 
sected in its entirety and the bowel closed with 
sutures. The diverticulum appeared normal, 
with intact mucosa. The colon was then pal¬ 
pated from the cecum to the lower part of the 
sigmoid. No diwrticuln, masses or sources of 
bleeding were identified in this area. The 
spleen was slightly enlarged. No evidence of 
portal h>pertension was discovered. The abdo¬ 
men was closed, with the patient in fairly good 
condition. 


hole blood was ghcn through cannulas at 
a speed to maintain the blood pressure at the 
admission lew!, to a total of .10 pints during 
the fifty -bom ho'pitalwation. The patient 
showed no inipio\i niont; the diarrhea with 
blood\ stools went on continuous]!.. She died 
in slunk m'Vi nt\-two hours after the on-. t of 
s\niptoms. 
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Infernal varices, winch may occur 
in any one of many sites, wherever 
there is a sustained increase in ve¬ 
nous pressure from any of several 
causes, may represent a grave 
hazard to the surgical patient if not 
detected. The compression and con¬ 
striction of anastomotic veins caused 
by trauma or thrombosis, when asso¬ 
ciated with familial inherent weak¬ 
ness, for example, leads to varicos¬ 
ity. The development of internal 
varices is rather difficult to establish. 
The authors suggest, however, when 
massive intestinal hemorrhage is as¬ 
sociated with probable portal hyper¬ 
tension, external varicose veins, or 
history of other venous anomaly, the 
rupture of an intestinal varix should 
be included in the differential diag¬ 
nosis. Particularly, when abdominal 
visceral or parietal varices are en¬ 
countered during exploration in such 
a case, the intestine should be care¬ 
fully searched for a sife of possible 
varicose rupture. 


some hypostatic congestion and edema, more 
pronounced on the left. The heart had a 1.5 
mm. fenestration near the free border of the 
right cusp of the aortic valve, which may have 
had no functional significance. The coronary 
arteries showed no athero-clerotic change and 
the aorta only a slight amount. The right com¬ 
mon iliac vein was narrowed and s^lero-id, 
containing a stone-hard tore around which 
there was come canaliration. Microscopically 
it showed a calcified fibrous eon con-i-t* nt 
with old thrombosis. The right retroperitnv 
win- showed e\t( n'iw wrico-ity and » ngorg< - 
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Duodenum showing ruptured submucosal varix. X 10. 


showed no ulceration. There was no evidence 
of incarceration at the potential hiatus hernia. 
The stomach contained partially digested blood 
and some food material. The mucosa was in¬ 
tact except for a 1 cm. ecchymotic crevice in a 
slightly dark red, discolored area in the poste¬ 
rior wall near the middle of the lesser curva¬ 
ture. Microsection of this crevice showed a de¬ 
fect of the mucosa, slight local submucosal 
hemorrhage and an adjacent, but unruptured, 
moderately enlarged vein. The small bowel con¬ 
tained dark blood throughout its length. The 
mucosa appeared normal, had no diverticula 
and showed no ulceration or staining. Repeated 
inspection of the duodenum finally brought 
under attention a 1 mm. aperture in the center 
of a 6 mm. mucosal elevation at the juncture 
of the second and third portions. A few tortu¬ 
ous submucosal veins, apparently thrombotic, 
were observed in the vicinity of this aperture. 
The colon appeared essentially normal, con¬ 
taining a large quantity of dark, clotted and 
free blood, moderately staining the colonic 
mucosa. No diverticula were observed. The op¬ 
erative wound closures of the stomach and the 
Meckel diverticulum appeared normal for the 
procedures and showed no evidence of hemor¬ 
rhage. The liver was not enlarged. Microscop¬ 
ically, it showed moderate loss of lobular mark¬ 
ings but no cirrhotic changes. The portal sys¬ 


tem showed no significant dilation. The pan¬ 
creatic and bile ducts contained no blood. The 
spleen, weighing 430 Gm., was slightly pulta- 
ceous. The kidneys showed slight congestion 
The genital organs appeared essentially nor¬ 
mal except for a 1 cm. benign endometrial 
polyp. 

Longitudinal microscopic sections through 
the vascular area noted in the duodenum 
showed large submucosal saccular thin-walled 
varicosities. The section through the mucosal 
elevation and “hole” showed thinning and 
rupture of the underlying varicosity, perforat¬ 
ing the mucosa into the duodenal lumen (see 
illustration). The edges of the defect showed 
stretching and thinning of the wall at the vein 
and small thrombotic deposits. The endothe¬ 
lium extended beyond the frayed edge of the 
vein wall and was applied to the deep aspect 
of the mucosa in a manner suggestive of a 
preliminary state of false "aneurysm” forma¬ 
tion preceding the free rupture. An adj'acent 
varicosity contained a small red clot, but for 
the most part these dilated channels were 
empty. 

COMMENT 

Venous varicosities may occur anywhere 
in the body. Most familiar are those of the 
legs. Other common sites are the rectum, 
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the spermatic cord and the esophagus. Less 
common are the broad ligament, the stom¬ 
ach, the urinary bladder, the upper ex¬ 
tremity, the veins of the central nervous 
system and the veins of the intestinal tract. 
Varices in the last two sites last mentioned 
are often obscure. 

Varicosities may develop in any part 
where there is a sustained increase in 
venous pressure due to postural strain or 
to compression or constriction of anasto¬ 
motic veins resulting from trauma or 
thrombosis. Any of these, associated with 
familial inherent weakness and progres¬ 
sive degeneration of the valves and wall 
(most internal veins have no valves), 
through impaired nutrition or inadequacy 
of supporting tissues, leads to varicosity. 

The presence of portal hypertension or 
anastotomic effects following thrombo¬ 
phlebitis may help in diagnosing the pres¬ 
ence of internal varices, but the evidence 
is by no means certain; establishing the 
sequence of development of varicosities in 
these conditions is rather difficult. We may 
suggest, however, that when massive in¬ 
testinal hemorrhage is associated with 
probable portal hypertension, external 
varicose veins or history of some other 
venous anomaly, the rupture of an intes¬ 
tinal varix should be included in the differ¬ 
ential diagnosis. Particularly when ab¬ 
dominal visceral or parietal varices are 
encountered during the exploration in such 
a case, the intestine should be carefully 
searched for a site of possible varicose 
rupture. That this is a difficult assignment 
is illustrated in the case here reported, in 
which, under direct inspection at autopsy, 
the vascular defect at first eluded obser¬ 
vation. Even in life, the oozing of blood 
from such a liny point might escape at¬ 
tention. 

SUM ARID 

As varico-idade- vont>'-a< podem surgir 
cm qualquer parte do corpu. A« mnic com- 


uns sao nas pernas, seguindo-se reto, cor- 
dao e esofago. Sao sitios menos comuns 
ligamento redondo, estomago, bexiga, mem- 
bro superior, sistema nervoso central e 
aparelho intestinal. Podem se desenvolver 
onde existe aumento de pressao venosa 
por esforco, compressao ou constricgao das 
anastomoses devidos a traumas ou trom- 
boses. Debilidade familiar, degenagao pro¬ 
gressiva das valvas parietais com desnu- 
trigao ou sustentagao inadequada dos teci- 
dos moles sao fatores que levam &s vari- 
cosidades. A presenga de hipertensao porta 
ou efeitos anastomoticos devidos a trom- 
boflebite podem auxiliar o diagnostico de 
varisesinternas mas sem certesa. Hemor- 
ragias intestinais massigas associadas com 
provavel ripertensao arterial, varises ex- 
ternas ou historia de outras anomalias 
venosas podem ser incluidas no diagnostico 
diferencial. Quando as varises abdominais, 
vicerais ou parietais sao encontradas du¬ 
rante o exame o intestine deve ser cuida- 
dosamente pesqui sado como sitio provavel 
de rutura varicosa. 0 casa do A. demonstra 
como e defied essa precisao porque, nesse 
caso, pela necropsia a inspeegao de trans- 
torno vascular elucidou a observagao. 

P.IASSUNTO 

In qualunque parte del corpo possono 
manifestarsi delle varicosita delle vene; 
le piu comuni sono quelle degli arti infe- 
riori. Altre sedi sono reappresentate dal 
retto, dal funicolo spermatico e dall’eso- 
fago; meno di frequente dal legamento 
largo, dallo stomaco, dalla vescicn urina¬ 
ria, dalfarto superiore. dal sistema nervo¬ 
so centrnle e dal tubo digerente. Le varici 
di questi ultimi due distretti sono le piu 
difficili da interpretnre. 

l>e varici si manife-dano dovunque e-i*ta 
un aumento della pre^-ionc veno-a j.<t 
ragioni po-turali, compre^-ione r, co-tri- 
rior.c delle vent- ana-'V'motiche p< r trauma 
o trnmb-i-i. OgTiur.n di que-te ravioni. 



Routine Use of Peri'Colace 
in Major Surgical Cases 

TIMOTHY A. LAMPHIER, M.D., F.A.C.S., F.I.C.S. 

AND 

FRANK L. LYMAN, M.D. 

ROSTON, MASSACHUSETTS 


W ITH the introduction of new drugs, 
surgical technics and anesthetics, 
the problem of postoperative intes¬ 
tinal physiology has often been disre¬ 
garded. The infallible routine in most in¬ 
stitutions has been to give an enema on 
the third postoperative day. For too many 
patients, the pain and discomfort of an 
enema remains in their minds long after 
other unpleasant symptoms connected with 
the operation have been forgotten. In ad¬ 
dition, the administration of an enema is 
a time-consuming and disagreeable task 
for nurses and their aides. 

The postoperative enema is neither 
physiologic nor rational. The stomach 
and intestines are empty of food residue, 
since the patient’s entire gastrointestinal 
tract was cleaned out prior to the opera¬ 
tion. Furthermore, the liquid diet fed post- 
operatively contains very little residue. 

Although it may provoke a defecation, 
the postoperative enema does little to re¬ 
establish normal intestinal motility. Nor 
does it prevent the formation of fecal im¬ 
pactions, an ever present postoperative 
hazard that is especially characteristic of 
the aged. Likewise, an enema, especially if 
it contains soapsuds ' cause irgjt 
of the bowel. Uj iologic :f 

of sodium chlor' v ' e is 

a possibility of 
The aims 
the bowel sho 


In the authors' experience and 
that of a number of others, the drug 
Peri-Colace is an effective agent in 
restoring the mobility of the intestine 
and keeping the intestinal contents 
soft after an operation. A study of 
its results was made in 50 operative 
cases, in 90 per cent of which the 
usual postoperative enemas, which 
the authors consider not only unnec¬ 
essary but undesirable, were elim¬ 
inated. None of the patients com¬ 
plained of griping, cramps, or any 
other untoward side effect. 


1. To overcome intestinal paralysis by 
reestablishing normal peristalsis. 

2. To keep the intestinal contents soft 
and easily passed, so that straining 
is minimized. 

3. To prevent fecal impaction. 

4. To eliminate the use of intestinal 
irritants that may cause griping and 
inflammation of the intestinal tract. 

5. To make the patient as comfortable 
as possible after the operation. 

Certain etiologic factors in poor post¬ 
operative intestinal function are outstand- 

g: 

Interrupted logic processes 

due to: 

a) handlii . nipulation of 

bowel d eration; (b) 
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the effect of anesthesia (especially 
spinal) in producing an atonic colon; 
(c) the use of morphine and similar 
drugs, especially the ganglionic 
blocking agents, and (d) pneumo¬ 
peritoneum. 

2. Change of diet. 

?>. Restricted fluid intake. 

4. Restricted ambulation. 

5. Anxiety in the patient, based on (a) 
fear of rupturing the incision; (b) 
fear of defecation; (c) fear of ene¬ 
mas, and (d) fear of straining. 

Two factors in the reestablishment of 
normal physiologic function seem impor¬ 
tant: 

(1) The reestablishment of normal mo¬ 
tility to the intestine, and (2) maintenance 
of the softness of the intestinal contents. 

A new “laxative/" agent, Peri-Colace,* 
was studied to learn whether it would meet 
the aforementioned criteria and thus elimi¬ 
nate the necessity for the postoperative 
enema. 

Peri-Colace is composed of two active 
ingredients: 

1. Dioctyl sodium sulfosuccinate (Co¬ 
lace) . 

2. Methanol extracted, purified and 
standardized glycosides of cascara 
(Pcristim). 

The fact that dioctyl sodium sulfosuc¬ 
cinate does prevent the formation of hard, 
dry stools was first reported by Wilson and 
Dickinson' and later verified by Antos,- 
Turcll,' 1 Lamphier' and others. Dioctyl 
sodium sulfosuccinate works in two ways: 
(1) it produces an emulsion between the 
water and oils present in the fecal stream, 
and (2) it lowers the surface tension of 
water in the fecal stream. 

Clinically. Ilovenfeld and his associates' 
have reported that dioctyl sodium sulfo- 
-uecinate i< effective in preventing fecal 
impactions as well a- in keeping the -tool- 
M.ft. 


The Peristim portion of Peri-Colace is 
absorbed from the small intestine and 
exerts its peristaltic stimulating action di¬ 
rectly on the large intestine, via the blood 
stream. Lamphier 4 has previously reported 
on the efficacy of Peri-Colace as a “laxat- 
ing” agent. 

Lish and Dungan," in animal studies, 
have reported that Peristim is able to over¬ 
come postoperative intestinal stasis and 
antagonize the propulsion-inhibiting effects 
of ganglionic blocking agents. In their 
summary, these authors reported: “The 
results suggest that, in the human, Per¬ 
istim would be a reliable peristaltic-stimu¬ 
lant even in cases of hypomotility induced 
by operative procedures, anticholinergic, 
antispasmodic, or hypotensive therapy.” 

On the basis of these animal studies, it 
seemed reasonable to assume that Peri- 
Colace would be an excellent agent to re¬ 
establish the physiologic intestinal proc¬ 
esses after the operation. 

Method of Study .—One to 2 capsules of 
Peri-Colace were administered, on admis- 
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Routine Use of Peri'Colace 
in Major Surgical Cases 

TIMOTHY A. LAMPHIER, M.D., F.A.C.S., F.I.C.S. 

AND 

FRANK L. LYMAN, M.D. 

BOSTON, MASSACHUSETTS 


W ITH the introduction of new drugs, 
surgical technics and anesthetics, 
the problem of postoperative intes¬ 
tinal physiology has often been disre- 
gax-ded. The infallible routine in most in¬ 
stitutions has been to give an enema on 
the third postoperative day. For too many 
patients, the pain and discomfort of an 
enema remains in their minds long after 
other unpleasant symptoms connected with 
the operation have been forgotten. In ad¬ 
dition, the administration of an enema is 
a time-consuming and disagreeable task 
for nurses and their aides. 

The postoperative enema is neither 
physiologic nor rational. The stomach 
and intestines are empty of food residue, 
since the patient’s entire gastrointestinal 
tract was cleaned out prior to the opera¬ 
tion. Furthermore, the liquid diet fed post- 
operatively contains very little residue. 

Although it may provoke a defecation, 
the postoperative enema does little to re¬ 
establish normal intestinal motility. Nor 
does it prevent the formation of fecal im¬ 
pactions, an ever present postoperative 
hazard that is especially characteristic of 
the aged. Likewise, an enema, especially if 
it contains soapsuds, may cause irritation 
of the bowel. Unless physiologic solution 
of sodium chloride is used, there is always 
a possibility of water intoxication. 

The aims of reestablishing function of 
the bowel should be: 


Submitted for publication Sept. 3, 1958. 


In the authors' experience and 
that of a number of others, the drug 
Peri-Colace is an effective agent in 
restoring the mobility of the intestine 
and keeping the intestinal contents 
soft after an operation. A study of 
its results was made in 50 operative 
cases, in 90 per cent of which the 
usual postoperative enemas, which 
the authors consider not only unnec¬ 
essary but undesirable, were elim¬ 
inated. None of the patients com¬ 
plained of griping, cramps, or any 
other untoward side effect. 


1- To overcome intestinal paralysis by 
reestablishing normal pei’istalsis. 

2. To keep the intestinal contents soft 
and easily passed, so that straining 
is minimized. 

3. To prevent fecal impaction. 

4. To eliminate the use of intestinal 
irritants that may cause griping and 
inflammation of the intestinal tract. 

5. To make the patient as comfortable 
as possible after the operation. 

Certain etiologic factoi-s in poor post¬ 
operative intestinal function are outstand¬ 
ing: 

1. Interrupted physiologic pi-ocesses 
due to: 

(a) handling and manipulation of 
the bowel during the operation; (b) 
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the effect of anesthesia (especially 
spinal) in producing an atonic colon; 
(c) the use of morphine and similar 
drugs, especially the ganglionic 
blocking agents, and (d) pneumo¬ 
peritoneum. 

2. Change of diet. 

3. Restricted fluid intake. 

4. Restricted ambulation. 

5. Anxiety in the patient, based on (a) 
fear of rupturing the incision; (b) 
fear of defecation; (c) fear of ene¬ 
mas, and (d) fear of straining. 

Two factors in the reestablishment of 
normal physiologic function seem impor¬ 
tant : 

(1) The reestablishment of normal mo¬ 
tility to the intestine, and (2) maintenance 
of the softness of the intestinal contents. 

A new “ laxative?' agent, Peri-Colace,* 
was studied to learn whether it would meet 
the aforementioned criteria and thus elimi¬ 
nate the necessity for the postoperative 
enema. 

Peri-Colace is composed of two active 
ingredients: 

1. Dioctyl sodium sulfosuccinate (Co¬ 
lace) . 

2. Methanol extracted, purified and 
standardized glycosides of cascava 
(Peristim). 

The fact that dioctyl sodium sulfosuc- 
ciuato does prevent the formation of hard, 
dry stools was first reported by Wilson and 
Dickinson' and later verified by Ant os, 2 
Turell, n Lamphier' and others. Dioctyl 
sodium sulfosuccinate works in two ways: 
(1) it produces an emulsion between the 
water and oils present in the fecal stream, 
and (2) it lowers the surface tension of 
water in the fecal stream. 

Clinically, llo.-enfeld and his associates' 
have reported that dioctyl sodium sulfo¬ 
succinate is- effective in preventing fecal 
impactions a- well a- in keeping the stools 
soft . 


LAMPHIEP. AND LYMAN: PEP.I-COLACE 

The Peristim portion of Peri-Colace is 
absorbed from the small intestine and 
exerts its peristaltic stimulating action di¬ 
rectly on the large intestine, via the blood 
stream. Lamphier* has previously reported 
on the efficacy of Peri-Colace as a “laxat- 
ing” agent. 

Lish and Dungan, 0 in animal studies, 
have reported that Pei'istim is able to over¬ 
come postoperative intestinal stasis anti 
antagonize the propulsion-inhibiting effects 
of ganglionic blocking agents. In their 
summary, these authors reported: “The 
results suggest that, in the human, Per¬ 
istim would be a reliable peristaltic-stimu¬ 
lant even in cases of hypomotility induced 
by operative procedures, anticholinergic, 
antispasmodic, or hypotensive therapy.” 

On the basis of these animal studies, it 
seemed reasonable to assume that Peri- 
Colace would be an excellent agent to re¬ 
establish the physiologic intestinal proc¬ 
esses after the operation. 

Method of Study .—One to 2 capsules of 
Peri-Colace were administered, on admis- 
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sion to the hospital, to each of 50 general 
surgical patients selected at random. Since 
Peri-Colace has proved itself gentle and 
without side effects in the hands of the 
investigators, the medication was started 
on the night of admission (elective surgi¬ 
cal procedures). In cases of emergency 
surgical intervention the medication was 
instituted on the first postoperative day. It 
was continued until the initial postopera¬ 
tive bowel movement was passed. 

Results. —Forty-five patients, or 90 per 
cent of those studied, had a satisfactory 
bowel movement on or before the fourth 
postoperative day, thus eliminating the 
necessity of an enema. These results are 
presented in Table 1. To 5 patients, or 10 
per cent, an enema was given on the fourth 
postoperative day in order to produce an 
evacuation. It is worthy of note that all 
of these patients (50) reported that the 
first bowel movement was soft and easily 
passed. No side effects, such as griping and 
cramps, were mentioned. The types of 
operation performed on these patients are 
listed in Table 2. 

COMMENT 

It seems reasonable to assume that the 
work of Lish and Dungan 0 on animals, 
showing that Peristim overcomes post¬ 
operative intestinal stasis, may be trans¬ 
ferred to man. One of the problems en¬ 
countered in conducting this study was 
the difficulty of convincing nurses that 
enemas were not necessary when the 
patient had a normal bowel movement. A 
number of the patients were given enemas 
in spite of the fact that they had already 
had a satisfactory bowel movement. Al¬ 
though Peri-Colace is apparently effective 
in eliminating the need for the postopera¬ 
tive enema, some reeducation may be nec¬ 
essary among the nurses to establish the 
postoperative use of this drug. 

In 5 cases in which the treatment failed, 
the patients were women. Three of these 


patients (oophorectomy and abdominal 
hernia, eystocele and reetocele, and bilat¬ 
eral sympathectomy) stated that they had 
a great fear of straining and thus avoided 
spontaneous defecation. 

ZUS AM MENFASSUNG 

Peri-Colace ist ein wirksames Mittel, 
eine normale postoperative motorische 
Funktion des Darmes wiederherzustellen 
und den Darminhalt weich zu halten. Bei 
50 Fallen, an denen das Mittel angewandt 
wurde, Iiessen sich 90 Prozent der post- 
operativen Einlaufe vermeiden. 

RESUMEN 

El Peri-Colace es un agente efectivo 
para restablecer la movilidad intestinal 
normal y la consistencia blanda de las 
heces en el postoperatorio. Con el uso de 
este medicamento en cincuanta casos fue 
posible prescindir del enema en el 90 % de 
las veces. 

SU MARIO 

O Peri-Colace e um agente efetivo de 
restauracao da motricidade intestinal pos- 
operatoria com manutencao do amoleci- 
mento do conteudo intestinal. O uso desse 
medicamento em 50 casos permitiu a elimi- 
nagao de 90% dos enemas pos-operatorios. 

RIASSUNTO 

Viene presentata una serie di 84 casi di 
Malattia di De Quervain. II 99% di questi 
malati fu curato chirurgicamente con suc- 
cesso. I metodi conservativi debbono essere 
proscritti perche prolungano l’invalidita e 
la perdita di giornate lavorative. Anche 
l’iniezione locale di cortisone non ha alcuna 
efficacia. 

La causa della malattia e sconosciuta; 
certamente e in rapporto con il lavoro 
manuale. 

Yiene descitta la tecnica dell’intervento 
usato nella eura di questa malattia. 
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John Wesley’s Primitive Physic/:, or an Easy and Natural Method oj Curing 
Most Diseases, provides some entertaining reading. The father of Methodism ac¬ 
cuses the doctors of keeping the bulk of mankind at a distance, so that they could 
not pry into the mysteries of the profession, by filling “their writings with abun¬ 
dance of technical terms, utterly unintelligible to plain men.” He thought this was 
done for the sake of gain and. to remedy the situation, set down a long list of 
“cheap, safe and easy medicines: easy to be known, easy to be procured and easy 
to be applied by plain unlettered men.” We read that “fasting spittle outwardly ap¬ 
plied every Morning, has sometimes relieved, and sometimes cured Blindness. Corns. 
Deafness and Warts," and that the best treatment for a cancer in the breast is to 
lake a cold bath. “This has cured many,” be writes. “This cured Mrs. Bates of 
f-eieeMer-hire. of a Cancer in her Breast, a Consumption, a Sciatica, and Rheuma¬ 
tism. which she had near twenty Years.—She bathed daily for a month, and drank 
only water." 

(Stephen j Male* « excursions into the realm* of medicine, while les* entertaining 
and diverting, had more solid and enduring worth. The critical physician, after 
he ha* been entertained by the book* of Berkcle: and Wesle\, quite naturallv won¬ 
der* whether their philosophy and theology i« a* nb*urd a« their science. On the 
other hand, when he read* Hales's scientific paper*, he i* charmed In the author’* 
logical mind and hi* innate mode*ty and i* filled with ruri*it\ to know whether 
the same clarity of \i*ion permeate* hi* theology. 



Genitourinary Surgery 


Renal Colic Secondary to Traumatic Avulsion 

of the Psoas Muscle 

Report of a Case 

CHARLES PIERRE MATHe, M.D., F.A.C.S., F.I.C.S. 

SAN FRANCISCO, CALIFORNIA 


T HE case to be reported is a rare in¬ 
stance of avulsion of the psoas mus¬ 
cle without fracture of the transverse 
processes of the lumbar vertebrae. 

Because of intractable disabling pain in the 
left kidney, inguinal region, testicle and thigh, 
Mr. J. H., aged 45, was referred by Dr. Russell 
D. Jaekle for urologic examination. The pre¬ 
cise information obtained from retrograde 
pyelographic and excretory urographic studies 
and from retroperitoneal air insufflation led 
to the diagnosis of a sclerotic avulsed psoas 
muscle. 

The patient’s past history revealed “frac¬ 
ture of bones of the neck and upper and lower 
back” in 1948, for which he had been treated 
for two years without further complication. 
In 1950 he had a “stroke” and, later, caisson 
disease while working as a diver. 

In 1955, while he was a construction worker 
on the San Rafael-Richmond Bridge, he fell 60 
feet from the bridge, striking the right gluteal 
region and back on a concrete abutment, then 
tumbled into the Bay. He swam out and pulled 
himself up onto a pier. The injury was “hind- 
quarter fracture”—relatively uncommon and 
severe. Roentgenograms revealed a fracture 
line through the region of the right sacroiliac 
joint posteriorly, and through both rami of the 
pubis anteriorly on the right. The right lower 
extremity and pelvis were displaced upward 
about 4'em. The right fifth lumbar trans¬ 
verse process was sheared off by this displace¬ 
ment. Owing to inadequate traction, the pa- 


From the Department of Urology. St. Mary’s Hospital. 
San Francisco. „ 

Read at a Western Regional Meeting of the United States 
Section of the International College of Surgeons. August 21, 
1958. 


A report is presented of a patient 
with renal colic and intractable pain 
in the lower part of the back, the pel¬ 
vis and the thigh, due to avulsion of 
the psoas muscle. The fibrosis in and 
around the avulsed psoas muscle 
(which occurred after injury three 
years earlier) displaced and com¬ 
pressed the ureter, causing attacks 
of renal colic. It also involved the 
genitocrural nerve, resulting in in¬ 
tractable pain in the area supplied 
by this nerve. Precise information 
obtained by complete urologic exam¬ 
ination — cystoscopic, retrograde pye¬ 
lographic and excretory urographic 
studies and perirenal air insufflation 
—led to the diagnosis. Relief was ob¬ 
tained by ureterolysis and freeing of 
the genitocrural and femoral nerves. 


tient retained about 2 cm. displacement. Com¬ 
plete bone union failed, partly because of wide 
spreading of the symphysis pubis. On June 
28, 1956, sacroiliac fusion (Campbell) was car¬ 
ried out, which stabilized the pelvis so that 
the patient could walk quite well. He returned 
to heavy construction work for about five 
months but was advised to discontinue it be¬ 
cause of residual disability factors. 

Four months after the fusion operation he 
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had an attack of left renal colic, which cleared 
in twenty-four hours; then followed two more 
similar attacks. In January 1958 he com¬ 
plained of colicky pain in the left loin and 
constant pain in the lower part of the back, 
the inguinal region and the mid-lower part of 
the pelvis, radiating down the lower extremity. 
The pain was exacerbated when he stood for 
any length of time, walked, or undertook un¬ 
due exertion. At times it became so severe 
that he almost lost consciousness. This was 
partially relieved if he reclined on the left side. 
A few days prior to admission to the hospital 
he noticed hematuria and passed blood clots. 

On Feb. 12, 1958, he entered St. Mary's 
Hospital. Examination of the genitourinary 
tract revealed a palpable, enlarged, tender left 
kidney. On deep pressure a swollen sensitive 
area was noted in the abdomen, at the site of 
the psoas muscle. The left inguinal region also 
was tender: the testicles were normal. Uri¬ 
nalysis showed a specific gravity of 1.006. The 
reaction of the urine was alkaline. Albumen 




Fig. 2.—Cystogrnm showing upper displacement 
of the bladder and right side of body. Note good 
result of sacroiliac fusion performed three years 
earlier. 


and sugar were absent. There were 8 to 10 
leukocytes per high dry field. The blood con¬ 
tained -1,280,000 erythrocytes and 11,200 leu¬ 
kocytes per cubic millimeter: the hemoglo¬ 
bin level was 13 Gra. 

Hrtror/radc Piirbuirnphic Study .—Flat film- 
revealed an oblong mass about 3 by 6 cm. at 
the site of the left p-oas muscle (Fig. 1 i. 
\\ hen the left ureter was eatheterized, urine 
flowed in a continuous stream indicating ob¬ 
struction below the renal pelvis. Incidentally, 
the pain in the kidney wn- relieved by cathe¬ 
terization. but the pain in the groin. pelvis 
and thigh persisted. The ma-- di-plaj t d the 
lower part of the left ureter toward the miri- 
line and caiis*-d p\ eji otasj-. It v..- - , Vert¬ 

ing pn-sure on the genito tor:.! : ?,d f» rt.'.r. I 
t:er> e-, cat:-mg -1 \> r< pain in th< h ft inputne! 
region, te-tiij. thigh. ( gr. -pai-. 
‘Fig. 2 itdo ;>-rto r. of •} . V 
the right half letr.g . i with 
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Fig. 3.—Film taken after perirenal air insuf¬ 
flation. Note that no air entered right retroperi¬ 
toneal space, owing to fibrosis resulting from 
trauma. Bulging avulsed left psoas muscle and 
kidney are clearly outlined. 

the right side of the body. Both kidneys were 
fairly well fixed, indicating perinephritis. In¬ 
digo carmine appeared in good concentration 
(Fig. 3) in four minutes in urine from both 
kidneys (right pelvic capacity 9 cc., left 12 
cc.). During perirenal air insufflation no air 
entered the right retroperitoneal space, be¬ 
cause of fibrosis resulting from the healing of a 
pelvic fracture. The left kidney was visualized 
and the bulging psoas muscle clearly outlined. 
Excretory urographic study revealed enlarge¬ 
ment of the left kidney and avulsion of the 
left psoas muscle. 

Because of the possibility of injury to the 
spleen, liver or other organs, operation by the 
transperitoneal surgical approach was per¬ 
formed by the general surgeon, Dr. Thad J. 
Whalen. The spleen revealed evidence of 
former trauma, and the gallbladder contained 
calculi. There was a retroperitoneal mass on 
the left side, arising from the promontory of 
the sacrum, corresponding to the psoas muscle. 
The peritoneal reflection over the colon on the 
left side was incised, which exposed the retro¬ 


peritoneal space. The kidney was in normal 
position, but the ureter was displaced to the 
midline and encased in a large mass of fibrosed, 
avulsed iliopsoas muscle (Fig. 4), from which 
it was freed. The genitocrural and femoral 
nerves, also encased in this mass, were liber¬ 
ated. No tumor w r as encountered. A lymph 
node was removed for biopsy and revealed 
hyperplasia with no evidence of tumor. 

The patient made an uneventful recovery 
and left the hospital on March 9, 1956. Since 
that time he has been free of pain and able 
to work, 

COMMENT 

Traumatic avulsion or rupture of the 
psoas muscle represents a relatively small 
portion of all injuries to organs of move¬ 
ment. Its occurrence, however, is not so 
rare as the literature would lead one to 
believe. At St. Mary’s Hospital 3 cases 
were recorded between 1952 and 1958. 
Orthopedists agree that indirect violent 
injury, sufficient to cause avulsion of the 



Fig. 4.—Drawing showing avulsion of left psoas 
muscle, compiession and medial displacement of 
ureter and pressuie on genitocrural nerve. Note 
residual upward displacement of right pelvis and 
kidney due to previous injury. 
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psoas, usually fractures the transverse 
processes of the lumbar vertebrae. 

The first instance of rupture of the 
psoas muscle was chronicled by Galen, who 
observed it in a Roman gladiator. In 1942 
Stranded collected 10 cases from the lit¬ 
erature and added 3 of his own, making a 
total of 13. In 1952 Gaston and Wiggles- 
worth reported an additional case and 
clarified the clinical symptoms, pain in the 
hip and lower part of the back (usually 
due to rupture of nerve fibers). These may 
disappear within a few hours. Several 
days later, however, as the hematoma be¬ 
comes enlarged, it causes irritation of the 
lumbar plexus, the genitocrural, femoral 
and obturator nerves, giving rise to pares¬ 
thesia and analgesia as well as muscle 
atrophy. Abdominal symptoms due to pres¬ 
sure on the parietal peritoneum by the 
hematomatous psoas muscle may cause 
tenderness and muscle spasm simulating 
appendicitis, diverticulitis, etc. General 
symptoms consist of fever and leukocytosis 
and are due to reabsorption of damaged 
muscle tissue and extravasated blood. 

Injury to the psoas muscle may be seri¬ 
ous, as there may be secondary hemor¬ 
rhage as well as damage to the lumbar 
sympathetic nerves. Fibrosis, which ac¬ 
companies healing, may exert extrinsic 
pressure on or displacement of the ureter, 
causing back pressure and hydronephrosis 
of the kidney, as was noted in the case 
here reported. Also, the genitocrural nerve, 
which forms in the psoas muscle, may be 
encased in the fibrotic process and cause 
intractable pain. 

After violent injury, avulsion or rup¬ 
ture of the psoas muscle may be suspected 
by the characteristic clinical symptoms— 
pain and analgesia in the lower part of the 
back, the pelvis, the groin and the thigh. 
Wlwn the ureter is involved there may be 
pain in the affected kidney. A good roent¬ 
genogram v ill reveal swelling and bulging 
of the p-oas muscle. Preliminary catharsis 
'•ill a-sure l«-tt< r films R.-trt'jwriVw.d 


air insufflation clarifies the outline of the 
distorted psoas muscle. Retrograde and 
intravenous urographic studies are inval¬ 
uable in visualizing the course of an ob¬ 
structed ureter. 

Perusal of the literature reveals no 
other instance in which the psoas muscle 
was avulsed in this particular manner— 
with no fracture of the transverse proc¬ 
esses of the lumbar vertebrae. In this in¬ 
stance avulsion was not suspected and 
would not have been diagnosed except for 
the precise information obtained by uro- 
Iogic investigation. The collaboration of 
the orthopedist, urologist and general sur¬ 
geon were of the utmost importance in 
the proper diagnosis and treatment and in 
the final relief of this patient. 

ZUSAM MENFASSUNG 

Es wird fiber einen Patienten beriehtet, 
der infolge eines Abrisses des Psoasmus- 
kels unter Nierenkoliken und unbeeinfluss- 
baren Schmerzen in der unteren Hiilfte 
des Rfickens, im Becken und im Ober- 
schenkel litt. Die fibrosen Veriinderungen 
innerhalb und in der Umgebung des ab- 
gerissenen Psoas, die nach einer drei Jahre 
vorher erfolgten Verletzung auftraten, 
fuhrten zu einer Verlagerung und Zusam- 
mendrfickung des Harnleiters und zu An- 
fallen von Nierenkoliken. Die Fibrose 
schloss auch den N.genitofemoralis ein, 
was zu den unbeeinflussbaren Schmerzen 
im Ausbreitungsgebiet des Nerven ffihrte. 
Die durch eine umfassende urologische 
Untersuchung (Zvstoskopie. retrograde 
und exkretorische Urographie und peri- 
renale Lufteinblasung) gewonnenen Be- 
funde fuhrten z.ur Diagnose. Hcilung er- 
folgte durch Loslb-ung des Harnleiters und 
des N.genitofemoralis und des N.fenmr- 
aljs. 

r.i-svv.i *; 
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un desgarro del psoas. Una reaccion fibrosa 
en el lugar del desgarro y a su alrrededor 
(a los 3 anos del trauma que origino la 
rotura), desplazaba y comprimia el ureter, 
y daba lugar a los colicos renales. Tambien 
afectaba al nervio genitocrural, ocasio- 
nando dolores en su area tributarea. 

Se llego al diagnostieo tras una explora- 
cion urologica completa—cistocopia, pielo- 
grafias ascendente y deseendente y radio- 
grafias. Una liberacion de las adhereneias 
que comprimian los nervios femoral y gen- 
itoerural y una ureterolisis hicieron eesar 
los dolores. 

RESUME 

L’auteur rapporte un cas de coliques 
renales avec douleurs lombaires rebelles, 
douleurs au niveau du pelvis et de la cuisse, 
dues a l’avulsion du muscle grand psoas a 
la suite d’un accident datant de trois ans. 
La fibrose s’etant developpee a 1’interieur 
et autour du muscle avait provoque le de¬ 
placement et la compression de 1’uretere, 
avec atteinte du nerf genitocrural. Le di¬ 
agnostic a ete pose grace a un examen 
urologique complet (cystoscopie, pyelo- 
graphie retrograde, urographie descen- 
dante, insufflation perirenale d’air). Gueri- 


son par ureterolyse et liberation du nerf 
genitocrural et du nerf femoral. 

RIASSUNTO 

Viene riferito il caso di un malato che 
soffriva di dolori colici violenti e resistenti 
alle cure, localizzati alia regione sacrale, 
alia pelvi a all’anca, consecutivi all’aspor- 
tazione del muscolo psoas che era avvenuta 
tre anni prima in conseguenza di un trau¬ 
ma. La fibrosi cicatriziale nella sede del 
muscolo asportato spostava e comprimeva 
1’uretere causando queste coliche di tipo 
renale, e interessava anche il nervo geni- 
tocrurale causando un dolore intollerabile 
nella regione innervata da tale nervo. La 
diagnosi fu formulata soltanto dopo un 
completo esame urologico del paziente (cis- 
toscopia, pielografia ascendente, urografia 
e pneumorene), e la guarigione si ottenne 
dopo l’ureterolisi e la liberazione del nervo 
genitocrurale e femorale. 
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The greatest art is in the concealment of art, and 1 may say that we of the 
medical profession excel in this respect. 

Medicine is a science of uncertainty and an art of probability. 

Absolute diagnoses are unsafe, and are made at the expense of the conscience. 

—Osier 
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A CAUTIOUS approach to nephropexy 
is essential if satisfactory postoper¬ 
ative results are to be obtained. A 
careful and sometimes prolonged and re¬ 
peated analysis of symptoms and uro- 
grapbic abnormalities should be made be¬ 
fore this operation is performed. 

Review of the literature of the past ten 
years on the subject of nephroptosis and 
nephropexy reveals a remarkable uni¬ 
formity of opinion as to the symptom po¬ 
tential of ptosis of the kidney and the 
virtue of nephropexy in curing the symp¬ 
toms. While the writers go to some pains 
to emphasize that ptosis per se is not an 
indication for surgical treatment, they 
nevertheless are equally emphatic in stat¬ 
ing that ptosis can cause urinary obstruc¬ 
tion with resultant pain, pyelectasis and 
infection; gastrointestinal symptoms due 
to pull on the celiac axis, the duodenum 
or the colon, and intolerable nervousness 
as a separate and distinct symptom. In 
such cases nephropexy is considered indi¬ 
cated. In 1052 Rurford, Gleen and Burford 
reported an astounding 92 per cent cure 
of symptoms in a large series of 301 cases 
in which nephropexy was performed, out 
of 711 cases of nephroptosis studied. In 
more than half of these, however, there 
were obstructive lesions other than the 
ptosis itself, so that the nephropexy must 
he considered an incidental rather than a 
primary procedure. They feel that persist¬ 
ence of pain, hematuria., hydronephrosis. 



Pointing out that their experience 
of twenty-six years of treating neph¬ 
roptosis indicates that no particular 
signs or symptoms form a depend¬ 
able basis for predicting the results 
of nephropexy, the authors empha¬ 
size the fact that this operation is 
one to be approached with the utmost 
caution. When mature and honest 
appraisal have established the in¬ 
dications as far as is humanly pos¬ 
sible, however, nephropexy is not 
only justified but helpful. Of 88 pa¬ 
tients with troublesome to severe dis¬ 
tress it enabled the authors to re¬ 
lieve 29 entirely and to bring about 
significant improvement in 18. The 
results of their study of this proce¬ 
dure and its results are tabulated. 


infection, or diminishing phenolsulfthalein 
excretion, singly or in combination, con¬ 
stitutes indications for nephropexy, and 
this view is largely supported by other 
writers. 

The sole serious dissenters, at least in 
print, would seem to be Ilraaseh and his 
co-workers, who agree that, when ptod- 
causes such symptoms, nephropexy should 
t>e done, hut raise the question “how can 
one know with certainty when the ppwi* 
N causative and when it i» merely coinci¬ 
dental'.''' Of 220 patient- with nephcp. 
to-i- they referred only 21 for i.< phroje \% 
and had the di-cur..ping e\;..-ri« r.ce 
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curing only 3, while 8 more were im¬ 
proved. They emphasized the great dif¬ 
ficulty of determining the role of the 
ptosis itself with any degree of accuracy. 

Burford and his co-workers stated that 
persistence of symptoms in patients who 
have had nonsurgical treatment is an indi¬ 
cation for nephropexy, but this is obvi¬ 
ously no advance in determining the part 
played by the ptosis. In Dodson’s opinion, 
pyelectasis in a case of ptosis incriminates 
the ptosis per se. He pointed out also the 
high incidence of renal disease associated 
with ptosis, and objected to Braasch’s 
elimination of complicated cases of ptosis, 
which gives his figures a distorted bias 
against nephropexy. Hess and his co¬ 
workers consider the old sign of pain when 
up and relief when down still the most 
significant symptom indicating nephro¬ 
pexy. Jones and Price noted that there 
were only 4 unsatisfactory results in 26 
cases; the 4 patients failed to get relief 
of their pain by assuming the Trendelen¬ 
burg position. Ritter and Begnes find re- 
pi'oduction of the pain by distention of the 
renal pelvis a good index of the success to 
be anticipated from operation. An interest¬ 
ing difference in point of view is evidenced 
by the argument on one hand that failure 
of a kidney corset to relieve the symptoms 
makes operation necessary, and on the 
other hand that if a kidney corset does 
relieve the symptoms one has a good 
reason for suspending the kidney, thus 
obviating the necessity for using the belt. 

Case Analyses. — The difficulty, how¬ 
ever, is that none of the criteria just 
enumerated may be of any help in the in¬ 
dividual case. We have found pyelectasis 
relieved by nephropexy, while symptoms 
persist. In the cases of 2 women we re¬ 
corded our opinion that nephropexy would 
be of no help, because of the absence of 
any demonstrable pyelectasis, but when 
they insisted on having the operation and 
assumed all responsibility for poor results 


from it, both were completely relieved 
after nephropexy. This apparent absence 
of correlation of symptoms and signs with 
surgical results stimulated our search for 
some prognostic factors in patients with 
ptosic kidneys and a s3unptom complex. 

In an effort to correlate preoperative 
symptoms and signs with postoperative 
results we have compiled data from case 
records in our private patient file and in 
the file of the White Memorial Clinic of all 
patients on whom nephropexy was per¬ 
formed from 1932 to June 30, 1957 in¬ 
clusive (twenty-five years). There were 
188 such patients. Sixty-nine of these were 
eliminated, from the study because a fol¬ 
low-up of more than six months could not 
be obtained. Of the 119 remaining cases, 
nephropexy was done as a primary pro¬ 
cedure in 88 and combined with another 
operation in 31 (Table 1). When ureterol- 
ysis and/or renal sympathectomy were 
done, the procedure was an integral part 
of the nephropexy; in the tabulation of 
results these are considered one operation 
and are included with nephropexy done as 
a primary procedure. Patients on whom 
pyeloureteroplasty, pyelolithotomy or 
nephrolithotomy was performed are evalu¬ 
ated separately from those who underwent 
primary nephropexy. 

Method of Estimating Residts .—The re¬ 
sults as tabulated here are mainly symp¬ 
tomatic results. They were obtained either 
by interview with the patient or by follow¬ 
up report by mail, and the data were com¬ 
piled from the answers the patients gave. 
The following list of the questions and a 
tabulation of the answers includes pa¬ 
tients who underwent other major surgical 
procedures on the kidney in addition to 
nephropexy. 

1. What results have you had from the 
operation? (Check one.) Well. Improved. 
Same. Woi*se. 

2. Do you now have any of the symptoms 


430 



VOL. 31, NO. 4 


BARNES AND HORSLEY: NEPHROPEXY 


which were to be cured by the operation? 
Yes. No. 

3. If you still have these symptoms are 
they worse, the same, or less, than before 
the operation? 

4. Do you have any trouble that you at¬ 
tribute to the operation? Yes. No. 

5. Do you have other trouble with your 
kidneys or bladder that is not related to 
the operation? Yes. No. 

Results as shown by urographic data 
were good in all cases of primary nephro¬ 
pexy in which urograms were taken post- 
operatively. It is well known, however, 
that many patients continue to have symp¬ 
toms even though the urogram shows the 
kidney to be in good position. A normal 
or high position of the kidney as shown 
by urograms, therefore, is not necessarily 
an indication that the results of the neph¬ 
ropexy are good. 

Comparison of Clinic or Ward Patients 
with Private Patients. —The results ob¬ 
tained from nephropexy performed on 
clinic or ward patients were poorer than 
those for private patients (Table 2). The 
former were studied, appraised and oper¬ 
ated on by numerous attending men and 
residents, while the latter were managed 
by our group in our private office. 

Correlation of Prcoprrativc Symptoms 
with Postnpt ratin' Pi salt,*. — Thirty-six 
patients with pain in the involved side 
received no help from nephropexy, while 
■10 were improved or cured (Table 3). Of 
patients who noted increase of their pain 
in the erect position. 18 were benefited and 
1". were not. Relief of pain obtained by 
lying down was evenly distributed between 
the two groups; and the number of pa¬ 
tient" t () who were helped by use of a 
kidney belt was not statistically significant. 
W«Mj»rsii(.n ilie renogastrje ivJlr.v or m rv- 
nUMii-s,, as prognostic aid-, "Im-e (i>dv ]] 

patients with such complaints wen* bene¬ 
fit'd as against P v, !:■. w. re n"t. The ». 


Table 1.— Material fo r Report 

Total number of nephropexies reported 119 

Nephropexy as primary procedure 88 

Nephropexy combined with another procedure 31 


Table 2. —Private and Clinic Patients: 
Comparison of Results 


rrivetr Clinic 


Number of primary 





nephropexies 

60 


28 


Patients cured 

24 

(407c) 

5 

(187c) 

Patients improved 

16 

(26.77c) 

2 

(77c) 

Condition same 

19 

(31.77c) 

20 

(71.47c) 

Condition worse 

1 

(l.G7c) 

1 

(3.G7r) 


Table 3. —Correlation oj Symptoms Generally 
Considered Indication for Scphropcxit: Results 


Currd 

Improved 

Snmr 

Pain on ptotic side 24 

16 

34 

Pain increased by standing 
or exercise 14 

4 

13 

Pain increased by 

lying down 4 

o 

6 

Nervousness; gastrointestinal 
symptoms; fatigue 7 

4 

9 

Urinary symptoms (dysuria, 
pyuria, hematuria) 19 

15 

31 


ciation of such urinary complaints as fre¬ 
quency of voiding, dysuria, hematuria, 
urgency, etc., was not significant. 

Correlation of Prcoprrativc Vroyraphic 
Data with Desalts from Xcphroptxp .— 
Dilatation of the D> nal Pelvis: Some urol¬ 
ogists maintain that nephropexy is never 
indicated unless there is dilatation of the 
renal pelvis, demonstrable urographic- 
ally. They contend that nephroptosis with¬ 
out obstruction to the outllow of urine doe- 
not produce pain. Others are convinced 
that tension or drag on the renal pelvis by 
a pto-ed kidney causes pain and that ob¬ 
struction t<> ?!;*• outlb.w of urim* mav not 
be a factor in many ca-> -. Tin- data in 
Table ; -how that. v.bib* no-• of nnv 
pyid'-rtn-i- fivqueutly ; p'gn- U- 
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Table 4.- 

—Correlation of Presence and Degree 
of Pyelectasis with Rcsidts 

Degree of 
Pyrlectasis 

No. of 
Cases 

Cured 

Improved Same 

Worse 

None 

34 

8 

5 19 

2 

1st 

36 

15 

7 13 

1 

2d 

15 

7 

7 3 


3d 

3 

i 

2 



Table 5- 

—Correlation of Degree of Ptosis with 
Results 

Degree of 
Ptosis 

No. of 
Cases 

Cured 

Improved Same 

Worse 

1st 

24 

7 

8 7 

2 

2d 

27 

7 

5 15 


3d 

32 

12 

7 13 


4th 

4 

3 

1 



poor therapeutic result, the degree of 
pylectasis when present cannot be used 
as an index of the results to be expected. 
Patients upon whom pyeloureteroplasty 
was done at the time of nephropexy are 
not included in this tabulation. 

Degree of Ptosis: In general, patients 
with marked ptosis obtained the best re¬ 
sults from nephropexy (Table 5). Other¬ 
wise the degree as shown by preoperative 
urographic study is not significant in prog¬ 
nosticating results. 

Correlation of Surgical Technic with 
Postoperative Results. —The technics em¬ 
ployed were grouped into four classes: (1) 
combined stripping and fixation of the 
renal capsule and construction of a sling 
by suture of the adipose fascia to the lum¬ 
bar muscles (Fish and Hazzard, Albarran, 
Edebohi, Young, Horsley) ; (2) fixation 
sutures through the intact renal capsule 
and construction of a sling from the 
adipose fascia (Kelly) ; (3) the use of an 
adipose sling only (Demming, Dodson) 
and (4) stripping and fixation of the cap¬ 
sule without the adipose fascia sling 
(Randall and Campbell, Strode, Vogel). 

The results of this correlation are given 
in Table 6. It is apparent that the method 


used in fixing the kidney in place has little 
bearing on the results obtained. 

During the past twelve years most of 
the operations in our private cases have 
been done by the combined method, as 
follows: The renal capsule is stripped from 
the upper half of the kidney and is rolled 
downward on both the ventral and the 
dorsal surface of the kidney. Sutures of 
No. 1 chromic catgut are placed through 
this rolled capsule; those in front are in¬ 
serted above the twelfth rib, and those 
behind are passed through the lumbar 
muscles near the attachment of the dia¬ 
phragm. They are tied while the kidney is 
held up in place. The adipose fascia is then 
sutured to the lumbar muscles below the 
lower pole of the kidney. 

Correlation of Time of Postoperative 
Ambulation with Results. — During the 
past ten years most of the patients have 
been ambulatory on the second to the 
fourth postoperative day. A many-tailed 
(Scultetus) binder has been applied im¬ 
mediately after the operation and kept 
tight and worn constantly for four weeks. 
It is our contention that a sudden strain, 
such as is caused by coughing, sneezing or 
laughing, is more likely to break the kidney 
loose from its fixation than is standing or 
walking in the upright position. Postopera¬ 
tive pyelograms show that the results are 
as good when the patient is allowed to be 
up during the first week as when he is 
kept in bed for several weeks. 

Comparison of Results Between Neph¬ 
ropexy Performed as a Primary Procedure 
and Combined with Another Operation on 
the Kidney. —In 31 patients nephropexy 
was done in conjunction with another 
major procedure on the kidney. In most 
of these it is probable that the results ob¬ 
tained after the operation were due more 
to the other procedure than to the nephro¬ 
pexy. When ureterolysis and/or renal sym¬ 
pathectomy were done in conjunction with 
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Table 6. —Correlation of Technic of Nephropexy 
with Results 

Typr of S*ph roprry 

.Vo. of Ca*r* 

Cured 

Improvrd. 

Sarrr 

T Yomr 

Capsule stripped and fixed; Gerota fascia sling 

37 

15 

7 

14 

1 

Capsule stripped and fixed to psoas fascia and ribs 

31 

n 

7 

12 

1 

Sutures through capsule and kidney to psoas 

27 

7 

5 

13 


Sutures through capsule; and Gerota fascia sling 

18 

10 

4 

3 

1 

Gerota fascia sling alone 

6 

4 

1 

1 




Table 7. —Comparison of Results of Nephropexy 
Alone and Combined with Other Procedures 



Procedure 

So of Ca*r* Cured Improrrd 

Same 

Wornr 


Primary nephropexy 

88 

29 (3377) 

IS (20.577) 

39 (44.377) 

2 (2.277) 

Nephropexy with ovelithotomy or 
ureterolithotomy 

14 

11 (78.67c) 

1 (7.177) 


2 <14.377) 

Nephropexy with miscellaneous 
procedures" 

17 

7 (41.277) 

5 (29.477) 

4 (23.577) 

1 (5.9 r 7) 


' Exploration of kidney 
Renoplasty for caliectasis 
Decapsulation 
Pyeloureteroplastv 
Excision of renal cyst 
Division of horseshoe kidney 


Table S.— Comparative Results of Nephropexy 
Alone and Combined with Sympathectomy 

J'rnrrJlirr A o. of ('/•*., (' ltrrl J Imj'eOrrr. Srjrrtr 

Nephropexy alone nr, 21 (31.8-",) 10 (24.277) 27 (40.977) 2 \ 

Nephropexy with sympathectomy 22 8 (30.4T) 2 (9 r 7) 12 (54.5^) 


nephropexy, it was counted as primary 
nephropexy. When pvelolithotomy or neph¬ 
rolithotomy was done as the primary pro¬ 
cedure and nephropexy was incidental, the 
r esults were better than when some other 
renal operation was performed with neph¬ 
ropexy (Table 7). 

Denervation of the renal pedicle (sym- 
pathoetomy) was done a few years ayo in 
an effort to relieve nephralgia of unknown 
origin. It con-i-ted of -tripping the nerve.-. 
from the renal vg-el- and the pelvic, x)»u~- 
altempling to ivmm,. th.e path- In which 
pain -en-ation ua- carried from the kid¬ 
ney. We ha\»* not dope jhi- pro.edure dur¬ 
ing the pa-t ten \ e,tr-. but there are -I.me 
urolopj-!- MiM continue to do it. Tite re¬ 


corded results of this procedure (Table 8) 
indicate that sympathectomy offers little, 
if any. additional benefit. 

COMMENT A NO CONCLUSIONS 

Attempts to correlate the preoperative 
symptoms and sign* revealed by patients 
with renal pto«is with the results to in- 
expected from nephropexy proved quite 
disappointing. Far from e<tahli-hing any 
particular symptom or symptom comp!* 1 '; 



a -igm'ican; progno-tic 

tool. 

the ntitii- 

<*!*: 

■>" -tati-tic- largely contr 

adict 

the \ able 

of 

th"-.- feature- offered a- 

prog. 

•o-tic aid-. 

in 

the literature of th<- pa- 

t Dm 

y*v.r~. A- 

IV.t 

lie;.t«*d lev the table-. 

t?.<* i 

f**j»r**»* <*i 


j,tc.-;- :,rd of ; y* ’• .. .... ;v 
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cance, and that questionable, only in the 
extremes. The features of nephroptosis 
generally considered of renal prognostic 
significance frequently have no such value. 

Nevertheless, of 88 patients with trou¬ 
blesome to severe distress the authors 
were able entirely to relieve 29 and sig¬ 
nificantly to improve 18, which justifies 
the procedure when honest appraisal leads 
one to believe it should be helpful. The 
authors agree with Braasch that, after uti¬ 
lizing every measure available for such ap¬ 
praisal, the urologist still can have only an 
educated guess at the results. The signifi¬ 
cantly better results in private cases over 
clinic cases probably reflects the value of 
mature and exhaustive appraisal. 

Speaking from general impressions 
gained during this study, the authors agree 
with Braasch also that one should hesitate 
to perform nephropexy on a patient whose 
pain is vague and associated with general 
complaints of fatigue, headache and nerv¬ 
ousness ; the patient who has similar pain 
in both sides, the midback, and the breast, 
in the shoulder, etc.; and the patient who 
has previously experienced great relief 
from every form of therapy, only to have 
her distress recur a little later. Better 
results may be anticipated if the patient 
describes definite, persistent pain, localized 
to the area of the ptosed kidney (Braasch; 
Hess et al.). 

Study of the authors’ cases of nephrop¬ 
tosis treated over a period of twenty-six 
years indicates that no particular signs or 
symptoms constitute a really dependable 
basis for prognosticating the results of 
nephropexy. 

ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 

Versuche, die praoperativen Beschwer- 
den und Krankheitszeiclien von Patienten 
mit Nierensenkung mit den von einer Neph- 
ropexie zu erwartenden Erfolgen in Bezie- 
hung zu setzen, haben sicli als recht ent- 
tauschend erwiesen. Weit entfernt davon, 


irgendwelche besonderen Krankheits- 
ziechen oder Symptomenkomplexe als be- 
zeichnende Hilfsmittel in der Prognose 
anzusehen, widerlegen die Verfasser in 
ihren Statistiken sehr erheblich die 
Brauchbarkeit von Befunden, die im 
Schrifttum des letzten Jahrzehnts als pro- 
gnostiche Kriterien angeboten worden sind. 
Ihre Tabellen zeigen, dass der Grad der 
Senkung und der Nierenbeckenenveite- 
rung eine gewisse wenn auch nicht ein- 
wandfreie Bedeutung in extremen Fallen 
hat. Die allgemein als prognostich wichtig 
angesehenen Charakteristiken der Nieren¬ 
senkung sind haufig wei’tlos. 

Nichtsdestoweniger ist es den Autoren 
gelungen, 29 von 88 Kranken mit lastigen 
bis heftigen Bescliwerden vollig symptom- 
frei zu machen und 18 zu bessern. Dieser 
Erfolg rechtfertigt das Verfahren, wenn 
eine ehrliche Auswertung zu der Annahme 
fiihrt, dass dem Kranken geholfen werden 
kann. Die Verfasser stimmen mit Bi'aasch 
in der Meinung iiberein, dass der Urologe 
auch nach Ausniitzung aller verfiigbaren 
prognostischen Moglichkeiten nicht mehr 
als hoffen kann, dass der Eingriff zu einen 
Erfolge fiihrt. Dass die Resultate bei 
poliklinischen Patienten weniger gutsind 
als bei Privatpatienten sind, beweist wahr- 
scheinlich, wie wichtig eine auf Erfahrung 
begrfindete und erschopfende Auswertung 
des Falles ist. 

Die allgemeinen Eindriicke, die die Ver¬ 
fasser wiihrend der vorliegenden Unter- 
suchungen gewonnen haben, flihren sie 
dazu, mit Braasch auch darin fibereinzu- 
stimmen, dass man mit der Ausfiihrung 
einer Nephropexie zuriickhaltend sein soil, 
wenn der Patient nur fiber unbestimmte und 
mit Mfidigkeit, Kopfweh und Nervositat 
verbundene Schmerzen klagt, wenn er ahn 
liche Schmerzen in der Schulter, im Rficlc- 
en, in der Seite oder in der Brust hat, oder 
wenn alle moglichen anderen Behandlungs- 
methoden vorher zu einer grossen Besse- 
rung der Beschwerden geffihrt haben, ein 
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Ruckfall jedoch sehr bald wieder eintrat. 
itfehr Bereehtigung zur Hoffnung auf Er- 
folg hat man bei Patienten, die iiber be- 
stimmte dauerhafte in der Gegend der 
gesenkten Niere lokalisierte Sehmerzen 
klagen (Braasch; Hess u.A.). 

Das Stadium der Falle von Nierensen- 
kung, die die Verfasser in einem Zeitraum 
von 26 Jahren behandelt haben, ergibt, 
dass keinerlei besondere Krankheitszeichen 
oder Beschwerden eine wirklich zuverlas- 
sige Basis zur Prognose der Ergebnisse 
der Nephropexie abgeben. 

RtSUME ET CONCLUSIONS 

Des essais de correlation entre les symp- 
tomes pre-operatoires et les resultats de 
la nephropexie dans les cas de ptosis renale 
se sont reveles decevants. Les statistiques 
des auteurs sont en nette contradiction 
avec les signes de pronostic proposes dans 
la litterature de ces dix dernieres annes. 
Comme 1’indiquent les tableaux, le degre de 
ptose et de de pvelectasie one ufie certaine 
vale u r—elle-meme problematique—dans 
les cas extremes, que l’on peut frequem- 
ment denier aux symptomes de la nehpop- 
tose auxquels est en general accordee une 
grande valeur au point de vue du pronos¬ 
tic. Les auteurs ont au cependant enregistre. 
sur 88 cas benins a graves, 29 querisons 
completes et 18 ameliorations, resultats 
qui legitiment la nephropexie lorsqu’elle 
dictee par une evaluation judicieuse. Les 
auteurs sont en accord avec P.raasch, selon 
loquel rurologiste. apres avoir recouru a 
tons les moyens a disposition pour une 
telle appreciation, ne peut que se livrer a 
des conjectures quant au pronostic. Les 
resultats nettement superieurs des cas de 
clientele privt'e sur les cas hospitaliers in- 
diquent la valeur d'une appreciation mure- 
ment api»rofonilie de cliaque cas. 

I’artar.t d‘impre--inn- rent-rale- recueil- 
1 if- an fours de cittr t’tudc. les auteurs 
-ont eral. meat d'accord avt-c Braa-ch sur 

P 'int suivant: il fa is: la'sit*T a pratiquer 


une nephropexie chez les malades prese- 
tant une douleur vague associee a des 
symptomes de fatique generate, a des 
cephalees et a un etat de nevosite gen¬ 
erale; en cas de douleurs bilaterales medio- 
dorsales, thoraciques, des epaules, etc; en 
cas de recidive apres une therapeutique 
quelconque. De meilleurs resultats peuvent 
etre obtenus lorsque la douleur est bien 
definite, persistante et localisee au niveau 
du rein ptose (Braasch, Hess et al.). 

II ressort de 1’etude des cas de nephrop- 
tose traites par les auteurs durant une 
periode de 26 ans, qu’aucun signe ou symp- 
tome particulier ne constitue une base re- 
ellement solide et sure pour le pronostic 
des resultats de la nepropexie. 

P.IASSUNTO E CONCLUSIONI 

Ogni tentativo di mettere in rapporto in 
segni clinici della ptosi renale con i result- 
ati che si ottengono dalla nefropessia si 
dimostraprivo di valore. Lungi dall'attrib- 
uire a quaksivoglia segno o complesso di 
segni il minimo valore prognostico, le 
ricerche dell’autore dimostrano che quegli 
element! che in passato erano ritenuti 
validi a questo scopo non lo s.ono affatto. 

Cionondimeno su 88 malati con disturbi 
di grado vario l’autore ha ottenuto la 
guarigione in 29 e un notevole migliora- 
mento in altri 18. Egli e d’accordo con 
Braasch che, valutati tutti gli elementi, la 
previsione del risultato e sempre difficile. 

E' del parere, inoltre, che si deve essere 
molto cauti nel fare la nefropessia a un 
malato che abbia soltanto dolori vaghi, 
facile affaticamento, cefalea, irritability, 
oppure che abbia dolori bilaterali, o al 
petto, alle spalle etc.: o aun malato che 
abbia gia ottenuto niiglioramenti con qual- 
unque altro tipo di torapia b-ntato jn prr- 
eedenza, ma cor ricomparsa ib-i disturbs 
a breve di-Lanza di tempo. 1 rs-uit.at: rr.i- 
gdon ,-i Il'-'-OR,, otti-ru re. ir.Yetf. j;j quit 
malati che de-vrivorv i: i.-rr. ds-Vsrs- 
c'-rr.e un do'.<>r-- b* n definit.., ;--r-i-’er:’.*- 
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localizzato in corrispondenza del rene pto- 
sico. 

La conclusione dello studio di un gruppo 
di malati eurati per la nefroptosi in un 
periodo di 26 anni e che non esiste alcun 
segno clinico che possa far prevedere, pri- 
ma dell’intervento quale sara il risultato 
definitive). 

RESUMEN Y CONCLUSIONES 

Todos Ios intentos hechos hasta hoy 
para correlacionar le sintomatologia de la 
ptosis renal con los resultados que cabrian 
esperarse de la nefroplexia han sido in¬ 
utiles. 

Lejos de querer dar valor de pronosico 
a un sintoma aislado o a un sindrome, el 
autor presenta una estadistica que contra- 
dice todos los intentos de hacerlo asi que 
han aparecido en la literatura durante los 
ultimos 10 aiios. Como aparece en dicha 
estadistica, la significacion pronostica que 
tienel grado de ptosis o el grado de pre- 
lectasia solo tiene valor en casos extremos; 
por lo general la forma de la ptosis renal 
no tiene interes pronosico. 

Sin embargo, puesto que entre 88 enfer- 
mos que aquejaban desde molestias ligeras 
hasta dolores intensos se logro la curacion 
de 29 y la mejoria de 18, el tratamiento 
empleado esta justificado, siempre que una 
apreciacion sincera de los sintomas lleve 
al criterio de que aquel sera util. El autor 
esta de acuerdo con Braasch en que, des¬ 
pues de usar todos los medios para llegar 
a esa apreciacion, el urologo solo puede 
hacer suposiciones sobre los resultados. 

El que los resultados en la practica pri- 
vada del a profesion sean mejores que en 
los enfermos de clinica, da idea del valor 
que tiene una exploracion detenida y com- 
pleta. 

En cuanto a las impressiones generales 
que se derivan de este estudio, los autores 
estan tambien de acuerdo con Braasch en 
que no es aconsejable practical* la nefro¬ 
plexia en enfermos que se quejan de dolores 
vagos, asociados con astenia, cefalesas y 


nerviosismo; tampoco en aquellos que pa- 
decen dolores similares en ambos lados, o 
en la espalda, hombro y pecho, ni en los 
que mejoran considerablemente con cual- 
quier tratamiento aunque enseguida vuel- 
ven a empeorar. En combio, aquellos en¬ 
fermos que padecen dolores fijos y per- 
sisentes, en el area del rinon caido son los 
que mas mejoran con la intervention. 

El estudio de todos los casos de nefrosis 
que durante 26 anos han observado los 
autores indica que la sintomatologia de 
esta enfermedad no presenta ningun signo 
sobre el que puede basarse claramente el 
pronostico. 
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Neurologic Surgery 

Laminectomy in Patients with Injuries 
of the Spinal Cord* 

A. ESTIX COMARR, M.D., F.A.C.S.. F.I.C.S.. D.A.B. 

LONG BEACH, CALIFORNIA 


A WIDE difference of opinion exists 
concerning the indications for lam¬ 
inectomy in patients with recent 
closed traumatic lesions of the spinal cord. 
Some surgeons maintain that all acute in¬ 
juries of the cord require laminectomy: 
others, that there are relatively few indi¬ 
cations. 

After reviewing the results in the case? 
of 579 laminectomized and 279 nonlami- 
nectomized patients in a previous study, I 
concluded that the presence or absence of 
a spinal manometric block is a basic cri¬ 
terion upon which to operate. 1 

The purpose of this paper is to compare 
the results of my first study to those ob¬ 
tained with an additional 89 recently dis¬ 
charged patients- 

Comparison of 11 r suits. —The degree of 
improvement, as presented in the tables, 
is as follows: as long as functional sensory 
or motor return was observed in two seg¬ 
ments or more, it was recorded as im¬ 
provement. 

The first study showed that 92 (1G per 
cent) of 579 laminectomized patients and 
80 (29 percent) of 279 nonlnminectomized 
patients showed some improvement. The 
second study showed that 1G (25 per 
cent) of fit laminectomized and 15 (GO 
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The author presents a statistical 
study of the value of laminectomy in 
the treatment of patients vrith injuries 
of the spinal cord. He points out the 
difference of opinion on this topic 
and offers a basis for determining 
whether laminectomy is or is not in¬ 
dicated, namely, the presence or ab¬ 
sence of a spinal manometric block. 

Other features of the study are 
presented in tabular form, with gen¬ 
eral comments by the author. 


per cent) of 25 nonlnminectomized pa¬ 
tients showed some improvement. There¬ 
fore, a grand total of 108 (17 per cent) 
patients of 643 . laminectomized patients 
and 95 (31 per cent) of 304 nonlnminec- 
tomized patient? showed some improve¬ 
ment (Table 1). 

The first study showed that th“ order 
of improvement, according to vertebral 
level, for both the laminectomized and the 
nonlnminectomized patients wa« (1) lum¬ 
bar. (2) cervical and thoracic. Tin¬ 
s' cond study showed tin- following ord* r 
of improvement: (11 cervical, (2) lumbar 
and (5) thoracic. Thu- order of improve, 
meat in the combirn i -tody v.n- ; (1 i lum¬ 
bar, (21 c- rvicai and C. i ; rn r.v > (Tab’. 
2l. 
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Table 1.— Improvement with and without 
Laminectomy : Time Element 


First Study 



Total A T o. of 

No. of 

Per Cent 

With laminectomy 

Patients 

Improved 

Improved 

1-12 hr. 

97 

15 

16 

12-24 hr. 

86 

12 

14 

24-48 hr. 

36 

10 

28 

48-72 hr. 

22 

6 

27 

3 days-1 wk. 

63 

9 

14 

1 wk.-l mo. 

125 

25 

20 

1 mo.-3 mo. 

70 

6 

9 

3 mo.-G mo. 

37 

5 

14 

6 mo.-l yr. 

26 

3 

12 

Over 1 yr. 

17 

1 

6 

Total 

579 

92 

"IT 

Without 




laminectomy 

279 

80 

29 

Total 

858 




Second Study 



Total No. of 

No. of 

Per Cent 

With laminectomy 

Patients 

Improved 

Improved 

1-12 hr. 

14 

4 

29 

12-24 hr. 

15 

2 

13 

24-48 hr. 

7 

4 

57 

48-72 hr. 

6 

3 

50 

3 days-1 wk. 

3 

1 

33 

1 wk.-l mo. 

7 

0 

0 

1 mo.3- mo. 

5 

2 

40 

3 mo.-6 mo. 

4 

0 

0 

6 mo.-l yr. 

3 

0 

0 

Over 1 yr. 

0 

0 

0 

Total 

64 

16 

25 

Without 




laminectomy 

25 

15 

60 

Total 

89 



Combined Study 



Total No. of 

No. of 

Per Cent 

With laminectomy 

Patients 

Improved 

Improved 

1-12 hr. 

ui 

19 

17 

12-24 hr. 

101 

14 

14 

24-48 hr. 

43 

14 

33 

48-72 hr. 

28 

9 

32 

3 days-1 wk. 

66 

10 

15 

1 wk.-l mo. 

132 

25 

19 

1 mo.-3 mo. 

75 

8 

11 

3 mo.-6 mo. 

41 

5 

12 

6 mo.-l yr. 

29 

3 

10 

Over 1 yr. 

17 

1 

6 

Total 

643 

108 

17 

Without 




laminectomy 

304 

95 

31 

Total 

947 




In neither of the studies was there a 
single patient who improved in the pres¬ 
ence of manometric block without laminec¬ 
tomy (Table 8). 

The first study showed that 1 per cent 
of the laminectomized patients and 6 per 
cent of the nonlaminectomized patients 
were discharged walking without aids of 
any kind. The second study showed that 
none of the laminectomized and 8 per cent 
of the nonlaminectomized patients were 
discharged walking without aids of any 
kind. The combined study showed that 
1 per cent of the laminectomized and 6 per 
cent of the nonlaminectomized patients 
were discharged walking without aids of 
any kind (Table 4). 

Table 5 shows that 9 patients out of 89 
are ambulatory with prosthetic aids. Four 
of the 9 had been laminectomized and 
could walk for short distances with pros¬ 
thetic appliances, but for practical pur¬ 
poses wheelchairs were required. The re¬ 
maining 5 patients had not been laminec¬ 
tomized; 2 could walk without aids of any 
kind, 1 could walk with 2 Canadian 
crutches and two short leg braces, and 2 
could walk short distances (one with two 
canes, the other with a walker). For prac¬ 
tical purposes, however, the 2 last men¬ 
tioned required wheelchairs. 

COMMENT 

The results of the second, although 
smaller, study confirm those of the first 
study. 

It is my opinion that the absence of 
block, in general, indicates that the neu¬ 
ral structures are not being continuously 
seriously compressed, that maximum de¬ 
struction has already occurred and that 
nothing is to be gained by laminectomy. 
The presence of a block, however, remains 
an indication for decompressive interven¬ 
tion, because it offers the patient some 
chance of improvement. 

In both studies, patients with complete 
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Table 2.— 

Improvement with 

and witkoiit Laminectomy: Vertebral Level 




With Laminectomy 

First Study 


Without Laminectomy 


No. of 
Patients 

No. 

Improved 

Per Cent 

Improved 

No. of 
Patients 

No. 

Improved 

Per Cent 
Improved 

Cervical 

61 

12 

20 

115 

36 

31 

T 1-6 

115 

10 

9 

32 

3 

9 

T 7-12 

285 

32 

11 

84 

16 

19 

Lumbar 

118 

38 

32 

48 

25 

52 

Total 

579 

92 

16 

279 

80 

29 




Second Study 


13 


Cervical 

24 

10 

42 

17 

7G 

T 1-6 

7 

1 

14 

1 

0 

0 

T 7-12 

21 

2 

6 

4 

1 

25 

Lumbar 

12 

3 

25 

3 

1 

33 

Total 

64 

16 

25 

25 

15 

60 




Combined Study 

49 

37 

Cervical 

85 

22 

26 

132 

T 1-6 

122 

11 

9 

33 

3 

9 

T 7-12 

306 

34 

11 

88 

17 

19 

Lumbar 

130 

41 

31 

51 

26 

50 

Total 

643 

108 

17 

304 

95 

31 


blocks and without laminectomy did not 
improve; only a relatively few of those 
with complete block, however, as a result 
of laminectomy; in other words, a number 
of patients with block have been laminec- 
lonrned needlessly. This shows that no 
reliable method is available as yet for de¬ 
termining which patients with manometric 
block should not be laminectomized. The 
roentgen appearance of the vertebrae 
does not supply such a method. I have 
seen patients with excellent alignment 
and without neurologic improvement and 
others with improvement despite mal¬ 
alignment. 

In my opinion a progressive neurologic 
deficit indicates laminectomy and a pro¬ 
gressive neurologic recovery contraindi¬ 
cates it. Table 1 shows that laminectomy, 
when indicated, need not be done immedi¬ 
ately in all eon's. In the first study, some 
patient*- benetited by operation delaved 
up to one year, laminectomy after more 
than one year, however, had n<> practical 
' .due except via 11 it va- done exclusively 


for psychic reasons, at the patient’s spe¬ 
cific request. The conservative attitude 
toward immediate laminectomy serves a 
threefold purpose; 1. It provides time in 
which edema may recede and with it the 
manometric block that was present im¬ 
mediately after injury, making laminec¬ 
tomy unnecessary according to my crite¬ 
rion. Frequently, operative reports of 
very early laminectomy reveal that there 
was “a sudden expulsion of the cord” 
when the dura was incised. The sudden 
release of pressure may have caused pro¬ 
lapse and destruction of what intact tracts 
may have remained after injury. 2. The 
physician can examine the patient thor¬ 
oughly for other complications such as in¬ 
jury to internal organs, damage to tin* 
brain or osseous fracture. 2. The prepara¬ 
tion of the patient for surgical treatment 
is improved by treating the systemic 
slack as again*--! the spinal slack. 

Although the literature contain-; re- 
port*; of early laminectomy for cervical !<■- 
si'-r.-' without immediate operative ci-atr.-. 
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Table 3, —Relation of Manometric Evaluations 
and Improvement 



First Study 

<- 


Block 

No. of 
Patient* 

Number 

Improved 

Per Cent 
Improved 

Laminectomy 

100 

12 

12 

No laminectomy 
No Block 

25 

0 

0 

Laminectomy 

21 

6 

29 

No laminectory 

106 

40 

38 

Total 

252 

68 



*858 patients in study (252 manometric tests). 


Second Study"* 

Block 


Laminectomy 

19 

3 

16 

No laminectomy 
No Block 

2 

0 

0 

Laminectomy 

3 

3 

100 

No laminectomy 

19 

14 

74 

Total 

~43 

~20 


**89 patients in study (43 manometric tests). 

Combined Studyt 


Block 




Laminectomy 

119 

15 

13 

No laminectomy 
No Block 

27 

0 

0 

Laminectomy 

24 

9 

33 

No laminectomy 

125 

54 

43 

Total 

295 

78 



|947 patients in study (295 manometric tests). 


Table 4. — Ambulation without Aids 

With Without 

Laminectomy Laminectomy 

1st study 7/579, or 1% 16/279, or 6% 

2nd study 0/ 64, or 0% 2/ 25, or 8% 

Combined study 7/643, or 1% 18/304, or 691 


one must not overlook the deaths occur¬ 
ring in the remote postoperative period 
from hemothorax, atelectasis, etc. Con¬ 
sidering how few remarkable results fol¬ 
low laminectomy in patients with cervical 
lesions and manometric blocks, I cannot 
condone immediate laminectomy for these 
patients. 

I have recently observed 2 patients with 
cervical lesions who lost normal voluntary 
control of the hands after laminectomy. 
Scheibert has proposed that perhaps the 


mishap is not due to the operation but 
occurs during anesthesia when hyperexten¬ 
sion is used for endotracheal intubation.- 
His suggestion that local anesthesia be 
used for cervical laminectomy therefore 
seems well founded. 

Many patients arrive with a history of 
laminectomy performed while the patient 
was unconscious. The functional returns 
of these patients have not been remark¬ 
able ; I cannot see the rationale of immedi¬ 
ate laminectomy, therefore, in the pres¬ 
ence of a state of unconsciousness. 

One must not imply from the forego¬ 
ing that time does not play a role. Once 
a decision has been reached to operate, the 
operation should be done immediately. Too 
often indications are based on emotions 
rather than on scientific facts. A famil¬ 
iar and frequently heard suggestion is, 
“If we’re going to give this patient a 
chance to walk, he must have a laminec¬ 
tomy!” Yet, how many laminectomized 
patients ever walk (Tables 4 and 5) ? 

In the first study I concluded that func¬ 
tional return was greatest in patients with 
lumbar lesions, since injuries of the cauda 
equina are similar to peripheral nerve le¬ 
sions. The second study, however, though 
admittedly smaller, indicates that more 
improvement occurred in the patients with 
cervical lesions. Perhaps this reversal of 
order of improvement can be explained by 
the fact that I was more critical in the 
second study, realizing that the functional 
return in patients with lumbar lesions, in 
most instances, was compatible with the 
very level of the injury. Table 5 shows 
that in the second study not a single pa¬ 
tient with a lumbar lesion walked without 
the use of aids, whereas 2 patients with 
cervical lesions did. These data from the 
second study are even more emphasized 
by those of the first study, which showed 
that patients with cervical lesions (lami¬ 
nectomized as well as nonlaminectomized) 
were discharged without aids of any kind 
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Table 5. —Statistics on 

Ambulatory Patients of Second Study 

% 

O 

k- J 

V 

-* 

e 

S X. 

^6 

~c 

*~i e 

~ t 

: zin 

z 

H’o 

.O 

Laminectomy 

1. R.W. 

T9 

Comp. 

9 

Near normal 

Near normal 

2 C.C. (wheel chair) 

2. D.W. 

T12 

Comp. 

Yes 

None 

None 

1 L.L. (wheel chair) 

1 S.L. 

2 canes 

,‘J. W. 0. 

LI 

Comp. 

Yes 

None 

None 

1 L.L. (wheel chair) 

1 S.L. 

2 canes 

4. P. P. 

No laminectomy 

L3 

Inc. 

9 

None 

None 

1 S.L. (wheel chair) 

2 C.C. 

1. R.G. 

C 

Comp. 

No 

Normal 

Normal 

No aids 

2. C. P. 

C 

Comp. 

No 

Norma! 

Normal 

No aids 

a. W. H. 

C 

Comp. 

No 

Near norma! 

Near normal 

2 canes (wheel chair) 

4. R. H. 

C 

Comp. 

No 

Near normal 

None 

Walker (wheel chair) 

5. R. G. 

L4-5 

Comp. 

9 

Near normal 

None 

2 C.C. 

2 S-L. 


in more instances than were those with 
lumbar lesions. 

Observation of patients who have under¬ 
gone repeated laminectomies have not been 
rewarding so far as functional return is 
concerned. Repeated operations on lesions 
of the cauda equina, done in order to im¬ 
prove ambulation, can be dangerous; I 
have observed patients who lost normal 
sensation and control of the urinary blad¬ 
der after the second intervention. Although 
function of the bladder is highly impor¬ 
tant because the life span of this type of pa¬ 
tient is directly proportionate to the status 
of the urinary tract, assuming that all 
other systems are essentially normal/ Uro- 
lngic considerations are more fully appre¬ 
ciated when one realize* that fewer than 
10 percent of patient'' with injuries to the 
spinal cord have normal or nearly normal 
vesical sensation or control. 

(Iro'-s observation' of the mnl at opera¬ 
tion did not provide a reliable criterion 
with regard to functional propnoMs \m- 
the eeid had ob\ iou'lv be, n tran- 
■ecbd Mnnv p.i*i< nt- with "normal¬ 


appearing cord” did not improve at all, 
while others with subtotal lesions became 
somewhat better. The surgeon must be 
cautious, therefore, in discussing the prog¬ 
nosis for functional recovery. 

Tract conducting tactile sensibility re¬ 
covered most frequently. Recovery of 
pain and temperature sensation came next. 
Poorest was the return of motor function. 

Although I follow the aforedescribed 
indication for laminectomy, I realize that 
no two cases of injury to the spinal are 
alike, and this is considered before a 
final decision is made for or against 
laminectomy. The age of the patient, the 
lapse of time since injury, the cau e e of 
injury, the roentgen, manometrir and 
P'Vchic factors and any coexistent com¬ 
plications are thoroughly -tudied, 

/t ' VS! VI M V") \«. 

l>er Wrf.i'svr ln-i it ht**t ub.-r vie.,* -tat!-. 
ti-clu* I'nb'r.'uchtir.g dt" W.-rt* - d* r l-n- 
mind tom:e 5“'i d* r R«-h.'»nr?!'ing •. , : Kr. 
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ken mit Riiekenmarksverletzungen. Er 
weist auf die hier bestehenden Meinungs- 
verschiedenheiten bin u n d schlagt als 
Grundlage zur Bestimmung, ob e i n e 
Laminektomie angezeigt ist oder nicht, das 
Bestehen oder Fehlen einer manometrisch 
nachweisbaren Blockierung des Wirbel- 
kanals vor. 

Andere Ergebnisse dieser Untersuchung 
werden in tabellarischer Form mit allge- 
meinen Anmerkungen des Verfassers dar- 
gestellt. 

RESUME 

L’auteur presente une etude statistique 
sur la valeur de la laminectomie dans les 
lesions de la moelle epiniere. II rappelle 
les divergences d’opinion dont elle fait 
l'objet, et propose une base de determina¬ 
tion pour son indication, constitute par la 
presence ou l’absence de blocage spina) 
manometrique. 

Certaines caracteristiques ressortant de 
cette etude sont egalement presentees et 
commentees (statistiques sous forme de 
tableaux). 


RESUMEN 


El autor presenta un estudio estadistico 
del tratamiento de traumatismos de la me- 
dula espinal por la laminectomia. Senala 
que hay divergencias sobre este trata¬ 
miento, y toma como base, para indicar o 
no la laminectomia, la presencia o ausencia 
de bloqueo manometrico espinal. 


SUMARIO 

Apresenta uma estatistica do valor da 
laminectomia nas lesoes da medula. Esta- 
belece as diferencas de opiniao e fornece as 
bases para determinar quando a laminec¬ 
tomia e ou nao indicada, principamente 
em presenqa ou ausencia de bloqueio mano¬ 
metrico. 
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A FTER examining patients during the 
menstrual period, Billig 1 stated that 
^ ^ the pain of dysmenorrhea was local¬ 

ized in the region of the cutaneous distri¬ 
bution of the twelfth thoracic and first 
lumbar nerves (iliohypogastric and ilio- 
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Medical College, nm! the Depnrtmcnt of Obstetrics and Gytu- 
rolfijry. JefTer^on Mtdicnl Collr^e Hospital. Philadelphia. 
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Observations on 27 female cadav¬ 
ers revealed that in the majority of 
instances the iliohypogastric and ilio¬ 
inguinal nerves united into a single 
trunk. In more than half the number 
of sides observed, these nerves were 
impinged against by muscle , or by 
conncclive tissue formations or by 
the nerves piercing the psoas major 
muscle. 

Most girls with severe dysmenor¬ 
rhea complained of pain in the re¬ 
gion of the abdominal wall corre¬ 
sponding to the cutaneous distribu¬ 
tion of the iliohypogastric and or 
ilioinguinal nerves. Whether rayo 
fcrcial impingements irritate these 
rmrvf's concomitantly with dyrmen- 
or rhea is uncertain. 


inguinal nerves). Earlier, Theobald 2 had 
reported that pain induced in the cervix of 
the uterus was referred to the area of skin 
supplied by branches of the 1st lumbar 
nerve, and demonstrated relief from dys¬ 
menorrhea] pain 3 by infiltrating the ilio¬ 
hypogastric and ilioinguinal nerves with 
a 2 per cent solution of procaine hydro¬ 
chloride. In a preliminary report of a ten- 
year survey that included several thou¬ 
sand girls in the Philadelphia Public High 
Schools, one of us (L. J. G/) asserted that 
the majority of those with severe dys¬ 
menorrhea complained of pain in the 
lower part of the abdomen or in the mid- 
low center of the abdominal wall. 

Scanty and incomplete information ex¬ 
ists with regard to the variational mor¬ 
phologic aspect of the myofascial relations 
of the iliohypogastric and ilioinguinal 
nerve.- traversing the paravertebral re¬ 
gion. It seemed reasonable, therefore, to 
look for structural differences and to see 
whether or not any possibility exists for 
impingement upon these nerves or irrita¬ 
tion of them, by the muscular and or 
fa<cial formations with which they are in¬ 
timately related. 

Mn(< ri”l nv<i .’•/< t},<>•!. —Twenty-'* % 
female cadaver.-. hi~!"ri> - for which v.. 
unavailable, in th«- 

I'oratory v. ••re u-» d f- r ’!.<• < math- 


i’ll 
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Table 1 _ -Peripheral Appearance of Nerves 

Iliohypogastric Nerve 

Right 

Left 

Ilioinguinal Nerve 

Side 

Side 

Separate 

5 

3 

Combined into single trunk 

21 

23 

Joined with 12th thoracic 
(subcostal) nerve to form 
single trunk 

1 

1 


After the peritoneum had been carefully 
reflected the psoas major and quadratus 
lumborum muscles and the upper branches 
of the lumbar plexus were exposed. The 
iliohypogastric and ilioinguinal nerves (or 
their combined trunk) were identified and 


explored spinahvard, with considerable 
caution, so as to note nerve-fascia-muscle 
relations as the nerves emerged from be¬ 
tween the large paravertebral muscles of 
this region or after they passed through 
the bod 3 ’ of a muscle. When necessary, the 
peritoneum was stripped away from a por¬ 
tion of the abdominal surface of the dia¬ 
phragm for further exposure. 

Observation and Results. — Three pat¬ 
terns of the iliohypogastric and ilioingui¬ 
nal nerves were noted upon their emer¬ 
gence from between or through muscles 
(Table 1) : (a) They appeared separately, 
(b) they joined into a single trunk, (c) 
both combined with the twelfth thoracic 
(subcostal) nerve to form a single trunk. 

The myofascial relations of the nerves 
on the right and left sides of the body are 
summarized in Table 2. Since individual 


Table 2.— Myofascial Patterns of Impingement against the Iliohypogastric 
and Ilioinguinal Nerves in Female Cadavers 

Pattern A 

Pattern B 

Pattern C 

Pattern D 

Pattern E 

Pattern F 

Nerve Passes 
Between Psoas 
Major and Quadratus 
Lumborum Muscles; 
No Impingement 

Nerve Impinge¬ 
ment by Muscular 
Band from 
Quadratus Lum¬ 
borum Muscle 

Nerve Impinge¬ 
ment by Muscular 
Band from 
Diaphragm 

Nerve Pierces 
Psoas Major 
Muscle 

Nerve Impinge¬ 
ment by Band 
of Connective 
Tissue ; Otherwise 
Same ns 
Pattern D 

Nerve Impinge¬ 
ment by Band 
of Connective 
Tissue; Otherwise 
Same as 
Pattern A 

R 

h 

a l 

It L 

R L 

a i. 

R 

L 

///if 

///// 

///’• /// 

// / 

/a’ / 

/ c // 

////** 

//// 

///// 

///// 

/ e' 


/ g /d' 


/v 

jr 

// 

/// 



/h 


/s’ 

/i' 

/ a 

/d 





/h' 


/b 

/e 





/i 


/ c 

/f 








The following symbols are used in Table 2: (a) iliohypogastric nerve only, originating from sec¬ 
ond lumbar level; ilioinguinal nerve (a') from second lumbar level on right side showed Pattern D; 
(b) ilioinguinal nerve only; iliohypogastric nerve (b') on right side showed Pattern F; (c) iliohy¬ 
pogastric nerve only; ilioinguinal nerve (c') on right side showed Pattern E; (d) iliohypogastric 
nerve only, originating from second lumbar level; ilioinguinal nerve (d') from second lumbar level 
on left side showed Pattern D; (e) ilioinguinal nerve only; iliohypogastric nerve (e') on left side 
showed Pattern B; (f) ilioinguinal nerve only; iliohypogastric nerve (f') on left side showed Pat¬ 
tern F; (g) ilioinguinal nerve only; iliohypogastric nerve (g') on right side showed Pattern F; (h) 
ilioinguinal nerve only; iliohypogastric nerve (h') on right side showed Pattern F; (i) subcostal, ilio¬ 
hypogastric and ilioinguinal nerves formed common trunk; similar combination of nerves (i') on left 
side showed same pattern. 

*Band of connective tissue accompanied muscle impinging against nerve. 

**Muscle bundles both from psoas major and from quadratus lumborum muscles attached to con¬ 
nective tissue band impinging against nerve. 
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Figs. 1 i 2, 3 and 4.— Fig. 1, sketch showing iliohypogastric and ilioinguinal nerves 
combined into a single trunk passing unobstructed between psoas major and 
quadratus lumborum mucles. Fig. 2, sketch similar to Figure 1. except that mus¬ 
cular band attaches combined nerves to quadratus lumborum muscle. Fig. 
sketch showing relations similar to those in Figure 2, except that connective tis¬ 
sue band holds combined nerves against muscle. Fig. 1, iliohypogastric nerve is 
held firmly in position by connective tissue expansion from the lateral lumbo¬ 
costal arch; ilioinguinal nerve pierces p=oas major mu'cle, and it is vulnerable 

to muscular compression. 


histories were unavailable, such a group¬ 
ing as this has more significance for pur¬ 
poses of comparison than does the tabula¬ 
tion of bilateral variations in separate 
persons. 

Of the different situations observed, 
that of Pattern A (Fig. 1) includes the 
largest single group of nerves of any of 
the categories recorded, although abso¬ 
lutely the number of nerves of all other 
patterns combined that are related to some 
type of imofasciai impingement i uml- 
th" numbi r "f tones in Pattern A. 


Although the nerves in Pattern T» 
coursed similarly to those in Pattern A. 
a definite muscular strip from the quadra¬ 
tus lumborum muscle lay ventrally across 
them and binding them down (Fig. 2). 
In a few instance- this- impinging strip 
of muscle came from the diaphragm 
(Pattern C). 

In Pattern 1). th*--e nerw-.» or tiwir 
combined trunk pierced the p-o.as major 
rmts-ch-. Fometina-s. as in Pattern K, a \ 
'sally lying conn.vtr.e ti*-':- h.-.s.d aif’*-\ 

also, in anchoring tK<- i.<-r*,*-. tF;g, ). 
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Nerves that emerged in a manner simi¬ 
lar to those in Pattern A but which were 
crossed or covered ventrally by a definite 
bandlike formation of connective tissue 
(Fig. 4) composed Pattern F. Such nerves 
ware considerably more stabilized, in the 
sense of being less freely movable than 
nerves of the other patterns, yet the nerves 
of the other patterns were apparently 
more liable to compression because of mus¬ 
cular contraction than were those in Pat¬ 
tern F. 

COMMENT 

From these observations, the iliohypo¬ 
gastric and ilioinguinal nerves in the fe¬ 
male cadaver seem potentially vulnei*able 
to compression by the overlying myofas¬ 
cial formations, perhaps more so in Pat¬ 
terns B, C, D and E, owing to the con- 
tractibility of the formations, than in 
Pattern F. 

When these observations are considered 
in conjunction with the studies of previous 
investigators (Theobald 2 ; Theobald 3 ; Bil- 
lig 1 ) it would appear that the iliohypogas¬ 
tric and ilioinguinal nerves play an in¬ 
timate role in the symptom complex of 
dysmenorrhea. Whether endocrine changes 
in electrolyte balance at the time of the 
menstrual period may be responsible for 
irritation of these nerves in women with 
some of these myofasical impingements 
is obscure. Further studies on persons 
with available histories may clarify some 
aspects of this problem, relating morpho¬ 
logic variation to dysmenorrhea. 


Authors’ Note: Sincere thanks are extended to 
Dr. H. Menduke, of the Department of Biostatis¬ 
tics of the Jefferson Medical College, for his 
worthy counsel. 

RESUMEN 

En 27 autopsias practicadas en mujeres 
se ha podido constatar que la mayor parte 
de las veces los nervios iliohipogastrico e 


ilioinguinal se unen en un tronco comun; 
ademas en mas de la mitad de los casos 
(contando los 2 lados de cada sujeto) uno 
de los 2 nervios al menos estaba incluido 
en una fascia o en masa muscular, o bien 
atravesaba la masa del psoas. 

La mayor parte de las jovenes que pade- 
cen dismenorrea se quejan de dolor en la 
region de la pared abdominal inervada por 
el iliohipogastrico o el ilioinguinal, Quizas 
las aderencias musculo-aponeureticas des- 
critas irritan a estos nervios coincidiendo 
con la dismenorrea. 

ZUSA M MENFASSUNG 

Beobachtungen an 27 weiblichen Leichen 
haben gezeigt, dass in dev MehrzahJ der 
Falle der N.iliohypogastricus und der 
N.ilioinguinalis sich zu einem Strange ver- 
einigen. 

In mehr als der Halfte der untersuch- 
ten Praparate wurde festgestellt, dass die 
bsiden Nerven entweder gegen Muskeln 
oder Bindegewebsgebilde gedrfickt waren, 
oder dass sie den M.psoas major durch- 
bohrten. 

Die meisten unter schwerer Dysmenor- 
rhoe leidenden Madchen klagen fiber 
Schmerzen in einer Gegend der Baueh- 
wand, die der Verteilung der Hautaste des 
N.iliohypogastricus oder des N.ilioingui¬ 
nalis oder beider Nerven entspricht. Ob 
bei der Dismenorrhoe eine Reizung dieser 
Nerven durch Einklemmungen seitens der 
Muskeln oder Faszien eine Rolle spielt, ist 
ungewiss. 

RIASSUNTO 

Studi anatomici su 27 cadaveri di donna 
hanno dimostrato che nella maggioranza 
dei casi i nervi ileo-ipogastrieo e ileo-ingui- 
nale si uniscono in un tronco unico. 

In piii della meta dei casi osservati i 
nervi erano compressi contro muscoli o 
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formazioni connettivali, oppure attraver- 
savano il grande psoas. 

In molte ragazze con grave dismenorrea 
vi e un dolore nella parete addominale che 
corrisponde alia distribuzione cutanea di 
quest! due nervi. Non e possibile dire se 
questi siano irritati da compression! mio- 
fasciali. 

p.£sum£ 

L’etude de 27 cadavres feminins a mon- 
tre que Jes nerfs iliohvpogastriques et ilio- 
inguinaux se reunissent en un seul tronc 
dans la majorite des cas. 

Dans plus de la moitie des cotes exami¬ 
nes, les nerfs soit ilio-hvpogastriques soit 
ilio-inguinaux adberaient au muscle ou au 
tissu conjonctif, ou ils penetraient dans 
le muscle psoas. 

La plupart des jeunes fdles que l’auteur 
a examinees et qui presentaient une dys¬ 
menorrhea grave, se plaignaient de dou- 
leurs au niveau de la paroi abdominale, 
correspondant a la distribution cutanee 
des nerfs ilio-hypogastriques et ilio-ingui- 
naux. Les inclusions mvofasciales irritent- 
clles ces nerfs en cas de dysmenorrhee? 
II n’est pas possible pour l’instant de se 
prononcer a ce sujet. 


BROWN AND GOLUB: MYOFASCIAL IMPINGEMENTS 
SUMAP.IO 

Observacoes em 27 cadaveres do sexo 
femenino revelaram que na maioria dos 
casos os nervos ileohipogastrico e ileo- 
inguinal apresentavam-se unidos. for- 
mando um simples tronco. 

Em mais da metade dos casos obser- 
vados, os nervos ileohipogastrico e ileo- 
inguinal estavam impingidos contra os 
musculos por formacoes de tecido con- 
juntivo ou penetravam no musculo psoas. 

A maioria das mocas com dismenorrea 
severa queixam-se de dor na regiao da 
parede abdominal correspondente a distri- 
buicao cutanea do nervo ileohipogastrico 
ou ileoinguinal. 

fi incerto se tais impingimento? mio- 
aponeuroticos irrit am os nervos con 
comitantemente com a dismenorrea. 
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T HE effusion of blood into the cellu¬ 
lar structures of the vulva, vaginal 
walls and extraperitoneal space after 
delivery or a gynecologic procedure is a 
dangerous complication. 

Both Williams 1 and DeLee 2 stated that 
Jacob Reuff in 1554 first recorded and de¬ 
scribed the vulval and perineal variety of 
hematoma. The gynecologic literature fails 
to reveal any study of this complication; 
most authors identify the entity as acci¬ 
dental to or consequent upon delivery. 

The relation of hematoma to obstetrics 
has been studied extensively. In 1940 Hugh 
Hamilton 3 reviewed 12 cases under his 
own supervision, in addition to 127 which 
he collected and studied from the litera¬ 
ture. He separated hematomas into two 
varieties: immediate and delayed. The 
former occurs soon after labor and is con¬ 
sidered due to the trauma of delivery. This 
trauma is induced by spontaneous disrup¬ 
tion of the tissues or by operative manipu¬ 
lation. The delayed type is said to be due 
to necrosis of blood vessels and may occur 
as late as twenty-one days post partum. 2 
Illustrative of this is the following case. 

CASE REPORT 

Mrs. L. R., aged 33, was admitted to the hos¬ 
pital complaining of fever, chills and pain in 
the abdomen and rectum for three days. The 

From the Obstetrical and Gynecological Departments of 
the Hospital for the Women of Maryland and the Sinai Hos¬ 
pital of Baltimore. 

Submitted for publication May 22, 1958. 


previous obstetric history showed that she had 
had two spontaneous abortions after eight 
weeks of gestation in September and Decem¬ 
ber, 1950. She had become pregnant again in 
July 1951, but three weeks prior to term it 
was apparent that there was a dead fetus in 
utero. On April 21, approximately two weeks 
before term, she went into labor and was de¬ 
livered spontaneously of an abnormal, macer¬ 
ated fetus. The postpartum course was un¬ 
eventful. Six weeks after delivery she began 
to complain of perineal and abdominal pain 
and inability to void urine. Accordingly, she 
was given antibiotics and admitted to the hos¬ 
pital. Examination revealed the abdomen to 
be extremely tender. A mass could be felt su- 
prapubically to about 2 fingerbreaths above 
the symphysis. Pelvic examination revealed a 
large fluctuating mass in the left vaginal wall. 
This mass encroached upon the rectum and 
extended above the pubis. The uterus was 
small and well involuted. There was no palpa¬ 
ble abnormality in either adnexal region. 

The temperature was elevated to 101 F. The 
blood contained 15,000 leukocytes per cubic 
millimeter, with 80 per cent polymorphonu- 
clears. The erythrocyte count and the hemo¬ 
globin level were within normal limits. Exam¬ 
ination of the urine gave negative results. A 
diagnosis of infected paravaginal hematoma 
was made, and with the patient under general 
anesthesia this mass was evacuated. About 
200 cc. of dark, foul-smelling fluid was drained 
through a vaginal incision; the area was 
drained. The patient made an uneventful re¬ 
covery and was discharged in five days. 

Further classification of this lesion must 
be made according to the direction of the 
spread of blood in relation to the pelvic 
fascia. If the hemorrhage occurred ex- 
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ternally to the pelvic fascia, the infiltra¬ 
tion dissected downward. On the other 
hand, if the bleeding appeared above the 
level of the fascia, the hemorrhage dis¬ 
sected into the extraperitoneal spaces. 

Of the patients studied by Hamilton, 84 
were reported to be primigravidae and 55 
multigravidae. Hematomas appeared 82 
times after spontaneous delivery and 57 
times after operative delivery. This com¬ 
plication developed immediately in 121 pa¬ 
tients; in the remaining 18 it was delayed. 
Only 1 death was recorded in Hamilton’s 
own group, but 27 occurred in the col¬ 
lected series. 

In 1952 McNally and Erlich^ collected 
and reviewed 52 cases of hemotoma of the 
birth canal, the records of which were 
taken from 8 Baltimore hospitals in a 
study covering three to fifteen years. Of 
the patients in this group, 34 were primi- 
gravidae and 18 multigravidae. Spontane¬ 
ous delivery occurred 9 times; 42 patients 
were delivered by forceps, and in 1 case 
there was a breech extraction. 

The incidence of labial, vaginal and 
extraperitoneal hemorrhape in the post¬ 
partum period is low. It has been reported 
as varying from 1 in 1,600' to 1 in 7,500 
(DeLee-). In presenting a study of lacera¬ 
tions of the birth canal, the authors ex¬ 
pressed agreement with Savage 1- that “the 
incidence of vaginal hematomata cannot 
be estimated accurately for many go un¬ 
noticed and are more frequent than gen¬ 
erally reeapni7od." 

In a ten-year study (1917-1957) of ob¬ 
stetric patients at the Hospital for the 
Women of Maryland. 62 hematoma- of the 
birth canal occurred after approximateh 
20.000 deliveries In a similar study of 
gviiecdogic patimt- m.r the same period, 
there vote onl> 8 -neb complication- 

In an eight-'ear -tud\ (1950-1957) ,,f 
"b-titric p.itnnt- at tin- Sinai Ho-pital of 
It.dtsmon . 59 h< matoma- of :h, birthcara! 
v« • i < ob-ii\, 1 *n .ippTn\ini..t» b 21.000 it.. 


In 20,000 deliveries at the Hospital 
for the Women of Maryland, in the 
past ten years, postpartum hemato¬ 
mas were observed 62 times. In the 
gynecologic service only 8 patients 
had this complication. In 21,000 de¬ 
liveries at the Sinai Hospital in the 
past seven years, postpartum hema¬ 
tomas were present 59 times. Statis¬ 
tics on this complication from the 
gynecologic service were not avail¬ 
able. 

According to the literature, primi- 
gravidae are affected more often 
than are multigravidae. In the au¬ 
thors' series the reverse was true. 
The complication was more often 
associated with operative than with 
spontaneous delivery. 

Prophylactic treatment consists of 
thorough inspection of the operative 
site and alertness as to the possibil¬ 
ity of the complication. Early active 
treatment is essential, with attention 
to the prevention of shock. 

In recent years the mortality rate 
has been lowered to zero. 


liveries. A study of the gynecologic pa¬ 
tients over the same period failed to reveal 
any such complication. The mortality rate 
was 0 (see table). 

The mortality rate has been estimated 
as ranging from 12 to JO per cent. This, 
however, does not concur with the re¬ 
viewed literature or with the re-ults of 
our study. 

Williams” reported mortality rate of 
56 per t nt: DeLeo.- 12 to -JO p-r cent; 
Hamilton" only 8.3 j>. r cent; and McNally 
and Erlich' o. In our -era - ;•]•■<', 

'•ccurred. 

Thi r.n.'-uni of b’,<- -1 l.-i j;m\ r. : 
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orrhage, producing shock and death if it is 
not recognized and properly treated. Hem¬ 
orrhage is always a sei'ious complication, 
but the concealed variety is of even graver 
import, since it is often missed until the 
patient is in extremis. 

The subject of retroperitoneal hemor¬ 
rhage associated with pregnancy prior to 
delivery has been reported. This compli¬ 
cation in the antepartum period is ex¬ 
tremely rare but has been observed by 
Zummo, Williams and Uznanski 7 and by 
Callagher. lb It is mentioned here only to 
point out the conclusion that similar caus¬ 
ative factors could exist in antepartum and 
postpartum patients as well as in patients 
subjected to gynecologic operations. 

As a result of having encountered sev¬ 
eral seriously complicating postpartum 
and postoperative hematomas, a study was 
made of patients delivered and operated 
upon at the Hospital for the Women of 
Maryland, covering a ten-year period, and 
at the Sinai Hospital of Baltimore, over a 
seven-year period. 

A complete review of the gynecologic 
patients of the Women’s Hospital revealed 
that only 8 had complicating postoperative 
hematomas, which followed vaginal plastic 
procedures in 6 cases and abdominal pro¬ 
cedures in 22. None proved fatal, and all 
were handled by evacuation of the clot, 
packing and blood transfusion. In the 
Sinai group, data on the gynecologic post¬ 
operative hematomas were not available. 

In the obstetric group at the Women's 
Hospital, hematomas of one degree or 
another developed in 62 patients. Of these 
20 were primigravidae and 42 multigra- 
vidae. Delivery was operative in 46 cases 
and spontaneous in 16. There were no 
deaths. 

Of the obstetric patients studied at the 
Sinai Hospital, 22 cases of hematomas 
occurred in 22 primigravidae and 37 mul- 
tigravidae. Operative delivery was neces¬ 


sary in 54 cases; while spontaneous de¬ 
livery occurred in 5. There were no deaths. 

It is necessary to separate into two parts 
the discussion of hematomas and extra- 
peritoneal collection of blood in obstetric 
and gynecologic patients. The first is the 
easily recognizable and simply treated vul¬ 
val and perineal hematoma. The second 
is the more often obscure and difficult to 
manage, i.e., hemorrhage into the para¬ 
vaginal, anterolateral and retroperitoneal 
spaces surrounding the vagina, uterus, 
tubes and ovaries. 

It is readily apparent that hematomas 
of the vulva, vagina and perineum are more 
frequently encountered in obstetric than in 
gynecologic practice. The reason is ob¬ 
vious, since more patients have babies 
than undergo gynecologic operations. There 
is always more vascularity of the pelvic 
organs and surrounding tissues in preg¬ 
nancy than would be present in the non¬ 
pregnant state. Whatever may be the caus¬ 
ative factor in either group, gentleness in 
the handling of tissues, meticulous atten¬ 
tion to hemostasis and thorough inspection 
of the operative site are all cardinal steps 
in its prevention. 

In the further discussion of hematomas 
of the gynecologic variety, Strauss, in 
Davis’ Gynecology and Obstetrics listed 
several causes of hemorrhage that may 
produce hematomas: (1) torsion of a 
pedunculated mass; (2) subperitoneal rup¬ 
ture of a broad ligament varix; (3) par¬ 
tial or complete rupture of a pregnant 
uterus; (4) proliferation of an ovarian 
neoplasm with extension into the broad 
ligament; (5) hemorrhage into an ovarian 
or para-ovarian cyst or rupture of the 
same, 8 and (6) perforation of the uterus. 

The majority of hematomas, once devel¬ 
oped, involve superficial tissue only. These 
may go on, however, to develop into the 
more serious variety. They are quickly 
distinguished by a purplish discoloration; 
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Obstetrical Hematomas in Relation to Parity, Delivery and Mortality 
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Hamilton, 1940 
McNally and Erlich, 1952 
Women’s Hospital Series, 1957 
Sinai Hospital Series, 1957 


S umber of Operative Spontaneous Mortality* 

Case* Prtmiffraridae Multigraeidae Delivery Delivery Sc 



they are associated with severe pain and 
tenderness. In fact, the Severity of the 
pain is often the clue that should lead to 
the discovery of the lesion. 

When there is bleeding above the pelvic 
fascia that forms at a higher level, the 
collection may become enormous. It may 
even occlude the rectum or the vagina. 

Occasionally effusion of blood may start 
at the base of the bladder and extend up¬ 
ward into the extraperitoneal spaces. This 
is no longer a simple hematoma but a 
severe, uncontrollable loss of blood, seri¬ 
ously endangering the patient’s life. 

This type of hemorrhage complicating 
gynecologic and obstetric procedures is 
comparatively rare. Torpin 1 ' reported the 
cases of 28 patients who had this type of 
bleeding associated with pregnancy and 
delivery. Although in the majority of his 
patients rupture of the epigastric arteries 
occurred during pregnancy, in 10 it oc¬ 
curred after delivery and in 2 after abor¬ 
tion. Torpin observed that this complica¬ 
tion was more frequent in multigravidae 
than in primigravidae. There was also some 
correlation to trauma, such as a severe 
cough or in external blow. The maternal 
mortality rate was ir» per cent. 

Two illustrative ca<os are here reported. 
In the first, rupture of the epigastric ves¬ 
sels followed delivery. In the second, se¬ 
vere retroperitoneal bleeding followed 
parametria! fixation for prolap-e of the 
Uteri!'. 


ently in labor. A frank breech extraction was 
done. After approximately two hours of excel¬ 
lent labor there was full dilatation and the 
patient was ready for delivery- Under gas 
oxygen anesthesia she was delivered of a live 
girl weighing 6 pounds 8 ounces (2,948 Gm.l, 
over a left medio lateral episiotomv. The Guil- 
lemeau-Mauriceau-Smellie-Veit maneuver was 
used for the aftercoming head. A moderate 
amount of suprafundic pressure was exerted 
during the delivery. About five hours later the 
patient apparently was in shock. She was cold 
and clammy, sweating profusely, and the blood 
pressure in millimeters of mercury was 70 
cystolic and 50 diastolic. Examination at this 
time revealed a large suprapubic mass that 
was extremely tender to palpation. Upon cathe¬ 
terization, a small amount of concentrated 
urine was obtained, after which two distinct 
masses could he palpated and a large supra¬ 
pubic mass extending almost to the umbilicus, 
and another mass on the left, which gave 
a definite impression of being the uterus. A 
diagnosis of rupture of the uterus was made. 
The patient was given several transfusions, 
and when her condition warranted it an oper¬ 
ation was performed. When the rectus sheath 
was opened, a tremendous amount of blood was 
observed in the anterior and paravesical spaces, 
extending down to the pelvic floor. There was 
a general ooze, hut no definite bleeding point 
could be located. The peritoneum was opened 
sufficiently to determine the fact that the 
uterus was not ruptured. Despite continuous 
transfusion, the condition of the patient 
P'■or. The extraperitoneal space- v.cre <-d 
with gelfoam and gauze and tlu-n drain* d. 
H ith antibiotic therapy and -upporthe tr*..t- 
menf. the patient made a -tendy r>> • rv; ri • 

"a- dis-harg-d a- in r< da;,-. 
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ditional pregnancies and the protrusion caused 
her great discomfort, the parametrial fixation 
type of operation was chosen. This was per¬ 
formed with ease, and no unusual blood loss 
or other complication was encountered at the 
time of operation. On the third postoperative 
day a routine red blood cell count revealed a 
hematocrit reading of 34, with 2,240,000 red 
blood cells per cubic millimeter. The patient 
was therefore given 500 cc. of blood. On the 
fifth postoperative day a moderate amount of 
dark blood began to ooze from the vagina. On 
the seventh postoperative day there was a sud¬ 
den profuse hemorrhage;the patientwent into 
shock. A transfusion was given, and she was 
moved to the operating room. Several small 
bleeding points were detected on the cut vag¬ 
inal edges and the cervix. A secondary re¬ 
pair was done; the vagina was packed, and 
the patient was returned to her room. Sev¬ 
eral days later the bleeding recurred, and 
she was brought to the operating room for 
another repair. At this time an exploratory 
laparotomy was performed with the intent of 
removing the uterus, but it was apparent that 
the bleeding was in and from the left pai'a- 
metrial space. A large pack was inserted into 
this space, which controlled the bleeding. From 
then on the patient’s recovery was uneventful. 
She was finally discharged as well on the 
twenty-fourth day after the first operative 
procedure. Repeated examinations revealed 
that she no longer had prolapse, cystocele or 
rectocele. She has had no further pregnancies 
up to the time of this report. 

COMMENT 

Vulval, paravaginal and extraperitoneal 
effusion of blood must be considered from 
the surgical as well as from the obstetric 
viewpoint. It is apparent that the surgical 
variety of this complication cannot be as 
frequent as the obstetric type. Over a pe¬ 
riod of ten years in an active gynecologic 
service, only 8 patients had to have post¬ 
operative hematomas. In obstetric prac¬ 
tice, hematoma of the birth canal appears 
much more frequently, as is revealed by 
the observation of 62 such cases in 20,000 
deliveries over a similar length of time; 
and 59 in 21,000 deliveries over a seven- 
year period. 


In reviewing the literature it becomes 
obvious that a great deal has been accom¬ 
plished in lowering the mortality rate. 
From rates previously as high as 40 to 
56 per cent, the rate has been lowered to 
none. This decrease speaks well for the 
operating surgeons involved. It is due, 
probably, to close observation of the pa¬ 
tient; the search for laceration of the 
vulva, vagina and perineum, and the active 
treatment of the latter once it is discov¬ 
ered. A more thorough search for blood 
dyscrasia and the employment of early and 
frequent transfusions have also been help¬ 
ful. 

Stress is placed upon the early recogni¬ 
tion and treatment of the delayed type of 
hematoma. Whenever an operation or de¬ 
livery occurs, constant vigilance is neces¬ 
sary to detect hemorrhage of the concealed 
type. 

Once a lesion has been found, it is im¬ 
perative to institute active treatment. In¬ 
travenous infusion of dextrose should be 
started, so that a vein may be open in 
case blood is necessary. Visible collections 
of blood should be observed closely. If 
progession of symptoms is noticed, imme¬ 
diate evacuation, with packing of the cav¬ 
ity of the hematoma, should be carried 
out. It is seldom that bleeding vessels are 
seen; delay in hemostasis, therefore, is not 
warranted by attempts to locate such ves¬ 
sels. Suture ligation in the cavity, with 
tight, firm packing and contrapacking, are 
indicated. Often palliative treatment is 
deleterious to the patient whose condition 
may rapidly deteriorate owing to the loss 
of blood or the loss of clot mechanism as¬ 
sociated with a large hemorrhage. 

Although hematomas develop frequently 
after spontaneous delivery, they appear 
more often after the operative type. In the 
previous series studied from the literature 
they appeared more often in primigravidae ; 
in our series the reverse was true. The 
discrepancy is unaccountable, j T et it will 
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be noted that operative delivery was more 
frequent in the patients studied by us, and 
this may have some significance. 

We wish to emphasize the importance of 
routine inspection of the involved struc¬ 
tures after delivery or operation. An 
essential part of the early diagnosis of 
hematoma is alertness to its possibility. 
Once the diagnosis has been established, 
it is important to begin treatment. 

SUMARIO E CONCLUSOES 

Faz revisao dos hematomas pos-operato- 
rios e do pos-parto, alem de analisar as 
hemorragias extraperitoneais. 

Hematomas foram observados 62 vezes 
em 20.000 partos no Hospital de Maryland 
em 10 anos. Somente 8 mulhesres tiveram 
complicates pos-operatorias. Em 21.000 
partos no Sinai Hospital em 7 anos houve 
59 hematomas, nao havendo dados estatis- 
ticos no serviqo ginecologico desse hospital. 
A literatura registra que as primiparassao 
mais acometidas que as multiparas. Ha 
serie do A. os achados foram inversos. 
tendo essa complicate sido mais frequente 
nos partos operatorios que nos naturais. 
A mortalidade recentcmente caiu a zero. 
A prevenqao consiste na exame cuidadoso 
do campo operatorio e a vigilancia. Pre- 
conisa o tratamento pronto com atencao 
a provenqao do choque. 

Rl'.Sl’Mi: ET CONCl.VSIONS 

Etude sur les hematomos et les hemorra- 
gie* oxtraperitoneales post-operatoi res et 
post-partum. 

Sur 26.000 accouchements a 1'Hopital 
pour Femme* de Maryland il v a on. an 
cours de* 10 dernieres anm'e*. 62 cas 
(Vhematome- pnvt-partmn (8 ca* senlc- 
ment dan* !<■ service de gynecologic) et 59 
ca< sur 21.000 au Sinai Hospital, an cours 
de* 7 di rniC n-- anr.ee*. Solon la littdr;.- 
tuto c«Me complicaiit-n »-t phi* fn'-qmnt.- 
cher !< * piitn'.io -ti-. mais l’;.ut< nr a con¬ 


state le contraire dans sa serie de cas per¬ 
sonnels. 

Depuis quelques annees la mortality est 
nulle. 

Le traitement prophylactique consiste 
en une inspection complete du territoire 
operatoire avec, en cas de complications, 
un traitement precoce actif associe aux 
mesures d’usage en vue deviter le choc. 

ZUSAM MENFASSUNG UND SCHLUSSFOLGERUNGEN 

Das Thema postoperativer und nachge- 
burtlicher Hamatome und extraperitone- 
aler Blutungen wird einer Hachpriifung 
unterzogen. 

Im Hospital for the Women of Mary¬ 
land vurden bei 20 000 Entbindungen in- 
nerhalb der letzten zehn Jahre nachge- 
burtliche Hamatome 62 mal beobachtet. 
Auf der gynakologischen Abteilung trat 
diese postoperative Komplikation nur bei 
acht Patientinnen auf. Im Sinai Hospi¬ 
tal kam bei 21 000 Entbindungen in den 
letzten sieben Jahren 59 Xachgeburts- 
hamatome vor. Von der gynakologischen 
Abteilung waren Statistiken fiber diese 
Komplikation nicht erhiiltlich. Nach den 
Berichten in der Literatur werden Erst- 
gebiirende offers befallen als Mehrgebii- 
rende. In der Serie des Verfassers war 
das Umgekehrte der Fall. Die Komplika¬ 
tion trat haufiger bei operativen als bei 
spontanen Entbindungen auf. 

In den letzten Jahren ist die Sterblich- 
keitsziffer auf Null herabgesunken. 

Die prophvlaktisclie Behandlung besteht 
insorgfaltiger Besichtignng des Opera- 
tionsgebietes und in der Wachsamkeit, mit 
der an diese miigliche Komplikation gc- 
dacht wird. Fruluvitigo aktive Behandlung 
unter P.eachtung der Vori>eugung oin<-* 
Schock.s i«t von wc-entlicher TJotlcntng.g. 

Tjsvy.y'; v co*;c: -• 

n-vi'-a M •.i-rr.a de }.«rr:<rr:.g;:. 
eV.r.ap* rit:.!•-• y ! - m;.*- rr.:-.- . 
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postoperatorio o despues del parto. Eli 
el hospital Ginecologo de Meryland ha ha- 
bido 62 casos con hematomas puerperales 
entre los 20,000 partos atendidos en 10 
anos; solo 8 en el postoperatorio de enfer- 
mas ginecologicas. 

Entre los 21.000 partos asistidos en 
estos ultimos 7 anos en el Hospital Sinai 
se han visto 59 casos de hematoma; no 
se senalan los casos resultados del departa- 
mento de ginecologia. 

La literatura afirraa que las primigravi- 
das estan mas predispuestas a esto que las 
multigravidas; sin embargo nuestra ex¬ 
perience senala lo contrario. Por otro 
lado se presenta con mas frecuencia en las 
enfermas operadas. 

En estos ultimos anos el indice de morta- 
lidad ha bajado a O. 

Debe hacerse una buena profilaxis vigi- 
lando bien el campo operatorio si ha ha- 
bido intei'vencion y estudiando bien a la 
enferma temiendo complicaciones. El tra- 


tamiento ha de ser rapido, para prevenir 
el shock. 
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The Middle Ages, an era of bronze and iron which emerged enveloped in a 
historical cloud of dust, did not represent a complete retrogression in medical knowl¬ 
edge. True, the stars of astronomy became the flickering lights of astrologic sym¬ 
bolism, and the chemist’s test tube was transmuted into the bubbling crucible of the 
alchemist searching for the philosopher’s stone. But the cathedrals became temples 
of study where the essences of classical knowledge were translated and poured into 
occidental molds, and the Arabs advanced pharmacology, although they suppressed 
the knife in favor of cautery. 

— Marti-I banez 
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The Management of Puerperal Constipation 
With a Senna Preparation 1 

S. C. KASDOX, M.D. * and B. 0. MOREXTIX, M.D ** 

BOSTON, MASSACHUSETTS 


T HE normal woman post partum rare¬ 
ly has a spontaneous stool in the first 
few days of the puerperium. The 
causes of this constipation are usually the 
following: 1 (1) the bowel has been emptied 
by cathartics and/or enema before labor or 
at onset of labor; (2) food and fluid intake 
are minimal during labor, which may last 
from twelve to eighteen hours; (3) there 
is normally a notable diuresis post partum 
that results in some dehydration of the 
intestinal contents; (4) the abdominal and 
perineal muscles, because of the distention 
of late pregnancy and labor, are ineffec¬ 
tive expulsive agents; (5) postepisiotomy 
perineal discomfort and pain make the 
forcible evacuation of inspissated feces 
difficult, and (G) the normal tympany 
present in the puerperium, which may be 
related to intestinal paresis following the 
excessive swallowing of air during labor 
and delivery, contributes to the constipa¬ 
tion. 

The ubiquitousness of this postpartum 
complaint has become an economic and 
administrative problem in the obstetric 
departments of most hospitals, since the 
shortage of nursing personnel makes it 
undesirable to employ enemas for this type 
of constipation. The saline or soapsuds 
enema, Used safely and effectively for 



Three random groups of 100 puer- 
perae each were compared for the 
anticonstipation effectiveness of min¬ 
eral oil milk of magnesia in one 
group, with a senna preparation in 
another and no cathartics in a third. 
The senna preparation eliminated 
the need for the third postpartum 
day enema in 84 per cent of the 
cases, as opposed to 13 and 16 per 
cent far the other groups. 

The effectiveness of the product, 
with only limited undesirable side 
effects, makes it useful in the reduc¬ 
tion of nursing care of the post¬ 
partum patient. 


many years on the second or third day 
post partum for the relief of constipation, 
has the disadvantage of requiring fifteen 
to twenty-five minutes of the nurse's time 
for each patient. 

Cathartics, which are drugs to promote 
defecation, are present in needlessly large 
numbers and may well outnumber any 
other class of pharmaceutical preparation 
used in medicine. This j* j n no way an 
index of their u.-efulne--, but i! do<- 
repre-ent the remarkable concern evi¬ 
denced by r.'/i-; p.-<\pb> with r> g.ird *»■ 
bov.e! evacuation. Cathartic- e< *. by one of 
thive fundamental m-ehant-m- a'.d 
be t!--—it.* *i I"!!”",: til e uij*.,!* 
( l :.r’h v' : ..'i ;• -r. jo *• . 
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by nerve stimulation; (2) the bulk cathar¬ 
tics, which increase the contents of the 
intestinal tract and are made up of hydro¬ 
philic colloids, indigestible fibers or inor¬ 
ganic salts that retain water in the large 
bowel owing to the osmotic pressure they 
exert, and (8) the emollient cathartics, 
which lubricate the intestinal tract and in 
this manner facilitate the passage of feces. 

Method and Experiment .—The search 
of a substitute for the postpartum enema 
led to the evaluation of a senna prepara¬ 
tion 3 for comparative purposes with milk 
of magnesia and mineral oil, and no cathar¬ 
tics at all. 

Senna is obtained from the dried leaves 
and pods of cassia senna (cassia acutifo- 
lia). These contain glucosidal compounds 
which are themselves inactive. In the al¬ 
kaline small intestine, however, they are 
hydrolyzed or oxidized by bacteria yield¬ 
ing oxymethyl-anthraquinones, which pro¬ 
duce the cathartic action. The most com¬ 
mon of these substances are emodin and 
chrysophanic acid. The special charac¬ 
teristics of various, drugs in this group 
are probably due to differences in the 
isomers of these materials and in the 
stability of their glucosidal combination 
or to the presence of other associated sub¬ 
stances, such as tannin and resins. Emodin 
cathartics include cascara sagrada, rhu¬ 
barb and aloe as well as senna. They are 
also known as anthracene cathartics. 

The patients in this study were 300 nor¬ 
mal non-nursing women without obstetric 
complications and between 38 and 42 
weeks of gestation, two-thirds of whom 
were clinic patients and one-third private 
patients. All were delivered through the 
pelvis, and none had unusual laceration or 
injury. The deliveries were all either spon¬ 
taneous or low forceps deliveries, and episi- 
otomy and repair were done in all of them. 
The distribution of parity in the two 
groups is demonstrated in Table 1. It re¬ 


veals a statistical homogeneity that is sur¬ 
prising!}'' good for such a short series of 
subjects. The subjects were placed in any 
one of the three study groups, no one fac¬ 
tor determining the category except for 
the numerical order of admission. 

The mineral oil and milk of magnesia 
were used together in 15 cc. doses of each, 
administered by mouth at bedtime each 
night from the first night after the twelfth 
postpartum hour. The senna granules were 
administered in like manner at bedtime in 
4 gm. doses. If dejection had not occurred 
by the third day after delivery, a soapsuds 
enema was administered in most cases to 
all three groups. 

Results .—A total of 300 puerperal wom¬ 
en were separated by numerical choice into 
the three equal groups for the purpose of 
reducing, by comparison, the nurse’s time 
expended in the administration of enemas. 
The senna preparation used resulted in 
spontaneous dejections in 84 per cent of 
the women by the third day after delivery. 
The control group without anticonstipa¬ 
tion medication and the group given milk 
of magnesia and mineral oil had spontane¬ 
ous dejections on the third day after par¬ 
turition in 13 to 16 per cent of cases, re¬ 
spectively. There were no significant toxic 
side effects in any of the groups studied. 

In the dose levels used hei'e, loose stools 
and/or griping pains in the large bowel 
occurred in 3 per cent of the group given 
mineral oil and milk of magnesia and in 
8 per cent of the group given senna. A few 
patients who were not included in the 
study but were given 8 Gm. doses of the 
senna preparation had an appreciably 
higher incidence of loose stools and grip¬ 
ing pains. Toxic manifestations were lim¬ 
ited to these two complaints and in no 
case proved to be of serious import. 

Since none of the patients followed in 
this study nursed their infants, no com¬ 
ment can be offered on the transmission 
of senna products through lactation. In no 
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instances was a notable change in the color 
of the urine induced by the excreted chry- 
sophanic acid. 

The pronounced reduction of the need 
for enemas through the use of the senna 
preparation is apparent from Table 2. It 
is clear from this study that mineral oil 
and milk of magnesia, used together in 
15 cc. doses of each, oiler no clear advan¬ 
tage whatsoever over the omission of anti¬ 
constipation medication, as far as reduc¬ 
tion in the need for the enema is concerned. 


COMMENT 


The emodin cathartics act only on the 
large intestine, and the motor activity of 
the small bowel is probably uninfluenced. 
There is, however, a report that emodin 
directly perfused in the small intestine 
does cause an increased motility of the in¬ 
testine/ This does not appear to be present 
with the ordinary doses of senna. It has 
been suggested' 1 that the pharmacologic 
activity of senna extracts specifically stim¬ 
ulate Auerbach’s plexus in the large bowel 
and that this causes prompt passage of 
fecal contents. The time required for the 
drugs to traverse the small intestine and 
the necessity for a bacterial liberation of 
the active principle delay the cathartic ac¬ 
tion up to six hours and occasionally 
twenty-four hours after administration. 
The emodin drugs are partly absorbed 
from the upper pari of the intestinal tract 
and are excreted in body fluids. During 
lactation they may appear in the milk in 
sufficient amount to a fleet a nursing in¬ 
fant. Certain constituents of crude drugs 
may he excreted into the urine, coloring it. 
After administration of senna, for in¬ 
stance. chrys.tphanic arid excreted by 
the kidneys. This compound colors acid 
urine flow -brown and alkaline urine red- 
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Table 1. —Parity of Pucrpcrae in Study of Senna 
Preparation and Postpartum Constipation 

Patient Group 

Ui 

Xumber of Pregnancy 
td Sd ith Sth 6 th 7 th 

No cathartics 

40 

so 

12 

9 

5 

3 1 

Milk of Magnesia 
and Mineral Oil 

46 

17 

19 

4 

8 

3 3 

Senna extract 

42 

24 

16 

10 

6 

2 


Table 2. —Comparison of Results in Puerperal 
Constipation from Mill: of Magnesia [Mineral 
Oil and Senna Preparation 


Botrrl Evacuation cmf 
Postpartum Day 

Vo 

Cathartic* 

Mflfc of 
Magnesia/ 
Mineral Oil 

Senna 

Preparation 


No. in 

.Vo./gc 

■Vo./'T 

3d day without 
requiring enema 

13 

16 

84 

3d day with 
enema required 

S3 

77 

14 

4th day with 
enema required 

4 

7 



tal mucosa. This has not thus far been re¬ 
ported in connection with the senna prepa¬ 
ration used in this study. 5 

Senna was used as a cathartic in early 
Arabic medicine. This drug is more active 
than cascara sagrada and occasionally pro¬ 
duces bowel evacuation in less than six 
hours after administration. It may cause 
considerable griping, and it has been sug¬ 
gested that this results from the presence 
of the resins in the preparation. This was 
a minor factor in the study here reported 
and certainly caused the patients less dis¬ 
pleasure than did the administration of a 
soapsuds enema. The flavor of the com¬ 
mercial senna preparation used was en¬ 
tirely acceptable and pleasing to these 100 
women. The efTectivene-- of the senna 
preparation in reducing th<* ne«-d for 
enemas during the pimrporitim h- clearly 
apparent from thi- .-tody. 
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hinsichtlich der Verstopfung behebenden 
Wirksamkeit verschiedener Mittel ver- 
glichen. Die eine Gruppe erhielt eine Kom- 
bination von Minerals! und Magnesia- 
milch, eine andere ein Sennapraparat und 
die dritte andere Abfuhrmittel. In der mit 
dem Sennapraparat behandelten Gruppe 
liess sich der Einlauf am drittenTagenach 
der Entbindung in 84 Prozent der Falle 
ausschalten, was bei den anderen beiden 
Gruppen nur in 13 und 16 Prozent der 
Fade gelang. 

Die Wirksamkeit des Sennapraparats, 
das nur eine sehr begrenzte Zahl von uner- 
wiinschten Nebenerscheinungen mit sich 
brachte, lasst sich zur Einsparung des 
Krankenpflegepersonals auf der geburts- 
hilflichen Abteilung ausnutzen. 

RESUME 

Trois groupes pris au hasard, compre- 
nant chacun 100 cas de fievre puerperale 
ont servi de base pour 1’etude des pro- 
prietes anticonstipantes des produits sui- 
vants: (1) huile minerale-lait de magne- 
sie; (2) preparation de sene; (3) cathar- 
tiques. La preparation de sene a permis de 
supprimer le lavement du troisieme jour 
apres 1’accouchement dans 84% des cas 
(13 a 16% pour les autres groupes). 

L’efficacite du sene (troubles secondaires 
minimes )est precieuse du fait qu’ede re- 
duit les soins post-partum. 

RIASSUNTO 

Vennero scelti a caso tre gruppi di 100 
puerpere ciascuno e trattati il primo con 


olio minerale e late di magnesia, il secondo 
con senna e il terzo con catartici, onde 
studiare 1’efficacit rispettiva di questi 
farmaci. La senna riesce a eliminare la 
necessita del clistere nell’84% dei casi, 
mentre cio avviene rispettivamente solo 
nel 16 e nel 18% deli altri due gruppi. 

Tale prodotto, pertanto, oltre ad avere 
solo scarsi effetti collaterali, si dimostra 
molto utile nell’assistenza post-partum. 

RESUMEN 

Se hace un estudio comparativo de 3 
grupos de 100 puerperas cada uno, para 
observar el valor purgante de la magnesia, 
el senna y los catarticos. 

El preparado de senna suprime la nece- 
sidad de administrar un enema laxante al 
tercer dia del puerperio en el 84% de los 
casos, mientras que con los purgantes solo 
se obtiene un 13 y un 16% de exitos. 

La eficacia del producto, cuyos efectos 
secundarios son minimos, hace que sea 
util para reducir las molestias del puer¬ 
perio. 
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Look at the cases not from the standpoint of textbooks and monographs, but as 
so many stepping-stones in the progress of your individual development in the art. 

—Osier 
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Binocular Simultaneous Cataract Extraction 
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B INOCULAR simultaneous cataract ex- 
i traction is a controversial subject that 
is seldom discussed in the literature. 
Prevailing’ opinions favor the monocular 
removal of bilateral cataracts. All authori¬ 
ties agree, however, that the type of opera¬ 
tion employed depends on the individual 
case and on the experience of the surgeon. 
There are a number of circumstances that 
favor binocular simultaneous cataract ex¬ 
traction. Patients dread the prospect of 
having one eye operated upon and knowing 
that another operation is planned for the 
other eye at some future date. The ophthal¬ 
mologist may have convinced the patient 
prior to the first operation, but when the 
time comes for the second operation the 
patient frequently asks: “Why didn't you 
do both eyes and have it over with?” “If 
this eye didn’t turn out good, can you 
guarantee the other?” "I won’t take the 
chance and go through that again!” Or he 
may state “I won’t go through this again, 
you should have done both of them while 
you had me on the operating table!” 

Several years ago 1 conceived the plan 
of a single hospitalisation for cataract 
patients hut with the extractions spaced a 
neck apart. An elderly arthritic woman 
nils one of the fir.-t to undergo this routine. 
Her systemic condition wa* such that two 
operation*, separated by an indefinite in¬ 
terval of time, would ha\e «-n a true 
hat d*hlp i - ** et the s»;ece--ful re * lilt - 


A series of cases of bilateral si¬ 
multaneous cataract extraction is 
presented. This operation was per¬ 
formed on all types of patients, re¬ 
gardless of physical condition or 
complications. 

Diabetics and hypertensive pa¬ 
tients—patients v/ith cardiac insuffi¬ 
ciency, psychotic patients, deformed 
arthritic patients, patients over 90 
years of age and 2 under 50 (one 32 
years old and one 98 years old) suc¬ 
cessfully done without complications 
not usually encountered in monocu¬ 
lar surgery. 


in this case, not only from the surgical but 
from the psychologic point of view, the 
same procedure was followed in a series of 
2] cases. In all these cases the relief and 
pleasure of the patient and his family 
that the entire ordeal was over was im¬ 
pressive. Another favorable aspect was 
that when serious late complication* oc¬ 
curred. or were pre.-ont in one eve. the 
other eye had been operated upon and 
vision was maintained. In spite of the un¬ 
fortunate condition in er.e eye, th.e pa¬ 
tient’* concern v.n* , 

could .-till iis«- the other. 

Wh**u the fundu- i- u-t \ I *: i > * * - ; r> ■ ; ■ r- 
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better after the operation than it was be¬ 
fore. In such circumstances a patient is 
not easy to convince of the need for sur¬ 
gical intervention in the other eye. One 
patient, at the time of the first operation, 
revealed senile central degeneration. Al¬ 
though his vision was poor, he declined 
operation on the second eye until two years 
later. The visual result of the second opera¬ 
tion was 20/20 with correction, but be¬ 
cause of the unfortunate condition of the 
eye first operated upon, the patient had 
needlessly endured partial blindness for 
two years. 

Unilateral extraction of cataract may 
cause diplopia, and the patient, if the eye 
not operated upon is the dominant eye, 
may refuse to wear glasses and complain 
bitterly of confusion and dipolpia. One 
patient learned to suppress vision in one 
eye, with the result that she had trouble 
in focusing and the eye turned inward. 
Finally, she and her family were convinced 
that the second eye should be operated 
upon, but a year passed before she could 
use both eyes together and overcome sup¬ 
pression. 

After the success attained with cataract 
extractions performed a week apart, as 
well as four days apart, I was appi-oached 
by a patient who insisted that the two 
cataracts be removed simultaneously. Be¬ 
cause prevailing ophthalmologic opinions 
discouraged this procedure, the cataracts 
were removed at an interval of two days. 
The results were highly satisfactory. This 
encouraged me to perform binocular simul¬ 
taneous cataract extractions. 

Up to the time of writing 18 cataract 
operations have been perfoi'med for bilat¬ 
eral cataract one week apart; 3 extrac¬ 
tions, four days apart; 2 operations, two 
days apart, and 21 bilateral extractions on 
the same day. The results in the last group 
compare favorably with those of monocular 
extractions. 


Some of the objections to bilateral simul¬ 
taneous extraction include the possibility 
of infection, postoperative complications 
and secondary complications, as well as 
systemic disease. 

There is no reason why infection should 
be more prevalent in a binocular cataract 
extraction than in a monocular cataract 
extraction. The same aseptic conditions 
should prevail. 

Postoperative complications may mean 
that both eyes will be lost, but there are 
cases on record proving that both eyes can 
be lost through similar complications, even 
though the cataract operations were per¬ 
formed after what was considered a suit¬ 
able interval. 

Secondary complications may not inter¬ 
fere with the eyes. For example, in one 
woman, five days after bilateral cataract 
extraction, acute suppurative parotitis de¬ 
veloped on the left side. The eyes were 
treated only by cursory cleaning during 
her severe illness. Nevertheless, two 
months later all but one suture had fallen 
out, and corrected vision was 20/20 in 
both eyes. 

Even old, debilitated and iri’ational pa¬ 
tients may be benefited by simultaneous 
extraction of bilateral cataracts. In 1 case, 
with additional complication of bilateral 
glaucoma, neither postoperative bandages 
nor a mask could be applied. Nevertheless, 
recovery was uneventful, the glaucoma was 
controlled, and the patient was able to feed 
herself and to see with a +10.00 sphere. 

Bilateral operations have also been 
successful in diabetic and hypertensive 
patients. In fact, if postoperative complica¬ 
tions occur in one eye only, the patient is 
not so apprehensive, because the other eye 
is functioning. An example is the monoc¬ 
ular development of a large hyphema, 
with complete filling of the anterior cham¬ 
ber, in a woman ten days after the opera¬ 
tion. This patient had the use of her other 
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eye, and knew only that one eye was “a 
little weak” after the operation. Three 
months after the hyphema occurred, the 
eye had 20/30 vision with correction. 

Surgical Technic .—A brief outline of the 
surgical technic preferred in performing 
bilateral simultaneous cataract extraction 
is as follows: 1. Approximately 8 cc. of 
xylocaine with epinephrine is injected 
around each eye, the Van Lint technic 
being employed, and 1 cc. is injected retro- 
bulbarly. To assure better akinesia, a few 
drops are also placed behind the insertion 
of the superior rectus muscle and a few 
drops into the lower fornix. Massage of 
the eyeball according to the Chandler 
method softens it sufficiently to eliminate 
the need of h.valuronidase. 

2. A superior rectus stay suture (No, 
4-0 silk) is placed. 

3. A slight modification of the Park 
speculum is used. 

4. A 4 mm. limbus hinged conjunctival 
flap is prepared. 

5. A modified McLean groove incision is 
prepared 1 mm. behind the limbus, and 
five No. G-0 silk preplaced corneoscleral 
sutures are inserted, the loops being left 
open. 

fi. The anterior chamber is opened with 
the keratome and scissors to 180 degrees. 

7. Peripheral iridectomy is performed. 
A round pupil, whenever possible, is pre¬ 
ferred. 

8. Tim lens is grasped at G o’clock 
beneath a dilated iris with a Ca^troviejo 
forceps (cross net ion) and delivered intra- 
rnpMilnrly by ihe tnmbfiiu' technic. 

fi. 1 lie incision is cleansed, the iris j-e- 
posip ii and the sutures drawn up and tiglit- 
etnd. l'i\e or -i\ >h>, r.-d silk v«turt s are 
used t<> insure tight elo-ure of theconjunc- 
ti\ a. 

l t( . The intro motion of large air 
i'uhb’e, win;, p-s-shh. is ro-ifi-e 


11. A dressing is applied postoperatively 
and removed the next day. 

12. Routine postoperative treatment is 
prescribed. The patient may be allowed 
out of bed within one or two days and 
permitted to go home within five days, if 
he is eager to leave the hospital. 

13. After six weeks, refraction is per¬ 
formed ; +10.00 spheres are usually given 
at the first office visit, ten to fourteen days 
after the operation. 

Reasons for a Bilateral Procedure. — The 
advantages of a bilateral extraction are as 
follows: 

1. Hospitalization: 

a. It decreases the time and cost by 
50 per cent. 

b. It removes the fear of a return 
trip to the hospital. 

c. Old and debilitated persons are 
subjected to less confinement and 
relieved of a double operation. 

2. Vision: The binocular procedure in¬ 
sures better vision: 

a. When there is an undetected path¬ 
ologic condition in one eye prior to 
operation, the fellow eve may give 
very good vision, or vision at least 
adequate to the patient’s happi¬ 
ness. 

b. Binoeularitv is maintained. There 
is no readjustment of visual pat¬ 
terns, first depending on monocu¬ 
lar vision and then trying to 
achieve binocular vision when the 
second eye is operated upon at a 
later date. 

c. Postoperative hyphema is lo-s dis¬ 
turbing, especially in the diabetic 
patient, if the fellow eye continue- 
to maintain vi-ion. 

I.i o-o*’* tnc S'f f At*< (It RVo*. 

Pi’tcd >)*.— 1. Itil:.*« r.d cataract r\. 

traction -houM r ,„\ }». j,y - r ;t 
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move has become second nature and he 
may proceed with exactness and speed 
from one eye to the other. 

2. It should not be done under insurance 
plans unless the surgeon is willing to ac¬ 
cept one-half the fee for the second eye. 

RESUME 

L’auteur expose une serie de cas d’ex- 
traction simultanee bilaterale de la catar- 
acte. L’operation on a ete pratiquee sur 
toutes les categories de malades, sans tenir 
compte de leur etat physique ni de eom- 
lications eventuelles. Cette methode a ete 
couronnee de succes egalement dans les 
cas suivants: diabete, hypertension, insuffi- 
sance cardiaque, psychose, arthrite defor- 
mante. Le serie de l’auteur comprend des 
malades ages de plus de 90 ans et deux de 
moins de 50 ans (un de 32 ans, un de 98 
ans). 

La satisfaction des malades aussi bien 
que de leur famille s’est montree des plus 
encourageantes. Les avantages et les de- 
savantages de ce precede sont analyses, 
et l’auteur exprime l’espoir que sa contrib¬ 
ution encouragera davantage d’ophtalmol- 
gistes experiments a tenter 1’extraction 
simultanee bilaterale de la cataracte. 

RESUMEN 

Se trata de una serie de casos de ex- 
traccion bilateral simultanea de cataractas. 
Tales operaciones han sido hechas en toda 
clase de enfermos independientemente de 
su estato fisico o complicaciones. El autor 
ha operado sin mas pegas que en los casos 
de cirugia monocular enfermos hipertensos 
y diabeticos, insuficientes cardiacos, enfer¬ 
mos mentales, con reumatismo deformante, 
enfermos de menos de 50 y de mas de 90 
(uno de 32 y otro de 98). 

El bienestar y la satisfaccion del enfer- 
mo y de sus familiares son de lo mas 
compensadores. Se estudian los pros y los 


cantras del procedimiento. Es de esperar 
que este trabajo sirva de estimulo a los 
oftalmologos experimentados para le prac- 
tica de la extraccion simultanea de la cat- 
aracta bilateral. 

RIASSUNTO 

Viene presentata una serie di malati in 
cui fu eseguita la estrazione simultanea 
della cataratta. L’intervento e stato ese- 
guito in pazienti di ogni tipo, senza riguar- 
do per le condizioni fisiche o per le com- 
plicazioni. Si e ottenuto il successo in 
malati diabetici, in epertesi, in malati con 
insufficienza cardiaca, in psicotici, in art- 
ritici, in soggetti de oltre 90 anni (uno de 
98) e in due di meno di 50. 

Vengono elencati gli elemneti a favore 
e quelli contrari a questo metodo; si spera 
che il presente articolo spingera gli oftal- 
mologi a tentare I’estrazione bilaterale 
simultanea della cataratta. 

SUMARIO 

Apresenta uma serie de casos de extra- 
gao simultanea bilateral de cataratas. 
Executa esta operagao era todos os tipos 
de pacientes sem observancia das condi- 
goes fisicas ou de complicagoes existentes. 

Os doentes hipei-tenose e diabeticos, com 
insuficiencia cardiaca, psicoses, artriticos, 
acima de90 anos e abaixo de 50 anos (2 
casos) foram operados sem complicagoes 
o que nao tem ocorrido pela pratica da 
cirurgia monocular. 

Diz que o prazer experiementados pelos 
metodo. Aeredita que este trabalho ira es- 
timular os oculista mais experimentados a 
praticar a extragao bilater simultane. 

ZUSAMMENFASSUNG 

Es wird iiber eine Reihe von Fallen 
berichtet, bei denen die gleichzeitige Ent- 
fernung eines doppelesitigen Kataraktes 
vorgenommen wurde. Die Operation er- 
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folgte an Kranken aller Art ohne Riick- 
sicht auf ihren Korperzustand oder auf 
bestehende Komplikationen. 

Diabetiker, Kranke mit hohem Blutd- 
ruck, mit Herzinsuffzienz, mit Psychosen, 
mit deformierder Arthritis, Kranke von 
iiber 90 und zwei von unter 50 Jahren (ein 
32 jiihriger und ein 98 jahriger) wurden 
erfolgreich operiert ohne Auftreten von 
Komplikationen, was von Eingriffen an 
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einem Auge gewohnlich nicht gesagt wer- 
den kann. 

Die Erleichterung und die Freude des 
Kranken und der Familie waren ausserst 
ermutigend. Das Fur und Wider des Ver- 
fahrens werden besprochen. Der Verfas- 
ser hofit, dass seine Arbeit die erfahrene- 
ren Ophtalmologen dazu anregen wird, die 
gleichzeitige Extraktion eines doppelseiti- 
gen Katarakts zu versuchen. 




Otorhinolaryngologic Surgery 


Evolutionary Progress in the Surgical Treatment 
of Middle Ear Deafness of Otosclerotic Origin 

JULIUS LEMPERT, M.D., F.I.C.S. 

NEW YORK CITY, NEW YORK 


I N THE normal ear, air-borne sound 
pressure against the tense tympanic 
membrane, with the help of the ossicu¬ 
lar chain, is transformed into a force act¬ 
ing on the stapes. The stapedial movements 
produce an increase of pressure on the 
perilymph and endolymph within the scala 
vestibuli of the cochlea. Therefore, the, ear¬ 
drum and the normal ossicular chain‘act 
as a pressure tranformer between the air 
and the fluid in the scala vestibuli of the 
of the cochlea. 

Sound pressure in the 'external auditory 
canal sets the drum membrane into vibra¬ 
tion. Its vibrations compress or dilate, the 
air in the tympanic space, producing” an 
alternating pressure that acts upon the 
oval window and the round window. In the 
normal ear, the force produced by the 
transmission through the ossicular chain 
is much greater than that produced by the 
alternating pressure within the tympanic 
space. There is also a time difference in 
the action of this force on the oval and on 
the round windows. 

These differences, in sound pressure and 
in Time, in the mobilization of the inner 
ear fluids, through the oval window on the 
vestibular side of the basilar membrane, 
and in the mobilization of the inner ear 


From the Lempert Institute of Otology and Lempert Re¬ 
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fluids through the round window on the 
tympanic side of the basilar membrane, 
put the basilar membrane into the most 
effective vibratory state for the transmis¬ 
sion of air-borne sound to the cochlear 
nerve. 

One can understand the movements in 
the cochlea by comparing it to a U-shaped 
tube filled with fluid,. with the openings 
covered by membranes of varying stiff¬ 
ness. The stiffer membrane represents the 
oYal window and flie softer membrane the 
round window. Displacements of the fluids 
(perilymph and endolymph) within the 
U-tube correspond to displacements of a 
section of the basilar membrane. In such a 
U-tube, movements of the fluids will be 
produced only if the pressures acting on 
the windows differ either in size or in 
phase. In the normal ear a difference in 
pressure between the two windows is pro¬ 
duced by the ossicular chain acting with 
increased force upon the stapedial foot¬ 
plate. On the other hand, the sound pres¬ 
sure acting upon the round window mem¬ 
brane is decreased in comparison with the 
sound pressure in the external auditoi’y 
canal acting upon the eardrum. This de¬ 
crease in pressure is caused by the fact 
that the sound pressure cannot immedi¬ 
ately act upon the round window mem¬ 
brane but has to be transmitted through 
the tympanic membrane and tympanic 
space to reach it. It is this difference be¬ 
tween the pressures upon the fluids of the 


464 




VOIj. 31, KO. i 


LEMPEP.T: DEAFNESS OE OTOSCLER.OTIC ORIGIN 


scala vestibuli and the scala tympani 
which enables air-borne sound to produce 
the movements of the basiiar membrane. 

In middle ear deafness secondary to 
otosclerosis, the mobility of the stapes 
footplate is decreased because of progres¬ 
sive stapedial footplate ankylosis. To go 
back to the analogy of the U-tube, closure 
of one opening will immobilize the whole 
fluid column in the tube because the fluid 
has no elasticity. A similar situation with¬ 
in the cochlea is produced by ankylosis. 
This interference with the mobilization of 
the fluids within the scala vestibuli by air¬ 
borne sound, in the presence of normally 
mobilizable fluids within the scala tym- 
pani of the cochlea, is sufficient to prevent 
the necessary vibratory state of the basilar 
membrane that is essential for hearing 
normally-voiced speech. 

Any surgical technic for improvement of 
hearing in a person with middle ear deaf¬ 
ness secondary to stapedial ankylosis of oto- 
sclerotic origin should be designed to effect 
remobilization of the inner ear fluid and 
should fulfill two important conditions: 1. 
It should provide means for predicting pre- 
operatively, in each individual case, the 
possibility of restoring hearing to the 30- 
decihcl level or higher in the three speech 
frequencies. Improvement of hearing to 
at least that level is essential if the need 
for a hearing aid is to be avoided. 2. It 
must lie planned so that the progressively 
growing olosclemtic tumor within the re¬ 
gion of the oval window will no longer 
affect the newly established mobility of 
the inner ear fluids. 

A survey of progress in surgical technics 
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From its inception, the progressive 
development of the Lempert surgical 
procedure lor improvement of hear¬ 
ting when deafness is of otosclerotic 
origin has keen based on this prin¬ 
ciple: Any surgical technic for im¬ 
provement of bearing in patients with 
middle ear deafness secondary to 
stapedial ankylosis should be de¬ 
signed to effect remobilization of the 
fluids of the inner ear. 

The historical background of the 
fenestration operation is surveyed; 
evolution of the Lempert-Fenestra 
Nov-Ovalis operation is traced. The 
most effective means and methods 
of accomplishing remobilization of 
the fluids of the inner ear are de¬ 
scribed in detail. These include 
placement of the new fenestra (to re¬ 
place the otcsclerotically impeded 
oval window) outside the middle ear 
in the widest parf of the dome of the 
vestibule; use of the cupola technic 
to avoid producing bone dust and 
the necessity lor its removal; control 
of every bleeding point as it occurs; 
use of the invagination technic to in¬ 
sure permanent patency of the new 
fenestra; in effect, physicoanctomic 
reconstruction of the inner and mid¬ 
dle ear and the externa! auditory' 
canal, to produce the phase differ¬ 
ence essential for remobilization of 
the fluids of the inner ear. 
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cases of stapes mobilization came from 
Boucheron in 1888, the operation being 
described as “separation of the incus from 
the stapes; excision of the posterior half 
of the tympanic membrane; mobilization 
of the stapes by gentle traction by means 
of a hook; moving the stapes back and 
forth and up and down by traction on the 
stapedial muscle; and in some cases, re¬ 
moval of the malleus and incus.” This 
author said that favorable results might be 
obtained in early stages of ankylosis, but 
if bony ankylosis and involvement of the 
“sound perceiving” apparatus were pres¬ 
ent, “it is too late to operate.” 

In 1890, in France, Miot reported on 
126 cases of attempted mobilization of the 
stapes and described the technic of his 
operation in minute detail. “After opening 
the tympanum, pressure is exerted on the 
incudo-stapedial articulation by a special 
‘palette,’ the pressure being made gently 
and repeated several times. If this is not 
successful in mobilizing the stapes, the in¬ 
strument is withdrawn and reintroduced 
against the anterior border of the large 
branch of the incus, immediately above the 
incudo-stapedial articulation, and pressure 
made so as to draw the stapes somewhat 
out of the oval window. If it is immobile, 
the malleus also may be mobilized.” Miot 
reported, “In cases of long standing . . . 
if these cases are rapidly progressive, the 
results of the operation are slight. Surgery 
gives the best results when the ankylosis 
is in its beginning stage.” 

In 1894, Dr. Frederick L. Jack reported 
his experiences with attempted mobiliza¬ 
tion of the stapes. He said, “Most opera¬ 
tions for mobilizing the stapes or freeing 
the oval window must be looked upon as 
largely experimental,” and “in many cases 
a fracture of the crura occurs at the time 
of attempted expulsion, leaving the base 
plate.” 

In 1898, a different approach to the 


problem was made by Alderton. After fail¬ 
ing to obtain hearing improvement with 
catheterization, he next tried cutting the 
stapedius tendon. He then removed the 
incus through a perforation in the tym¬ 
panic membrane. A further operation was 
later tried for removal of the stapes, but 
in this attempt the crura came away, leav¬ 
ing the footplate behind. In a final opera¬ 
tion on the same patient a hole was drilled 
through the stapedial footplate with a 
guarded trephine. 

Alderton described this case in a paper 
entitled, “Trephining of the Stapedial 
Footplate for Otitis Media Sclerosa,” 
which he read at the Thirty-first Annua 1 
Meeting of the American Otological So¬ 
ciety, held in New London in July 1898. 
The conclusion of the paper read: 

“Apparently in otitis media sclerosa, 
nothing permanent is gained by the at¬ 
tempt to remove or break through the 
foot-plate of the stapes, and although 
nothing disastrous is to be looked for as 
the result of such an attempt, yet the 
writer, as the result of his experience, 
would counsel against the operation.” 
Alderton read a second paper at that 
meeting, followed by a discussion in which 
Doctors Blake, and Jack took part, with 
Dr. E. A. Crockett of Boston, also partici¬ 
pating. Commenting on Dr. Alderton’s 
statement that if interference with the 
stapes apparently did not promise much 
benefit, it apparently would not do harm, 
Dr. Crockett said: 

“I happen to have had two cases in 
which total deafness resulted, where the 
patient heard ordinary voices (at three 
feet) before the operation ... In one the 
usual incision in the drum-head was 
made and the incus disarticulated without 
trouble; but immediately following the 
cutting of the stapedius muscle, which 
could be plainly seen, the patient exclaimed 
that he could hear nothing. I tested him 
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immediately and found that he was almost 
totally deaf to all sounds. 1 am sure no 
injury was done to the stapes; it could be 
plainly seen and was perfectly movable. 
The operation was continued and the 
stapes removed. This patient had had only 
a very slight tinnitus before the operation; 
but within a few hours a very loud pulsa¬ 
ting tinnitus began which continues to the 
present day. The hearing loss was perma¬ 
nent. In the second case the experience was 
similar. I believe the process in this case 
to have been a hemorrhage into the laby¬ 
rinth ; perhaps from a rupture of capillaries 
at the moment the labyrinthine pressure 
is relieved by the interference with the 
stapes. I am decidedly of the opinion that 
no form of middle ear operation is free 
from danger of a permanent decrease of 
hearing.” 

In 1900, the nineteenth century trials of 
surgical treatment of otitic “sclerosis” 
were brought to a temporary end when 
Siebenmann wrote: “All clinical experi¬ 
ence with endeavors at mobilization of the 
stapes is useless. Not only useless,” he said, 
but “often even harmful since the fixation 
of the stapes in cases of 'progressive spon- 
giositv’ takes place by ossification of the 
periosteum. The periosteal ossification is 
generally directly produced and maintained 
by irritations of the periosteum. Avulsion 
of the stapes is no more successful." 

Thus the early attempts to obtain hear¬ 
ing improvement in the presence of oto- 
srlcro-i- failed in several ways: 1. Activa¬ 
tion of the ankylfKed stapediovostibular 
joint failed to permanently remobilize the 
final- of the inner ear. because tbe-e earlv 
attempt- were ba-*al on no definitely pre- 
-eribeil na an- for liberating the anhykt-ej 
joint utllmut ds-rnpting the n—icnlar 
ehaiu. 2. No mean- had be, n found of pre- 

da ting pleoj , r.itnelv the p >--lbilitV ofim- 

piounptl. h. .iring. :t K\« n ii, ih.t-e e..-,-- 
m which tit-e v.,- --a c« --fed 
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ization of this joint the pioneers in this 
type of surgery did not succeed in devel¬ 
oping definite procedures for prevention of 
reankvlosis of the stapediovestibular joint 
in order to maintain permanently the 
newly obtained endolymph mobility. After 
1900 there is little or no mention in the 
literature of attempts to improve hearing 
by mobilization or extraction of the stapes. 

The next surgical principles put forward 
by the otologists of the day belong to the 
history of the fenestration operation. 
About 1910 Barany made known his ob¬ 
servation that an opening made within the 
external semicircular canal in the presence 
of good cochlear nerve function (evidenced 
by good hearing through bone conduction) 
always resulted in an immediate hcarinr/ 
improvement. Other otologists of the day 
confirmed the phenomenon: that fistuliza- 
tion of the labyrinth—even the minutest 
opening—provides hearing improvement 
in cases of stapedial ankylosis of otoscler- 
otic origin. This principle was proved phys¬ 
ically and physiologically correct. Thus im¬ 
mediate improvement of hearing, through 
fistulization of the external semicircular 
canal, became predictable in advance. 

Thereafter the research problem had 
two aspects: (1) finding ways and means 
for obtaining the optimum degree of hear¬ 
ing improvement that could be expected in 
every case, and (2) devising methods for 
maintaining continuously and permanently 
the improvement first obtained. This re¬ 
search was persistently and tirelessly pur¬ 
sued, mainly bv Holmgren, by Sourdille 
and by me. Our efforts culminated succes-. 
fully with my development <>l th<- pre-tun 
univer.-ally employed, Micce--tul. or.e.-tage 
Feue-’.ra Nov-Ovali- technic. Tin- t* rhr.u 
(li makes j{ Jn predict bot}, *}t- 

-ucce--fu! crentinn *>f phy-iC‘>-nMnt<>niic 

condition- j>e,.,*..} f,. r rt :::< hniri: g *}.<• m. 
'.t; fi'tid- !'.r>*i'/h. 
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100 per cent of cases of stapediovestibular 
ankylosis; and (2) prescribes methods for 
prevention of subsequent recurrence of im¬ 
pediment to the mobility of these fluids, in 
95 per cent of the patients successfully 
operated on. 

This technic has withstood the test of 
time. The surgical principles on which it 
is based provide a method for consecutive, 
consistent and successful restoration of 
serviceable hearing and permanent main¬ 
tenance of the improved hearing, in ears 
deafened by ankylosis of the stapediovesti¬ 
bular joint, of otosclerotic origin. 

More fully described, the guiding prin¬ 
ciples on which the Fenestra Nov-Ovalis 
procedure is based are: 

1. The overall procedure includes means 
of predicting preoperatively the possibility 
of surgically improving the hearing for 
air-borne sound (by surgically mobilizing 
the fluids of the inner ear) to at least the 
30-decibel level, in the 512, 1024 and 2048 
frequencies, the speech frequencies. The 
ability to hear at these levels, which should 
be evident immediately, on the operating 
table, is necessary for practical, service¬ 
able, unaided hearing acuity, 

2. The surgical technic employed is 
capable of restoring practical serviceable 
hearing in a given ear no matter how low 
the preoperative audiometric reading for 
air-borne sound happens to be for the three 
speech frequencies, so long as the masked 
bone-conduction hearing for pure tone in 
these frequencies has not fallen below the 
20-decibel level. 

3. The technic employed incorporates 
definitely prescribed, time-proved means 
for deliberately conserving and perma¬ 
nently maintaining the hearing newly re¬ 
gained by the operation despite the con¬ 
tinuity of growth and spread of the oto¬ 
sclerotic tumor. 

The operative procedure—designed to 
permit accomplishment of the foregoing 


objectives—has two major aspects. 1. The 
technic must create a new vestibular 
window to replace the covered oval window 
within the middle ear, where hearing has 
been impeded by the otosclerotic lesion. To 
achieve this it must be placed outside the 
middle ear, where it will be beyond the 
area to which the progi'essively growing 
otosclerotic tumor has been known to 
spread. This is one factor that helps to 
insure the permanent patency of the new 
fenestra. 2. It must provide means for 
covering the new vestibular window. The 
functional importance of this is of par¬ 
ticular concern, since an uncovered vestib¬ 
ular window not only may jeopardize the 
patient’s cochlear nerve function, but it 
may give rise to postoperative labyrinthine 
infection secondary to middle ear infection. 
The result of such infection can be fatal. 

It is of great acoustical importance to 
place the new vestibular fenestra outside 
the middle ear and to cover and seal it off 
without leaving any direct connection be¬ 
tween the middle ear and the new vestibu¬ 
lar window. This increases the sound pres¬ 
sure difference between the round cochlear 
window and the surgically created vestib¬ 
ular window. In this way the sound pres¬ 
sure acting upon the intratympanic coch¬ 
lear window is relatively less than the 
sound pressure acting on the newly created 
extratympanic vestibular window. 

A more detailed consideration of the 
necessary physico-anatomical reconstruc¬ 
tion of the middle and outer ear involves: 

1. The Creation of a New Vestibular 
Fenestra to Replace the Functionally Im¬ 
peded Ossicular Chain and Oval Window. 
—For the effective channeling of air-borne 
sound pressure through the perilymph and 
endolymph within the scala vestibuli of 
the cochlea toward the basilar membrane, 
a new fenestra is created outside the tym¬ 
panic cavity in the surgical dome of the 
vestibule. 
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The new vestibular fenestra should be 
made as wide as possible. It is a well-estab¬ 
lished fact that neither the length nor the 
width of the fenestra created has any bear¬ 
ing upon the degree of hearing improve¬ 
ment immediately obtainable upon pene¬ 
trating the osseous wall of the external 
semicircular canal and prior to covering the 
opening with the membranous flap. Even a 
pinpoint perforation communicating with 
the perilymph space will result immedi¬ 
ately in the highest degree of hearing im¬ 
provement possible in a given ear. Since, 
however, such a fenestra necessarily must 
be covered and sealed with a cutaneous 
membrane for the protection of the mem¬ 
branous endolymphatic labyrinth, the de¬ 
gree of hearing improvement obtained 
under such circumstances will depend 
upon: (a) the width of the newly created 
fenestra; (b) the shape of the fenestra; 
(c) the flexibility of the portion of the flap 
covering the fenestra region; (d) the 
thickness of this portion of the flap. Since 
idl these interdependent factors, both in¬ 
dividually and collectively, will influence 
the degree of resistance to air- borne sound 
pressure offered by the covered and sealed 
newly created fenestra, I found that a 
wide, round vestibular fenestra covered 
and sealed with the most flexible and 
thinnest periosteum-lined portion of the 
tympanomeatal flap will result in the most 
effective remobilization of the inner ear 
fluids. 

This is also an important reason why the 
fenestra should be made in the surgical 
dome of the vestibule where the perilymph 
space is widest, instead of within the nar¬ 
row portion of the external semicircular 
canal posterior to the ampulla, wherein a 
fenestra wide enough for this purpose can¬ 
not hr made. 

The he-t improvement of hearing is' ob¬ 
tained when the fenestra is made not only 
:is widens p.'-Mbh-but :.s round a* pa-.ibb-, 
p!o\id«d the area of the window in 
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instances is the same. This is best accom¬ 
plished by maintaining the usual length of 
the fenestra and widening the fenestra 
area laterally, on both sides, until it is 
converted into a round opening. A round 
window is also less likely to close than is 
is an oval window’, in which the walls are 
obviously closer together. A round fenestra 
covered with the membranous flap is least 
resistant to sound pressure and therefore 
can permit and maintain the maximum 
improvement in hearing afforded by the 
status of the cochlear nerve function. 

If one employs the cupola technic and 
thus avoids pulverization of the endos¬ 
teal bony layer of the labyrinthine capsule, 
loss of bone-dust and bone slivers within 
the perilymph space, commonly resulting 
from the use of the pulverization tech¬ 
nic, is avoided. Perilymphatic osteogene¬ 
sis, which is incorrectable, is thereby pre¬ 
vented. The cupola technic also prevents 
injury to the membranous labyrinth, which 
can result from attempts to retrieve hone 
splinters lost within the perilymph space. 
The cupola technic likewise reduces the 
frequency and severity of postoperative 
serous labyrinthitis by eliminating the 
trauma the membranous labyrinth is sub¬ 
jected to in attempts to retrieve hone chips 
which may enter the perilymph space when 
the pulverization technic is used. The 
cupola technic obviates injury to the peri¬ 
lymphatic trabeculae, with bleeding into 
the perilymph space, which can result in 
perilymphatic fibrosis and thus prevent the 
necessary remohilization of the inner ear 
fluids for the improvement of hearing. 

Irrigation and suction must h*' avoided 
after opening the perilymph space in order 
to prevent postoperative inflammatory re¬ 
action of the membranous labyrinth, which 
1" re-pon^ible for je ‘-’.opera*. hv temporarv 
vertjgo and recruitment. Tin- can :■■■ ;.c- 
compli-he l only by u-ing the cu•. -bni- 
for creating fe;-,...', r;; . v. r<-by *} >• 

cupo*.:. > rin o’.i i intact and irriga*:- r. j* 
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unnecessary, whereas in the pulverization 
technic irrigation is essential for removing 
bone dust from the perilymph space of the 
newly created fenestra. The membranous 
labyrinth will fare best when left to bathe 
in its own vestibular perilymph. 

The fenestra nov-ovalis must be sealed 
with the intact tympanomeatal flap in 
order to retain the perilymph and prevent 
subsequent degeneration of the membran¬ 
ous endolymphatic labyrinth. Its impor¬ 
tance lies mainly in conserving the hearing 
improvement that immediately follows the 
creation of the labyrinthine fenestra. The 
tympanomeatal membrane for sealing the 
fenestra nov-ovalis has been proved best, 
physico-anatomically, physiologically and 
biologically for reaching the desired goal 
with fenestration of the vestibular laby¬ 
rinth. 

Neither the creation and opening of the 
fenestra nor the covering and sealing of 
the newly created fenestra with the tym¬ 
panomeatal flap should ever be conducted 
in the presence of even the slightest bleed¬ 
ing. The minutest bleeding point observed 
within the membranous and bony tissues 
must be controlled. The entrance of blood 
into perilymph space can readily result in 
fibrosis within this space, with resulting 
immobilization of the perilymph and endo- 
lymph by air-borne sound. Furthermore, 
neither the most meticulous control of 
bleeding during fenestration nor the cov¬ 
ering and sealing of the fenestra with the 
tympanomeatal flap in the presence of an 
absolutely dry, bloodless field is a guar¬ 
antee that bleeding from the inner surface 
of the tympanomeatal flap into the peri¬ 
lymph space will not take place postopera- 
tively when the surgically trimmed, thin- 
ned-out meatal portion of the tympanomea¬ 
tal flap is used for covering and sealing the 
fenestra gap. It is for this reason that the 
flap must be plastically so created that its 


thinnest untrimmed portion nearest to the 
tympanic membrane, with its intact perios¬ 
teum-lined surface, will reach, cover and 
seal the fenestra. Only thus can postopera¬ 
tive bleeding into the perilymph space 
from the inner surface of the flap be pre¬ 
vented. Such postoperative bleeding may 
not only prevent the improvement of hear¬ 
ing but may even result in a greater hear¬ 
ing loss. To facilitate the use of this part 
of the tympanomeatal flap in covering the 
fenestra, the fenestra must be made as far 
forward on the surgical dome of the ves¬ 
tibule as possible and as close to the facial 
canal on the anterior wall of the vestibular 
dome as possible. 

This thinnest portion of the flap, when 
employed to cover the new fenestra, serves 
best the immediate remobilization of the 
inner ear fluids of the cochlea, because it 
is also the most flexible portion. It also 
serves best to maintain this mobilization 
of these fluids, because its periosteum- 
lined inner surface, having remained in¬ 
tact and surgically unharmed, does not 
undergo fibrotic changes, and thus it con¬ 
tinuously maintains its original flexibility 
for air-borne sound pressure. If, however, 
the tympanomeatal flap is poorly con¬ 
structed and only the thick portion thereof 
can be made to reach and cover the fenes¬ 
tra, it is best not to trim its inner peri¬ 
osteal surface in order that it may main¬ 
tain its flexibility. Use of the thick por¬ 
tion, however, whenever possible, should 
be avoided. Since the size of the fenestra 
is generally uniform, the mobility of the 
portion of the flap covering the window 
will decrease rapidly if the thickness of 
the flap is increased. This is true even if 
the mechanical properties of the tissues, 
whether the flap is thin or thick, remain 
the same. 

To prevent osteogenetic repair from 
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taking place postoperatively, with ultimate 
osteogenetic closure of the newly created 
fenestra and consequent loss of hearing 
gain, the portion of the tympanomeatal flap 
facing the fenestra must be invaginated 
into the fenestra gap sufficiently to come 
into contact with and become adherent to 
the fenestral rim margins. 

Although it is true that the creation of a 
new vestibular fenestra to replace a func¬ 
tionally impeded oval window resulting 
from stapedial footplate fixation secondary 
to otosclerosis will, in the absence of coch¬ 
lear nerve damage, immediately improve 
the hearing in a given ear. The permanent 
maintenance of this hearing cannot be 
deliberately achieved without the correct 
use and aid of the all-important flap. 

In 1938 I advanced the theory that in¬ 
vagination into the fenestra gap of the 
portion of the tympanomeatal flap which 
covers the newly created fenestra, so that 
it adheres to the bony fenestra rim, will 
prevent osteogenetic closure of the fenes¬ 
tra. This theory, reiterated in 1945 and 
proved in 1950, has withstood the test of 
time. For the first time in the history of 
the fenestration operation it has become 
possible deliberately, consistently and con¬ 
secutively to prevent osteogenetic closure 
of the newly created fenestra in the surgi¬ 
cal dome of the vestibule. 

2. The Physico-Anatomic Reconstmc- 
tion of the Middle Ear .—In order to re¬ 
mobilize the inner fluids of an otosclerotic 
ear and put the basilar membrane into the 
most effective vibratory state after the 
fenestration operation, it is necessary to 
create a phase or intensity difference be¬ 
tween the forces acting on both window 
membranes. This is accomplished best by 
the following steps: (a) Disruption of the 
functionally impeded ossicular chain by 
removal of the incus, which is done in 
order to free the tympanic membrane from 
the incumbrance of the ossicular chain and 
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thus prevent interference (by the remain¬ 
ing, partially mobilizable stapes) "with the 
movements of the inner ear fluids produced 
by the newly created vestibular fenestra; 
and (b) the sealing of the tympanic air 
space with the intact tympanic membrane 
that forms a portion of the intact tympan¬ 
omeatal flap, in order to isolate the tym¬ 
panic air space from the newly created 
vestibular fenestra. To accomplish this 
most successfully it is necessary to resect 
the head and neck of the malleus. 

The sealing of the tympanic air-space 
and its isolation from the newly created 
extratympanie fenestra are essential to 
the effective remobilization of the inner 
ear fluids within the scala tympani of the 
cochlea through the round window mem¬ 
brane. The intensity of the air-borne 
sound pressure against the tympanic por¬ 
tion of the tympanomeatal flap sealing the 
tympanic cavity is the same as that of the 
sound pressure against the meatal portion 
of the flap sealing the newly created ves¬ 
tibular fenestra. This pressure is never¬ 
theless considerably weakened by the time 
it reaches the round -window membrane 
in its course from the tympanic membrane 
through the air-filled tympanic cavity and 
round window niche. The difference in the 
magnitude and phase of the sound pressure 
through the vestibular and cochlear win¬ 
dows is essential to obtain the vibratory 
state of the basilar membrane most effec¬ 
tive for the improvement of hearing in 
patients with clinical otosclerosis. Thus 
the tympanomeatal flap, when properly 
made and used to seal off and separate the 
newly created extratympanie vestibular 
fenestra and the tympanic air space har¬ 
boring the round cochlear intratympanic 
fenestra plays a most important role in 
the remobilization of the inner ear fluids 
necessary for the restoration of hearing to 
a serviceable level. 

The importance of the correct surgical 
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construction of the tympanomeatal flap and 
its correct placement to seal both the new 
fenestra and the tympanic air-space can 
be readily understood when one observes 
that the hearing is not improved if a tym¬ 
panomeatal flap is incorrectly fitted and 
placed so that the tympanic air-space is 
not rendered air-tight. A leakage of air 
from the tympanic cavity, whether it be 
from a poorly sealed tympanic space or 
from a perforation, no matter how small, 
within the tympanic portion of this flap, 
will not only prevent the improvement of 
hearing but may even increase the hearing 
loss. A taut, tense and intact tympanic 
membrane is needed to provide the essen¬ 
tial pressure difference between the two 
windows. When the flap is placed so that 
the tympanic membrane is not tightly 
stretched and stiffened, its resistance to 
sound pressure will not be adequate to de¬ 
crease the pressure against the round win¬ 
dow membrane sufficiently to create the 
necessary difference in sound pressure be¬ 
tween the two windows. 

3. The Physico-Anutomic Reconstruction 
of the External Auditory Canal .—Results 
obtainable from fenestration indicate that 
it is advisable to permit the direct and 
simultaneous approach of air-borne sound 
pressure to both the covered and sealed 
new vestibular extratympanic fenestra and 
to the covered and sealed reconstructed 
tympanic air-space. It is essential to render 
the new vestibular fenestra as readily ap¬ 
proachable by air-borne sound pressure 
through the external auditory canal as is 
the reconstructed covered and sealed tym¬ 
panic air space. This is accomplished by 
endaural exteriorization of the extratym¬ 
panic fenestra nov-ovalis. Such exterior¬ 
ization comprises removal of the entire 
posterior wall of the external auditory 
canal, which widens its inner aspect and 
exposes to direct view and approach, 
through the widened external auditory 


canal, both the tympanic membrane cov¬ 
ering the tympanic cavity and the meatal 
cutaneous portion of the tympanomeatal 
flap covering the newly created extratym¬ 
panic vestibular fenestra. As a result of 
such exteriorization of the fenestra nov- 
ovalis, the air-borne sound pressure that 
reaches both the covering of the tympanic 
air space and the covering of the fenestra 
nov-ovalis is equal in intensity and time. 
Since the inner surface of the portion of 
the flap which covers the newly created 
fenestra lies in direct contact with the 
perilymph and the endotymphatic lab}'- 
rinth, however, the sound pressure strik¬ 
ing it mobilizes the inner ear fluids within 
the scala vestibuli of the cochlea without 
loss of intensity or time; whereas the 
sound pressure against the outer surface of 
the tympanic membrane, being separated 
from the cochlear perilymph and endo- 
lymph by the tympanic round window 
membrane, reaches the round window 
membrane to mobilize the inner ear fluids 
within the scala tympani of the cochlea 
with a loss of energy and a loss of time. 
It is this difference, between the moments 
when the displacements of the vestibular 
and cochlear fluids by sound energy reach 
their maximum, which is the essential 
factor for putting the basilar membrane 
into the vibratory state needed for the im¬ 
provement of hearing in middle ear deaf¬ 
ness secondary to otosclerosis. If the sound 
pressure reaches both the new vestibular 
window and the cochlear round window 
with equal intensity and in equal time, the 
basilar membrane cannot be put into a 
vibratory state. 

When every step in the physico-anatomic 
reconstruction of the external middle and 
inner ear, essential to the remobilization 
of the inner ear fluids, is meticulously and 
successfully executed by the otologist, it 
should result in improvement of hearing 
commensurate with the degree of cochlear 
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nerve function existing in the given ear. 
The test of time has proved my physically 
explainable, planned technic to be correct 
and universally acceptable. 

If, in the presence of good cochlear nerve 
function, the air-conduction hearing is not 
improved, or if it fails to reach the height 
expected after the fenestration operation, 
it must be concluded that the physico- 
anatomic reconstruction was faulty—even 
though the fault may not be evident to the 
surgeon. Adequate remobilization of the 
inner ear fluids was not accomplished. The 
fenestra nov-ovalis operation is a most 
exacting surgical technic, requiring the 
most meticulous attention to all the factors 
influencing air-borne sound pressure. 

Wever and Lawrence have experiment¬ 
ally confirmed my theory that the improve¬ 
ment of hearing following the fenestration 
operation is dependent upon successful re¬ 
mobilization of the fluids of the inner ear. 
They state, “The fenestration operation, 
as we have seen, effects a remobilization 
of the cochlear fluid.” 

The time-proved Fenestra Nov-Ovalis 
technic is to date the only technic that 
meets every one of the aforementioned 
requirements for successfully restoring 
and permanently maintaining hearing in 
the presence of clinical otosclerosis. This 
technic renders the successful creation of 
the physico-anatomic conditions needed for 
remobilizing the inner ear fluids by air¬ 
borne sound predictable preoperatively in 
100 per cent of cases of stapediovestibular 
ankylosis of otosclerotic origin. It also 
renders predictable the permanent main¬ 
tenance of the physico-anatomic state 
needed to prevent the recurrence of im¬ 
pediment to the mobility of these fluids. It 
is for this reason only that this technic has 
been universally adopted and employed 
successfully for the past nineteen years, 
for the restoration of serviceable hearing 
in cases of clinical otosclerosis, by otolo- 
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gists with special training in modem tem¬ 
poral bone surgery 7 . 

P.ESUMEN 

El desarrollo progresivo de la tecniea 
quirurgica de Lempert para la mejoria de 
la audieion cuando le sordera es de origen 
otoesclerotico se basa en el princpio sig- 
uiente: toda teenica guirurgica para me- 
jorar la audieion en enfermos con sordera 
del oido medio consecutiva a anquilosis 
estapedia debe tener como fin la moviliza- 
cion de los liquidos del oido interno. 

Se pasa revision al fundamento his- 
torico de la fenestracion y se delinea la 
operacion de Lempert. Se describen en de- 
talle los metodos mas efectivos 1 para 
movilizacion de los fluidos intraauditivos. 
Se incluym entre estos la pratica de una 
nueva ventana para reemplazar la oval 
lesionada por la otoesclerosis y que se prac- 
tica en la parte externa del oido medio y 
la porcion mis ancha de la cupula del 
vestibulo; trabajo sob re la cupula para 
evitar el polvillo oseo; control de cada 
punto que sangre; tecnica de la invagina- 
cion para asegurar la utilidad permanente 
de la nueva fenestra; en fin, re construc- 
cion fisico-anatomica de los oidos medio e 
interno y del canal auditivo externo para 
lograr una buena remobilizacion de los 
liquidos del oido interno. 

ZUSAM M ENFASSUNG 

Die fortschreitende Entwicklung des 
Lempertschen chirurgischen Yerfahrens 
zur Verbesserung des Horvermogens bei 
otosklerotischer Taubheit beruht seit den 
ersten Anfangen der Lempertschen Arbeit 
auf dem Grundsatz, dass jede chirurgische 
Technik zur Behandlung der Horfiihigkeit 
von Kranken mit Mittelohrtaubheit als 
Folge von Steigbiigelversteifung darauf 
ausgehen muss, die Flu=sigkeiten des in- 
neren Ohres zu remobilisieren. 

Es wird ein t'berblick iiber den ge- 
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schichtlichen Hintergrund der Fenste- 
rungsoperation und iiber die Entwick- 
lung der Lempertschen Fenestra-Nov- 
Ovalis Operation gegeben. Die wirksamsten 
Mittel und Wege zur Erzielung einer 
Remobilisierung der Fltissigkeiten des in- 
neren Ohres werden im einzelnen beschrie- 
ben. Dazu gehoren die Einsetzung des das 
otosklerotisch veranderte ovale Fenster 
ersetzenden neuen Fensters ausserhalb des 
Mittelohres in den weitesten Teil der Kup- 
pel des Vestibiils, die Anwendung der 
Kuppelteehnik zur Vermeidung der Ent- 
stehung von Knoehenstaub und der Not- 
wendigkeit seiner Entfernung, die Versor- 
gung jedes auftretenden Blutungspunktes, 
die Anwendung der Invaginationstechnik 
zur Sicherstellung eines dauernden Of- 
fenbleibens des neuen Fensters, d.h. in der 
Tat die physikalisch-anatomische Wieder- 
herstellung des inneren Ohres, des Mittel- 
ohi'es und des ausseren Gehorkanals, um 
die zur Remobilisierung der Fltissigkeiten 
des inneren Ohrs wesentliche Phasendiffe- 
renz zu schaffen. 

RESUME 

Des le debut de on application la tech¬ 
nique de Lempert pour ^amelioration de 
l’ouie dans les cas de surdite par otoscle- 
rose a ete basee sur le principe suivant: 
toute technique chirurgicale destinee a 
ameliorer 1’ou'ie des malades atteints de 
surdite de 1’oreille moj r enne consecutive a 
une ankylose de l’etrier devrait viser a la 
remobilisation des liquides de l’oreille in¬ 
terne. 

L’auteur presente un apergh des origines 
de la fenestration et decrit 1’evolution de 
la technique dite de Lempert (“Lempert 
Fenestration Nov-Ovaiis Operation”). II 
expose les methodes les plus efficaces de 
remobilisation des liquides de 1’oreille in¬ 
terne, qui comprennent les techniques sui- 
vantes: creation d'une nouvelle fenetre re- 


plagant la fenetre remplgante la fenetre 
ovale sclerosee au-dela de 1’oreille moyenne 
dans la partie la plus large du dome ves- 
tibulaire; application de la technique cu- 
polaire permettant d’eviter d’eliminer la 
formation de “poussiere osseuse”; controle 
immediat des points de saignement; utili¬ 
sation de la technique d’invaginnation afm 
de garantir le bon fonctionnement perma¬ 
nent de la nouvelle fenetre; en fait: re¬ 
construction physique et anatomique de 
1’oreille interne et moyenne et du conduit 
auditif externe, en vue d’obtenir la phase 
differentielle indispensable a la remobili¬ 
sation des liquides de I’oreille interne. 

RIASSUNTO 

II procedimento chirurgico di Lempert 
per le sordita di origine otosclerotica e 
basato sul seguente principio: ogni tec- 
nica chirurgica dretta a migliorare l’udito 
nei malati con sordita da orecchio medio 
secondaria ad anchilosi della staffa deve 
essere diretta a mobilizzare i liquid! dell’- 
orecchio interno. 

Vengono ricordati i principi storici dell’- 
intervento di fenesti’azione e 1’evoluzione 
dell’intervento di Lempert. II mezzo piu 
efficace per ottenere la rimobilizzazione 
dei fluidi nell’orecchio interno e rappre- 
sentato dalla apertura di una nuova fines- 
tra per sostitutire quella ovale inutilizzata 
dall’otosclerosi, all’esterno dell’ orecchio 
medio nella parte piit ampia del vestibolo. 
Viene descritto I’uso di una particolare 
tecnica per evitare la formazione di pol- 
vere ossea, che deve essere asportata, e per 
controllare ogni punto sanguinante, e 
l’uso della tecnica di invaginazione per as- 
sicurare la pervieta della neofinestra; la 
ricostruzione fiscioanatomica del’orecchio 
interno e medio e quella del condotto udi- 
tivo esterno consentono di rimobilizzare i 
fluidi nell’orecchio interno. 
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Section en Francais 


Les Kystes Hydatiques du Foie Ouverts 
dans les Votes Biliaires 

(Hydatid Cysts of the Liver Opening into 
the Biliary Ducts) 

PEDRO L. CERESETO, M.D., F.I.C.S. 

TAN DIE, ARGENTINA. 


L HOMME est l’hote intermediate dans 
1’evolution d’un ver qui est dans 1’in- 
J testin du chien et qui produit dans 
l’etre humain une formation larvaire kys- 
tique, maladie tres repandue dans quel- 
ques pays eleveurs d'Europe, l’Amerique 
du Sud, d’Afrique du Nord et d’Australie. 

Ce parasite, letenia echinocoque, qui n’a 
pas plus de deux millimetres de longueur, 
quand il est amene au systeme digestif par 
la contamination des aliments ou par les 
mains qui ont ete en contact avec les de¬ 
jections du chien, est mis en liberte dans 
l’intestin, s’il n’a pas ete detruit par le sue 
gastrique, entre dans le torrent circula- 
toire, suivant les veines intestinales. C’est 
alors que le premier organe qui offre une 
barriere au progres de l’embrvon est le 
foie, dont Penorme masse constitue la lo¬ 
calisation la plus frequente de cette mala¬ 
die apres le foie, c’est le poumon, l’organe 
que choisit le parasite comme lieu de for¬ 
mation vesiculaire de cette affection qui 
re^oit le nom de “echinococose ou hydatido- 
sis”. 

Dans le foie, 1'embryon hexacante forme 
une vesicule avec un contenu cristallin qui 
se nourrit aux depens de l’hote et, dans 

|{onf! m the I’int Annunl Conjrr<-«« of thy European Fed- 
-ntjnn. International College of Surxrmnv Itru**?!*, May jr»- 

Sulimittrd for publication *♦, ]*•*>. 


This complication, encountered in 
10 per cent of the author’s cases, 
causes numerous functional disor¬ 
ders of the liver, which can be fetal. 
The author discusses the differential 
diagnosis, the biologic and radiologic 
diagnosis, the evolution of the condi¬ 
tion and the clinical picture. The 
most important point in his report is 
his explanation of the mechanism of 
rupture of the cyst into the bile duct. 

Spontaneous cure is extremely 
rare; the patients, when they survive, 
remain weak, with many distressing 
symptoms (attacks of fever, chills, 
etc.) 

The only possible method of treat¬ 
ment is surgical excision of the cyst 
and exploration of the bile duct. The 
author reports several cases of this 
complication. 


sa croissance, il va deplagant les tissus de 
1’organe parasite et les englobant. Mais 
pendant cette evolution, le parasite, en 
grandissant, peut lesionner les organes 
voisins et s’ouvrir dans les cavites peri- 
toneales, pleurales et donner ainsi l’origine 
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a de graves complications. Mais celle que 
nous traiterons ici, c’est celle qui survient 
quand le parasite, dans sa croissance, 
lesionne et perfore les conduits billiaires 
a l’interieur de la masse hepatique, origin- 
ant un tableau elinique tres caracterist- 
tique et de gi'ande gravite, que nous de- 
signerons sous le nom de “kyste hydatique 
du foie ouvert dans les voies biliaires”. 

Pour etre une complication frequente: 
10%des cas parasites dans le foie; par son 
indubitable gravite et par les heureux re- 
sultats qu’une therapeutique appropriee 
peut proportionner, nous considerons que 
nous devons soumetti-e ce theme a la con¬ 
sideration de cet important Congres. 

Nous avons eu l’opportunite de soigner 
et de traiter sept patients qui presentaient 
cette complication et c’est a la base de 
cette experience que nous devons presenter 
ce travail, les caracteristiques les plus 
eclatantes du proces et les conclusions que 
ces observations nous ont proportionne. 

Tableau Clinique. —Les symptomes que 
presente le patient qui supporte une echino- 
cocosis hepatique, sont habituellement tres 
moderes et tres souvent c’est seulement la 
presence d’une tumeur hepatique qui re- 
tient 1’attention du malade; a tout cela, on 
cela, on peut adouter: sensation de pleni¬ 
tude gastrique, dyspepsie et tres rarement 
l’urticaire. 

Quand le kyste etablit la communication 
avec les voies biliaires, il survient des 
manifestations tres claires qui, difficile- 
ment, passent inapercues par le patient. 
Ce sont: la colique hepatique de plus grande 
on moindre intensity en raison dircte de 
la quantite de luquide et vesicules hyda- 
tidiques qui entrent dans la lumiere bili- 
are; urticaii'e, par 1’absortion du liquide 
hydatidique, maeriel allergisant. A cela se 
joint plus tard la presence d’une icterie 
intermittente de plus grande ou moindre 
gravite, relationne directement aux crises 
d’elimination par le choledoquede vesicules 
et des restes hydatidiques. 


A mesui’e que le temps passe, a ce 
tableau s’ajoute 1’infection du contenu 
biliaire et apparaissent les frissons et la 
hevre. 

Finalement le presence de vesicules dans 
les dejections (hydatidenterie)' ou dans 
les vomissements (hydatidemesis) sont 
des symptomes d’indubitable certitude 
quand on les trouve. 

Le tableau de ces malades par ce qu’on 
vient d’expliquer, tres similaire au tableau 
d’une lithiasis choledocienne infectee et 
c’est avec elle qu’il est necessaire d’etablir 
le plus souvent le diagnostic differential. 

Dans le diagnostic de cette affection, 
comme dans celui de la complication que 
nous etudions, ce qui est de la plus grande 
importance, c’est la presence de cette in¬ 
festation dans le domicile du malade ou 
dans lieu d’origine. 

La prolixe anamnesie, le tableau elinique 
et l’aide que proportionnent les etudes 
radiologiques, directes ou au moyen de 
contrastes (colangiographies), ainsi que 
les preuves biologiques (reaction de Cas- 
soni Imaz Lorentz) l’etude des dejections 
ou le sondage duodenal, contribuent a ef- 
fectuer le diagnostiebavee certitude. 

Evolution et Pronostic. —Cette complica¬ 
tion de 1’ “echinococose” hepatique livree 
a sa propre evolution, offre le tableau d’une 
maladie incurable, aggravee par de fre- 
quentes crises febriles et d’ictericie qui 
peuvent provoquer la mort du patient par 
“angiocolitis” ou la formation de multiples 
abces hepatiques ou aussi a une cirrhose. 
La guerison spontanee peut etre faite 
seulement Iorsqu’il s’agit d’un petit kyste 
dont la germinative est evacuee a 1’exteri- 
eur dans sa totalite. Dans l’enquete que 
j’ai realisee entre de nombreux chirurgiens 
de mon pays et de l’etranger, j’ai trouve 
seulement deux cas de propable guerison 
spontanee par le meeanisme cite. 

Mecanisme de VOuverture du Kyste 
Dans les Voies Biliaires. —A mesure que 


476 



VOL. 31, NO. i 

le kyste croit, l’organe parasite, dans ee 
cas, le foie, forme aux depens de son tissu 
conjonctif une enveloppe propre, mem¬ 
brane adventice ou perikystique, laquelle 
englobe ou obstrue Ies petits vases et capil- 
laires qu’il trouve pendant son developpe- 
ment. 

Au contraire, quand il trouve un capil- 
laire biliaire ou un conduit plus gros, celui- 
ci est deplace et parafois perfore et ainsi 
mis en communication avec la lumiere du 
conduit bibilaire et la cavite adventieielle. 
Cette communication peut rester sans les- 
ionner la germinative une periode de 
temps, mais la germinative peu a peu s’in- 
sinue dans la lumiere du conduit jusqu' 
a ce que la pression de la vesicule termine 
par la faire eelater et ainsi verse son con- 
tenu dans les conduits biliaires. L’orifice 
de la perforation est en accord au calibre 
du conduit: plus grand est I’orifice, plus 
grande est la quantite de liquide et de 
vesieules qui entrent dans l’arbre biliaire, 
et plus francs les symptomes qu’elle pro- 
duit (coliques, ictericies). 

Si la perforation du kyste se fait dans 
un petit conduit biliaire, ce qui arrive de 
plus probable c’est l’infection du kyste, 
mais il est difficile que par la il s’elimine 
a l’exterieur. Le kyste s’infecte par les 
germes amenes par la voie canaliculaire 
et donne les symptomes dun kyste suppure. 

Traitement. —L’indication dans le traite- 
ment de 1’ “echinococose” hepatique est 
chirurgicale: evacuation du kyste et de ses 
membranes. Avec plus de raison, si une 
complication s’est etablie comme l’est 1’ou- 
verture dans les voies biliaires. Dans ce 
cas, a l'extirpation du kyste doit s’ajouter 
I’evacuation des elements hydatidiques des 
voies biliaires et son drainage. En peu de 
mots, on doit effectuer dans le meme acte 
chirurgical deux interventions: 1 ° I’evacu- 
ation du qvste; 2° le drainage des voies 
biliaires. Celle-ci est i’opei'ation correcte 
et celle qui oftrira une guerison plus rapide 
au patient. Mais il arrive que dans quelques 
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cas, on opere le patient avec le diagnostic 
d’ictericie meeanique ou ictericie obstruc¬ 
tive et le diagnostic etiologique n’ayant 
pas ete fait avec un malade dans de mau- 
vaises conditions, on 1’opere. Le chirurgien 
peut se voir dans la necessity de realiser 
une unique intervention d’urgence, comme 
serait 1’evacuation du kyste ou—dans le 
cas de ne pas l’avoir decouvert—le drain¬ 
age du choledoque. Mais, autant 1’une 
comme l’autre operation ne peut assurer 
la guerison complete du proces, et on doit 
realiser la deuxieme intervention si la 
guerison du proces tarde quelque peu a 
se manifester. La voie d’abordage le plus 
convenable est celle qui permet d’explorer 
la plus grande quantite de surface hepa¬ 
tique et contrant la meme sur le kyste, nous 
donne le champ suffisant pour realiser 1’ex- 
ploration des voies biliaires. Ceci est gen- 
eralement possible quand le kyste est 
devolution abdominale, plus difficile quand 
il est d’evolution superieure ou thoracique, 
ayant besoin dans ce cas d’incisions thor- 
aco-abdominales, mais avec la condition si 
c’est possible d’eviter l’ouverture du fond 
de sac pleura. 

Le controle radiologique durant l’opera- 
tion—ou dans le post-operatoire des voies 
biliaires—la vigilance des drainages per- 
mettront au chirurgien de s’assurer de 
1’evacuation complete des restes parasi- 
tares, et determiner le moment de l’extrac- 
tion du tube de Kehr ou les drainage du 
kyste. 

Seuls peuvent se considerer exemptes de 
1’operation, ces patients qui apres I’episode 
initial, n’ont pas de symptomes et appare- 
ment ont realise levacuation totale du 
parasite, ceux qui etant porteurs d’un 
Q.A.V.B. presentent en meme temps des 
lesions d’une telle gravite qu’elles contre- 
indiquant 1’operation (tumeurs malignes, 
insuffisance cardiaque grave, etc.) 

Casvistiquc .— Nous avons du traitor 
sept patients atteints de cette maladie. Six 
d’entre eux furent operes avec une ou deux 
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iperations; l’un d’eux ne put l’etre car son 
ipparence demontrait qu’il etait gueri 
nais il souffrait d’une autre maladie. 

Tous les malades operes guerirent de 
eur affection, quelques uns d’entre eux 
ivec un jost-operatoire de plusieurs sem- 
lines ou mois, en raison de leur affection 
ivancee ou de l’anciennete de leur compli¬ 
cation, qu’ils supportaient sans traitement 
iusqu’ a ce moment-la. 

Le moyen le plus recommandable pour 
iccelerer la guerison de ces patients est 
[’importance fondamentale d’un traitement 
medical antibiotique approprie, ainsi que 
[’attention personnelle du chirurgien con- 
trolant les tubes d’ecoulement et la surete 
d’un drainage adequat. 


RESUMfi 

Cette complication (10% des cas de 
1’auteur) provoque de nombreux troubles 
de la fonction hepatique pouvent entrainer 
une issue fatale. L’auteur en discute le 
diagnostic differential, le diagnostic biolo- 
gique et radiologique et revolution. Le 
point le plus interessant de son rapport 
est constitue par 1’explication du mecan- 
isme de rupture des kyste. 

La puerison spontanee est extremement 
rare; les malades non traites restent af- 
fiablis, avec des acces de ties et de frissons, 
ainsi que divers autres symptomes. 

Lt chirurgie est la seule therapeutique 
indiquee: extirpation du kyste avec explor¬ 
ation du choledoque. 


Editors’ Note: An addendum to the monograph Early French Surgery by Dr. 
G. Kasten Tallmadge of Marquette University, which was presented as a lecture 
in the first series at the International Surgeons’ Hall of Fame and appeared as 
an editorial in the February issue of the Journal, regrettably reached us too 
late to be included in that issue. We take pleasure in presenting it below. 


Historical Note .—Together with Dr. Iago Galdston. of the New York Academy of 
Medicine, and others, and with members of the Jesuit Community of Marquette Uni¬ 
versity. I have been seeking the original source of the doctrine. Ecclesia abhorret a 
sanguine. It appears that this never was a written statement of principle, but was 
an unwritten expression of a general position of the Church or some of its members. 

— G. Hasten Tallmadge. A.M.. M.D.. Ph.D. 
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Palidotomia en el Tratamiento de Algunas 
Disquienesias: Tecnica Personal 

(Pallidotomy in the Treatment of Various 
Dyskinesias: Personal Technic) 

MANUEL M. VELASCO-SUAREZ, M.D * 

MEXICO D. F., MEXICO 


E L tratamiento medico poco eficaz para 
corregir los movimientos involunta- 
1 rios anormales, el temblor y los tras- 
tornos del tono muscular, viene deter- 
minando la necesidad de buscar no solo 
nuevas drogas sino tambien la posibilidad 
de corregir, o por lo menos moderar, los 
temblores parkinsonianos y los complejos 
desordenes de movimiento comunes en las 
coreas, en la degeneracion hepatolenticu¬ 
lar, enfermedad de Wilson, pseudo esclero- 
sis, distonia lnticular, degeneracion pali- 
dal progresiva, atetosis y algunas mioclo- 
nias. 

En realidad, las distintas disquinesias 
que ocurren en las afecciones sehaladas 
nos recuerdan la primitiva expresion de 
Striimpell de “complejo sintomatico amios- 
tatico”, como resultado de un trastorno 
funcional o estructural de una, varias o 
muchas de las conexiones entre los gan- 
glios basales. 

Los componentes clinicos de estos sindro- 
mes dependen de la unidad anatomies, 
funcionalmente mas comprometida en la 
facilitation o inhibition de diferentes im- 
pulsos que figuran en el mecanismo regu- 
lador de la actividad motora en distintos 
niveles (corteza, estriado, talamo, palido, 
micleo rojo, cuerpo de Luys. tracto dentato- 

•Profo-or tic Clinic* QuiruTvic-.x NVuru*ol I’ni- 

irr<it!.vl dr Mexico. 

for i*ul«!icfttion Julj 1?%T. 


The author has developed a tech¬ 
nic of his own for pallidotomy, which 
he employs in treating various types 
of dyskinesia. The operation is usu¬ 
ally performed with the operative 
region under local anesthesia, the 
position of the cannula being con¬ 
trolled roentgenographically. The in¬ 
struments employed are shovm in a 
line drawing, as is the precise field 
of operation. Control roentgeno¬ 
grams are also presented. Electro¬ 
micrographs and cinematigraphs are 
also taken preoperatively and post- 
operatively. 


rubro, sistema frontopontocerebeloso, sis- 
tema de Deiters . . .). 

Brevemente conviene recordar las sa- 
lientes fisiologicas fundamentales para el 
movimiento, de las estructuras senaladas: 

El Estriatmn es un centro de regulacion 
de la expresion facial, de los movimientos 
reactivos ante el susto, el miedo y en la 
defensa. Controls los movimientos de 
autoproteccion contra el dolor, regulando 
cambios automaticos posturales v, ademas, 
parece ejercer funciones sobre el cfcctn 
rcrjvlador palidnl del tono vwsadar. 


-57'j 
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El Pallidum, que en el recien nacido es 
el centro primitivo del automatismo inco- 
ordinado, se convierte en el adulto en el 
centro de las sinergias motoras, de grupos 
musculares individualizados y de grandes 
o pequenos segmentos de las extremidades. 
Controla no solo la regulacion sinergica 
que sobre el sistema motor ejercen los 
centros autonomicos del cerebelo y tronco 
cerebral, sino tambien aquellos actos mo- 
tores automaticos para los que el estri- 
atum es un importante moderador. Esta 
cooperacion funcional y el importante papel 
que juega el pallidum en el mecanismo de 
la regulacion del tono, ha constituido uno 
de los factores para que en los temblores y 
desordenes de movimiento se le suponga al 
globus pallidus una actividad facilitadora 
del trastorno motor, convirtiendose por 
hoy en uno de los atractivos quirurgicos 
para controlar algunas disquinesias. 

El cuerpo de Lnys seria el centro siner- 
gico de la coordinacion cerebelosa. 


La substantia negra es considerada como 
un centro de control del tono estatico y 
un regulador en el orden de los movimien- 
tos sucesivos. (La problematica significa- 
cion de la melanina en esta estructura 
ganglionar quizas encierre alguno de los 
secretos relacionados con ciertos aspectos 
de las disquinesias.) 

Por fin, recordemos que la integracion 
funcional del sistema extrapiramidal, de- 
pende de la integridad funcional del cere¬ 
belo, cerebro medio, tronco cerebral, ta- 
lamo y corteza. 

El cerebelo, con sus nucleos y conexiones 
estabiliza por entero el sistema de la co¬ 
ordinacion corporal y Ueva a la corteza 
cerebral la informacion de los cambios que 
ocurren en la posicion del cuerpo y en el 
tono de la musculatura corporal. Esta 
“informacion” es llevada por el sistema 
rubro-dentado (dentorubro) al talamo y, 
de aqui, a la corteza cerebral y a los cen¬ 
tros extrapiramidales. Las funciones opti- 
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mas de este sistema se aleanzan solo 
cuando el talamo es un centro activo como 
estacion receptora de estimulos propioeep- 
tivos y exteroeeptivos. Es un organo rela- 
cionado necesariamente con el tono afec- 
tivo que informa al individuo no sdlo de 
los mas discretos cambios somaticos, sino 
tambien de su relaeion con el mundo exte¬ 
rior y sus conexiones con la corteza cere¬ 
bral son de la mayor signification para la 
conciencia de la sensibilidad somestesica 
y del acto motor; con el hipotalamo en- 
cuentra tambien significacion fisiologica en 
la regulation central del tono muscular. 

La fisiologia patologica de los desordenes 
motores que nos ocupan se manifestara 
clinicamente por aquinesia, hipoquinesia, 
alteraciones del tono muscular, hiperquine- 
sia,—temblor, sacudidas, movimientos dis- 
tonicos y combinaciones de varios de estos 
fenomenos, cuya explication sujeta a re- 
visiones, podra justificar el ataque quirur- 
gico de una o varias de las estructuras 
mencionadas. 


Desde principios de este siglo se han 
hecho intentos operatorios para corregir 
el temblor y los movimientos involuntarios 
de los miembros, algunos con resultados 
estimulantes, otros son resultados absolu- 
tamente nulos; pero, la realidad actual ha 
comprobado que desde que Spiegel y Wycis 
(1947) abordaron el blobus pallidus por 
metodos esterotaxicos, estimularon la bus- 
queda de procedimientos mas sencillos para 
atacar este nucleo en la practica neurolo- 
gica para eontrolar algunas disquinesias. 

Sin olvidar el valor inicial de los traba- 
jos de Meyers (1942) quien interrumpio 
las vias palidales al traves de una opera- 
cion transventricular que logro modificar 
el temblor, creemos que han sido Fenelon, 
Guiot, Narabayashi y Okuma (1953) y 
Cooper y Poloukhine (1954-55), los que 
han trabajado con inyecciones de novo- 
caina o alcohol o electrocoagulacion sobre 
las estructuras del pallidus, deseando con- 
trolar principalmente el temblor parldn- 
soniano. 
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Despues de hacer algunos intentos de 
novocainizaeion y alcoholization senalados 
tambien por Fairman y Givre sobre el 
globus pallidus, con resultados fugaces, o 
alentadores pero no sin compromiso de 
difusion para la capsula interna y otras 
estructuras de veeindad, resolvimos prac¬ 
tical’ la section del globus pallidus, de 
acuerdo con las medidas estereotaxicas de 
Spiegel y Wycis, y tomando tambien en 
consideration las referencias de Cooper. 

Nos parecio entonces que el piano fron¬ 
tal mas aceptables que uno debe buscar 
para atacar el globus palidus, es aquel que 
senalan Spiegel y Wycis a 30 mras. por 
delante de la glandula pineal y el piano 
horizontal que pasa a 5 mm. por arriba de 
la comisura anterior en el atlas de los mis- 
mos autores (Figs. 29 y 69) ; pero ante la 
imposibilidad de contar siempre con la 
glandula pineal calcificada y visible a los 
rayos X, la busqueda de la masa inter¬ 
media hacia el centro de la imagen pneu- 
mografica del III ventriculo nos ha facili- 
tado este proposito. 

Hemos encontrado que un trepano 
temporal practicado a 4 cms. por detras 
del arco orbitario externo y a 3 cms. por 
encima del cigoma, permite el acceso de 
una canula al traves del giro temporal 
superior, pasando por la parte inferior de 
la insula en direction de la porcion media 
de la imagen del III ventriculo, logra al- 
canzar el globus pallidus en un mesocefalo 
a 5 cms. de la corteza cerebral y a 1 cm. 
de la linea media. 

La canula adaptada primero de un leuco- 
tomo de Freeman y Watts y despues dise- 
nada especialmente por nosotros (Fig. 1) 
permite substituir su mandrin romo por 
otro que lleva en la punta una muelle doble 
que se abre al terminal* la canula en forma 
de abanico cuya abertura puede graduarse 
desde afuera insertandola mas o menos de 
0.5 a 1 cm. en cada brazo u hoja de la 
muelle. 


La intervention se practica siempre bajo 
anestesia local y una vez insertada la 
radiografia anteroposterior y otra lateral 
canula se eontrola su posicion por una 
(Fig. 2, A and B) escogiendo un piano 
coronal, a 14 cms. por arriba del nasion, 
que sehalamos con una “diadema” de plas- 
tico lucite perforado a distintas alturas 
pero con una referenda especial para el 
trepano sebalado y, en el lado opuesto, 
a 11 cms. de la linea media aplicamos 
un clip de plata en cuero cabelludo que 
nos servira de orientation en el avance de 
la canula. Cuando consideramos que el 
instrumento esta en su posicion y profun- 
didad correctas, comprobamos cuidadosa- 
mente la no existencia de hemorragia y 
realizamos la exploration de la capaci- 
dad motora en los miembros contra- 
laterales ya que la lesion de la capsula 
internal podria ser responsable desde luego 
de diminution de la fuerza muscular. 
Ante la mayor seguridad posible de tener 
la punta de nuestra canula en el espesor 
mismo del globus pallidus (probablemente 
en la emergencia inferior de las fibrillas 
palidofugales) inyectamos 0.5 cc de una 
solution de novocaina al 1.5% ; si logramos 
de una manera impresionanate la disminu¬ 
cion del temblor, hacemos pasar por la 
canula el instrumento que con sus muelles 
cortantes se abrira en el extremo (ahora en 
el palido) de la misma, medio centimetro 
para realizar el primer corte por el movi- 
miento rotatorio del instrumento y, de no 
conseguir con este corte la cesacion de los 
movimientos, hacemos protruir medio cen¬ 
timetro mas las muelles que, por nuevos 
movimientos de rotacion del instrumento 
ampliaran al doble el piano de seccion en 
el aspecto anteroposterior del globus 
pallidus. 

En uno de nuestros casos basto la simple 
insertion de la canula llevada hasta el 
lugar senalado, para suspender espectacu- 
larmente el temblor en un hemiparkin- 
sonismo. 
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En otro de nuestros pacientes, la novo- 
caina invectada y aun el alcohol regresaban 
por la canula como por encontrar estruc- 
turas tan endurecidas (marmoreas) que 
no permiti'an la infiltracion de estos liqui- 
dos. El corte en este paciente nos dio la 
sensacion de dureza v discreta crepitaeion 
con la disminucion consecutiva inmediata 
del temblor. 

Con objeto de tener la mayor seguridad 
posible, respecto de la position de la punta 
de nuestra canula en el globus pallidus y 
de la profundidad que habran de alcanzar 
las muelles cortantes, antes de practical- 
el corte usamos un electrodo de profundi¬ 
dad, cuya punta esferiea no aislada se pasa 
de 0.5 a 1 cm. de la profundidad alcanzada 
por la canula, haeemos un registro electro- 
encefalografico, cuyas ondas lentas (una a 
tres por segundo) nos han parecido carac- 
teristicas del trazado de actividad del 
ganglio basal, que no Iogramos cuando el 
electrodo esta en capsula interna. 

A mayor abundamiento, antes de retirar 
el electrodo lo usamos tambien para esti- 
mulacion electrica con la onda cuadrada 
daba un cronaximetro, de 0.5 a 5 voltios 
con frecuencias de medio segundo con 
duracion de D. I sig. — Si se obtienen 
respuestas motoras ritmicas contralatera- 
les en ambos miembros, por estimulo sobre 
la capsula interna, retiramos aproximada- 
mente de hi a cm. la canula con el elec¬ 
trodo, hasta no obtener esta respuesta y 
es entonces cuando inyectamos de 14 a 1 cc. 
de novocaina al 1.59c. Si el temblor cede, 
practicamos el corte v retirado el instru- 
mento cortante dejamos la canula en su 
sitio 2 a 3 minutes con objeto de compro- 
bar si hay o no hemorragia; enseguida 
retiramos lentamente la canula—En algu- 
nos de nuestros casos, como escurriera 
sangre, inyectamos 2.5 cc. de suero fisiolo- 
gico en varias ocasiones hasta que el suero 
regreso por la canula menos tenido. 

Es importante controlar la fuerza mus¬ 
cular y capacidad de movimientos durante 


la realization del corte (Hemosobservado 
que se frecuente que aparezca un signo de 
Babinski inmadiatamente despues de la 
operation y muy discreta paresia que desa- 
parece en las primeras 24 hs.). 

CONCLUSIOXES 

Nuestra casuistica de solo 5 casos nos 
ha ensehado que el proeedimiento no deja 
de tener riesgos particularmente para la 
capacidad motora integral de los miembros 
contralaterales, principalmente para el 
miembro inferior. En uno de nuestros casos 
hemos tenido que lamentar una monopare- 
sia inferior que no ha regresado en 5 
meses; en los 4 casos restantes hamos ob- 
servado la aparicion del signo de Babinski 
y hemiparesia transitoria. Uno de nues¬ 
tros casos no parkinsoniano, con hemiba- 
lismo severo consecutivo a un accidente 
vascular hipertensivo, se beneficio espec- 
tacularmente con la intervention, pero los 
movimientos para el miembro superior vol- 
vieron a aparecer al tercer dia de la opera¬ 
cion, aun cuando con menos intensidad; un 
segundo intento operatorio — sin previo 
registro electrografico ni estimulo, produjo 
hemiparesia contralateral transitoria v 
estupor y un cuadro confusional de 8 dias 
de duracion, al cabo de los cuales la pa¬ 
ciente estuvo libre de movimientos desor- 
denados pero con hemiparesia que, a me- 
dida que iba cediendo, dejaba su lugar a 
los movimientos involuntarios. 21 dias 
despues, su hemibalismo vuelve a estar 
presente v como prefiere la paresia previa 
a los movimientos desordenados, resolve- 
mos hacer quimopalidolisis usando 1 cc. de 
alcohol absolute con fenol al 19c. Inma¬ 
diatamente de invectada la substancia ce- 
den los movimientos, hay hemiparesia 
progresiva que se convierte en hemiplegia 
media hora despues. La enferma se queja 
de cefalea intense. Ocho horas despues 
se hace PL encontrando tension inicial de 
100 mm (Raq. de agua). En las siguiente? 
24 hs. la enferma dice sentirse mejor pero 
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esta manifiestamente confusa y con ten- 
dencia al sopor. Cuarenta y ocho horas 
despues, se inicia un estado semicomatoso 
que termina con el fallecimiento de la en- 
ferma al cuarto dia de la inyeccion. 

En nuestro primer enfermo, un adulto 
de 67 anos, escogido para esta intervencion 
que hemos descrito, el temblor parkinso- 
niano en el hemicuerpo izquierdo cedio in- 
stantaneamente cuando la canula estuvo a 
la profundidad en que suponiamos encon- 
trar el globus pallidus y, sin corte mayor, 
el enfermo estuvo libre de su disquinesia 
hasta 26 dias despues en que desgraciada- 
mente fallecio por un proceso neumonico.— 
La autopsia en este caso nos comprobo la 
lesion del globus pallidus en su porcion 
mas inferior. 

En los otros dos casos hemos obtenido 
la eesacion inmediata y espectacular del 
temblor con ligerisima hemiparesia que ha 
regresado totalmente en 48 o 72 hs. 

En todos nuestros casos hemos obser- 
vado muj'' considerable disminucion y casi 
desaparicion de la rigidez postural y de 
movimiento. 

No han ocurrido trastornos del lenguaje, 
pero si hemos observado cierta tendencia a 
la vervigeracion en las 24 hs. consecutivas 
a la intervencion. 

Trastornos del sueno con somnolencia y 
estupor en dos de nuestros casos y en uno 
de ellos insomnio de 24 hs. a pesar de hip- 
noticos y ataraxicos. 

Hasta la fecha hemos escogido pacientes 
que requieren intervencion de un solo lado. 

Creemos que de practicarse la operation 
en ambos lados debe dejarse transcurrir 
un mes o mas para la realization de la 
segunda. 

Los mejores resultados los hemos obte¬ 
nido en el control del temblor. 

En el caso hemibalismo descrito, creemos 
que la disquinesia fue substituida por 
hemiparesia a causa de lesion de la cap- 
sula interna y que el accidente fatal por la 
inyeccion de alcohol-fenol se debio a la 


difusion del mismo de la vecindad de 
estructuras diencefalicas. 

Creemos que la palidotomia constituye 
una esperanza segura en el tratamiento 
sintomatico de algunas disquinesias, sin 
afectar la movilidad voluntaria y redu- 
eiendo considerablemente el temblor. 

Nota. —En el control de nuestros enfer- 
mos, ademtis de todas las pruebas clinicas, 
hacemos trazos electromiograficos y cine- 
matograficos pre y post operatorios. 

Nuestra experiencia con esta interven¬ 
cion es de 13 meses y hemos podido com- 
probar que si hay esbozo de temblor nunca 
represents mas del 10% del preoperatorio 
y que nuestros pacientes han estado siem- 
pre satisfechos de los resultados obtenidos. 

Nos complace saber que el Dr. Obrador 
en Madrid, realiza una intervencion seme- 
jante. A los casos senalados podemos ya 
agregar el de otra enferma recientemente 
operada, con temblor parkinsoniano, pos- 
tencefalitico bilateral, de mas de 20 anos 
de evolution en la que hemos operado sobre 
el lado derecho controlando de inmediato 
el temblor contralateral izquierdo. 

Con objeto de tener mejor control del 
area lesionada en el pallidum, ultimamente 
estamos dejando la mitad de un clip de 
plata de Mackensie, antes de retirar la 
canula. 

Adcndum: Cuando esta comunicacion se publica 
(Feb., 1959) el autor ha operado a 31 enfermos 
afectados de Parkinsonismo uni o bilateral, con 
espectacular mejoria en el 70%, beneficio acept- 
able en el 20%, mejoria fugaz y recidiva tem- 
prana en 5% y complicaciones incapacitantes y 
mortales en 5%. En dos pacientes mas con dis¬ 
quinesia coreiforme y severo hemibalismo los re¬ 
sultados no han sido muy satisfactorios. En estos 
se ha intentado tambien el ataque quirurgico, con 
el mismo instrumental, del nucleo rojo y del nucleo 
v.l. del talamo. 
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Most of us are so familiar with the clangers of delay in acute surgical conditions, 
that we run very little risk of falling into the error of procrastination. We have 
been taught to recognize the emergency that requires prompt action, to make our 
decisions quickly, and to carry them out expeditiously. It is not often, however, 
that we allow our minds to dwell on the reverse side of the picture, the advantage 
of delay, 'let it cannot he too strongly insisted that the first point a surgeon should 
consider is whether an) operation is required at all. whether “do nothing” is not 
the best advice in the interest of the patient. Operating has become so easy, and 
its implements and procedures so standardized, that most men when they leave hos¬ 
pital are quite capable of performing a large number of operations safely and well 
at a time when their surgical judgment is yet immature. With experience, the 
responsibility for deciding whether operation is the best form of treatment comes 
to assume first place: the choice of operation becomes a subsidiary question. 

The last twenty years have seen many diseases and many parts of the body, 
which were formerly immune from surgical interference, brought within the scope 
of operation. They ha\e al=o witnessed a general reconsideration of value*. It 
has been realized that in many conditions, where treatment by operation was for¬ 
merly the rule, the resulting advantage which accrues to the patient is not enough 
to counterbalance the pain and the risk. 

—Ogilt ic 
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During the forthcoming months of 
1959 and as long thereafter as pos¬ 
sible, the editorial pages of the 
Journal of the International College 
of Surgeons will be occupied by 
presentations of rare and extraordi¬ 
nary historic value, the lectures pre¬ 
sented at the International Surgeons' 
Hall of Fame on medical and surgi¬ 
cal history from the earliest recorded 
achievements to those of our own 
times. We believe that Journal read¬ 
ers who were not able to attend the 
lectures will find them as exciting as 
did the audiences present at their 
delivery. The story of progress in 
the healing arts and the giants of 
medicine and surgery to whom we 
owe the amazing brilliance and 
scope of modern achievement is in¬ 
trinsically thrilling and is a vital 
part of the education of every cul¬ 
tivated man and woman, inside or 
outside the profession. It is al¬ 
together fitting that it should appear 
in these pages, since the Interna¬ 
tional College of Surgeons is first, 
last and always a teaching institu¬ 
tion. 


♦Professor of Surgery (Anesthesiology) and Head of the 
Division of Anesthesiology, University of Illinois College of 
Medicine and the Research and Educational Hospitals. 

♦♦Clinical Instructor, University of Illinois College of Med¬ 
icine and the Research and Educational Hospitals. 
Submitted for publication Nov. 23, 1958. 


W ITH THE eating of the apple from 
the Tree of Life, man began to ac¬ 
cumulate knowledge to relieve the 
pain that besieged him. This knowledge, 
however, was woefully inadequate. Though 
many old stories of ancient times tell us of 
many potion brews and inhalants, and of 
many drugs, each when carefully studied 
shows that though a few may have blunted 
pain to some slight extent, none was ade¬ 
quate to relieve severe pain. Some, espe¬ 
cially those concocted with wine or similar 
spirits, may have produced sleep or some 
degree of stupor, yet none was adequate 
for sui’gical anesthesia, nor could any of 
them have been used repeatedly without 
danger of poisoning. By far the majority 
of these portions have been studied and 
found devoid of any real analgesic effects. 

One of the early attempts to produce 
analgesia was made by the Assyrians, who 
advocated compressing the carotid arteries 
for the production of unconsciousness. As 
herbs were investigated, the soporific 
properties of opium and hemp were used 
in India. These two drugs were analgesics, 
but not anesthetic without danger of pois¬ 
oning. Pliny the Elder, in 79 A.D., de¬ 
scribed the use of mandragora. Later the 
Greek physicians combined mandragora 
with wine and called it morion. Though 
this drug was the subject of many papers 
and the essence of many remedies of the 
Middle Ages, it is devoid of real analgesic 
properties. 
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The earliest references to inhalation 
anesthesia was contained in the works of 
Herodotus. He described the burning of a 
peculiar kind of hemp, resembling hash¬ 
eesh, and the inhalation of these fumes. 
In ancient times the fumes of several hyp¬ 
notic sponges were inhaled. Hugh of Lucca, 
in the thirteenth century, described many 
such soporific sponges made with opioids. 
Even Guy de Chauliac, whose textbook 
ranked first in the Middle Ages, recom¬ 
mended the inhalation of narcotics. Need¬ 
less to say, none was effective, except that 
the vehicle may have been volatile and 
caused some psychic depression, especially 
if such a substance as alcohol was em¬ 
ployed. 

Other physical attempts to alleviate pain 
include the use of snow and ice, applied 
locally. This was recommended by Avi¬ 
cenna (979 to 1030 A.D.). James Moore, a 
famous English surgeon, published a mon¬ 
ograph in 1784 entitled “A Method of Pre¬ 
venting or Diminishing Pain in Several 
Operations of Trunk Surgery.” This 
method consisted of the use of clamplike 
devices applied to the nerve trunk areas 
of the extremity upon which the operation 
was being performed. 

In 1779 Frederick A. Mesmer introduced 
the art of hypnosis, which became known 
as “messmerism.” He believed that the 
body had an “animal magnetism” and that 
this could be controlled, to the alleviation 
of pain. In the British Isles James Esdaile, 
John Elliotson and James Byrd carried on 
the mesmeric technic, and, though some 
operations were performed with the aid of 
hypnosis administered by Esdaile, this 
technic never acquired a large group of 
supporters. 

The age of modern inhalants began in 
1510, when Valerius Cordius, a German, 
described the properties of sweet vitriol. 
Paracelsus, in the same country, even 
hinted at its use. In 1730 Frobonius re- 


editorial 

named diethyl, calling it “ether.” Prior 
to this time it was known as sweet vitriol. 
The word “ether” is derived from the 
Greek “aither” through the Latin “aether,” 
both words meaning “air.” 

One of the earliest contributors to mod¬ 
ern inhalation anesthesia was Joseph 
Priestly. He was born near Leeds, Eng¬ 
land, of strict Calvinistic parents. His 
educational training was intended to equip 
him for the ministry. At the age of twenty- 
two he became a minister and a teacher 
of languages. After meeting Benjamin 
Franklin in London, his interest in chem¬ 
istry was spurred. He then built a labora¬ 
tory and embarked on research. He was 
enchanted by the gas that bubbled from 
the beer baths that were located near his 
church. This was found to be the same gas 
that was prepared by Joseph—carbon 
dioxide. 

In 1772, while in his laboratory at Caine, 
he treated damped iron filings with nitrous 
acid, and upon beating them found nitrous 
oxide. He had to leave England because of 
his religious beliefs, and fled to Northern 
Giland, Pennsylvania. He also isolated oxy¬ 
gen, and is considered the father of modern 
anesthesia because of these important 
basic discoveries. 

The application of inhalants for the 
alleviation of pain was undoubtedly aided 
by the work of Sir Humphrey Davy. He 
was born of poor parents in England, and 
was “discovered” in Penzance about 1797. 
Later he became the superintendent of the 
institution at Clifton, which was a step¬ 
ping-stone to his becoming the head of 
Beddows Pneumatic Institute, the impor¬ 
tant seat of learning and treatment of his 
day. 

In April 1799 Davy began inhaling 
nitrous oxide which was considered a 
poison by many, and this took this gas out 
of the class of “contagions.” (Portraits of 
Davy and Beddows in Triinnph Over Pain, 
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pp. 80-81.) Davy wrote about the intensifi¬ 
cation of auditory and visual reception in 
the analgesic state produced with nitrous 
oxide without loss of consciousness. In 
1801 Davy resigned the post of superin¬ 
tendent of the Pneumatic Institute and 
became a lecturer in chemistry and direc¬ 
tor of the Chemical Laboratory at the 
Royal Institute. Unfortunately, Davy did 
not perfect the surgical use of nitrous ox¬ 
ide, although he did suggest that it might 
prove useful for this purpose. 

Henry Hill Hickman (portrait in Tri¬ 
umph Over Pain, p. 112) was born on 
Jan. 27, 1800, in a Shropshire village. He 
was among the first to describe and rec¬ 
ommend the pi'oduction of the anesthetic 
state of unconsciousness. At the age of 
twenty, after much study, he became a 
member of both the Royal College of Sur¬ 
geons and the Royal Medical Society of 
Asbury. On Feb. 21, 1824, he wrote his 
famous letter to Mr. T. A. Knight of Down- 
ton Castle near Ludlow, a prominent mem¬ 
ber of the Royal Society. In this letter he 
recommended using carbonic acid gas in 
surgical practice, and described his ex¬ 
periments on animals. In Hickman’s opin¬ 
ion these animals were not asphyxiated, 
but were really in a state of suspended 
animation. Although Mr. Knight seems to 
have encouraged Hickman to publish his 
letters and experiences in the form of a 
pamphlet, he made no attempt to convince 
his colleagues of the Royal Society of its 
importance. After waiting three years, 
Hickman, in April 1838, decided to present 
his case to Charles, King of France. His 
letter of Aug. 31, 1838, was forwarded to 
the Royal Academy of Medicine and was 
read at a meeting of the Medical Section on 
September 28. A committee was appointed 
to study Hickman’s claims, but nothing 
was done about it. Hickman returned to 
England, and a short time later, on April 
5, 1830, died at the age of 30. He was 


buried at Burnsfield. Hickman’s experi¬ 
ments on animals are undoubtedly among 
the first successful uses of anesthesia for 
surgical operations on animals. His works 
were carefully documented and presented. 
It is sad that his choice of an agent was 
carbon dioxide, and also that no one fol¬ 
lowed his lead to its logical conclusion by 
applying a modification of his technic to 
man. 

Demonstrations of nitrous oxide inhala¬ 
tion were very common during the early 
nineteenth century. One of the lecturers of 
that era was Gardner Quincy Colton, 
whose early demonstrations set the stage 
for Wells’ discovery of the anesthetic prop¬ 
erties of the gas. 

Gardner Quincy Colton was born in 
Vermont in 1814. Because of monetary 
embarrassment, he had to leave school and 
become an apprentice chairmaker. Later, 
he came to continue his trade in New 
York, where his brother aided him in en¬ 
tering the College of Physicians and Sur¬ 
geons in 1842. He left school two years 
later, because of financial difficulties, and 
became a public lecturer. On Dec. 10, 1844, 
while Colton was in Hartford, Connecticut, 
one of the participants of his nitrous oxide 
inhaling exhibitions sustained a contusion 
hematoma and felt no pain. Wells, being 
present at the demonstration, was im¬ 
pressed and decided to try the use of ni¬ 
trous oxide in his practice. 

During the “Gold Rush” in 1849, Colton 
became attracted to the West. In California 
he became a Justice of the Peace. In later 
years Colton became a wealthy man. Un¬ 
fortunately, after his return to the East 
his wealth disappeared, and in 1863 he 
began administering nitrous oxide again. 

While Colton was on tour he met J. H. 
Smith, a dentist from New Haven, Con¬ 
necticut, and served as his anesthetist for 
the demonstration of nitrous oxide. Colton 
opened the first office of the Colton Dental 
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Association in New York City, employing 
Dr. John Allen as dentist. Colton’s fame 
and fortune as a painless extractor of teeth 
grew fabulously and he became wealthy 
again. 

Horace Wells (portrait in TriumphOver 
Pain, p. 126) was born on Jan. 21,1815, at 
Hartford, in Windsor County, Vermont. He 
descended from an aristocratic New Eng¬ 
land stock and consequently was able to 
attend many famous private schools. He 
studied dentistry in Boston and in 1884, 
at the age of 19, began his predental study. 
After studying two years he moved to 
Hartford and built a lucrative practice. He 
discussed the possibility of preventing 
surgical pain with colleagues on several 
occasions. 

During the years from 1841 to 1843 he 
had several students, among whom were 
John M. Riggs and William T. G. Morton. 
On Dec. 10, 1844, he witnessed Colton’s 
demonstration of nitrous oxide and was 
impressed. The next day he requested John 
M. Riggs, dentist, to extract one of his 
molars while he, Wells, was under the in¬ 
fluence of nitrous oxide. After adminis¬ 
tering it in turn to many dental patients, 
he approached Dr. Warren of Massachu¬ 
setts General Hospital and requested an 
opportunity to demonstrate its uses by 
administering surgical anesthesia. Unfor¬ 
tunately, this demonstration failed because 
of inadequate depth of the anesthesia. Al¬ 
though the patient had no memory of the 
painful episode and really was in an anal¬ 
gesic plane, the audience, because of his 
outcry, came to the conclusion that the 
demonstration was a failure. 

Nevertheless, there can be little doubt 
that this man played an important role in 
the discovery of surgical anesthesia. The 
fact that Morton saw his teacher. Wells, 
anesthetize a patient for extraction cannot 
be denied. That he induced anesthesia for 
many extractions and taught his art to 
many also cannot be denied. That he had 


his own tooth extracted first is not to be 
denied. There would have been no debate 
about priority had his public demonstra¬ 
tion of nitrous oxide been successful, and 
it could have been successful had more 
premedication or deeper anesthesia been 
utilized. Surgical anesthesia in its strictest 
sense was given to the world by Morton; 
but anesthesia for dentistry, at least, was 
given to the world by "Wells, and in about 
1862 was again popularized by Colton. 

Crawford Williamson Long (portrait in 
Triumph Over Pain, p. 15) was bom on 
Nov. 1, 1815, in Danielsville, Georgia. Al¬ 
though Crawford Williamson Long was the 
earliest well-known documented user of 
ether for the alleviation of pain, his failure 
to publicize his work kept the importance 
thereof from being fully recognized. 
Long first entered Franklin College at 
Athens, Georgia. He read medicine under 
Dr. George Grant of Jefferson, Georgia. 
Later, in 1836, he matriculated with the 
medical department of Transylvania Uni¬ 
versity at Lexington, Kentucky, and in 1838 
transferred to the University of Pennsyl¬ 
vania, where he first learned of ether. In 

1838 and 1839 he observed the effects of 
ether at first hand, on some of his colleagues 
who were inhaling it for amusement. In 

1839 he spent eighteen months “walking” 
the hospitals of New York. In 1841, when 
he had completed his studies, he went back 
to Georgia and located in Jefferson. Jeffer¬ 
son, like many small towns in the United 
States, was a site of ether frolics, and one 
of Long’s student friends, James V. Vener¬ 
able, had frequented many such frolics. 
While under the influence of ether he sus¬ 
tained injuries without suffering pain. 
Long convinced Mr. Venerable that he 
should have two small tumors on the nape 
of the neck excised while under ether anes¬ 
thesia, and he probably would not feel any 
pain. At first Venerable disapproved, but 
later was convinced and on March 30. 1812, 
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Paris was the seat of learning- for the 
world at the time. Soon after Jackson had 
sent his testimonials to Beaumont, Dr. 
Bigelow, who was champion of Morton’s 
claim to priority in etherization, made be¬ 
fore the Boston Academy of Arts and 
Sciences and the Boston Society of Medi¬ 
cal Improvement a report on the recent 
painless operations. On November 18, 
Bigelow’s address was published in a Bos¬ 
ton medical journal. Jackson got wind of 
this and hurriedly wrote to Dr. Beaumont, 
asking that his letter be read before the 
Academy of Sciences. On Monday, Jan. 18, 
1847, the Academy of Sciences met in 
Paris. Such leading authorities as Velpeau, 
Rouson and Serres were present. At this 
meeting Dr. Beaumont read a long report 
from Dr. Charles Jackson, dated 13 Nov. 
1846, in which Jackson claimed that he 
was the discoverer of etherization and 
that Morton was merely a Boston dentist 
whom Jackson had commissioned to try his 
discovery for the extraction of teeth and 
operations later given at the Massachusetts 
General Hospital. Velpeau stated his be¬ 
lief that Morton was the original discov¬ 
erer, and the Academy of Sciences ap¬ 
pointed a special committee to investigate 
the claim. Morton received news that 
Jackson had tried to discredit him at the 
Academy of Sciences, and approached 
Jackson on this subject. Jackson tried to 
reassure him saying that this was an 
error; but nevertheless, he continued to 
press his claims and even published them 
in the Daily Advertiser before Morton 
could do so. Fortunately, the members of 
the Massachusetts General Hospital were 
on Morton’s side and subsequently aided 
his claim to the discovery. Dr. John C. 
Warren, in his book On Etherization, with 
Surgical Remarks published by William 
Ticknor and Company, 1847, described the 
famous operation of Oct. 16,1846, in which 
a tumor on the left side of the neck, lying 


parallel to and just below the left lower 
jaw, had been excised. Warren’s book also 
discussed the description of etherization, 
including the cough, the deep inspiration 
and the audible, quickening pulse, which 
later became slower. Warren also described 
the postoperative nausea and vomiting, the 
relaxation of the muscles and the dilata¬ 
tion of the pupils. He expressed the opinion 
that the ill effects of ether were due to the 
exclusion of oxygen in the excessive 
amounts of ether given. Warren also dis¬ 
cussed many operations performed at this 
time, and the results of etherization. 

Warren’s book only reflected greater im¬ 
portance in the claims of Morton. On 
March 18, 1848, Morton published a state¬ 
ment in English in Little’s Living Age, 
laying claim to the discovery of etheriza¬ 
tion, and this was supplemented by many 
affidavits. Jackson’s only public contact 
with etherization really occurred on Nov. 
21, 1846, when Morton demonstrated the 
use of ether in the Bromfields' house to 
a group of doctors. As the year 1852 came 
to a close, the report on the Institute of 
France, of which the Academy of Science 
was a member section, agreed that their 
prize for etherization should be shared be¬ 
tween Dr. Jackson and Dr. Morton. There¬ 
fore, 2,500 francs was sent to each man. 
Subsequently Morton refused the prize 
from the Montyon Commission, which 
stunned the donors. In order to show their 
appreciation, the Institute of France de¬ 
cided that the rejected 2,500 francs should 
be used for a gold medal to be given to 
Morton, and this was issued and accepted 
with great pride. 

Meanwhile, Jackson’s hatred for Morton 
was spurred by the Institute’s latest ac¬ 
tion. On Nov. 12, 1846, Morton received a 
document from Mi-. Bachanan, Secretary 
of State. This document, numbered 4848, 
gave exclusive rights to the licensed for 
the use of Morton’s inhaler for ether. It 
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was Morton’s original intention to charge 
the doctors for the use of the inhaler de¬ 
pending upon the size of each one’s prac¬ 
tice in the town in which he practiced. In 
May 1846, however, war with Mexico was 
raging, and Morton offered to supply in¬ 
halers gratis to Army authorities, and to 
instruct Army surgeons in its use. Jack- 
son, realizing that no profit could be made 
with so many free inhalers available, de¬ 
cided to give up his claim to the inhaler. 

Meanwhile Jackson had incited many of 
Morton's creditors to foreclose and had 
forced Morton into bankruptcy. On March 
4, 1849, Zachary Taylor became President 
of the United States. Since the Government 
had infringed on Morton’s patent, it was 
decided that a National grant be given to 
Morton. Morton was told to submit a peti¬ 
tion to Congress, which was ignored for 
at least two years. During this time, Mor¬ 
ton’s financial needs became extremely 
pressing. The members of the Boston Med¬ 
ical Society collected several thousand dol¬ 
lars and presented it to Morton in rec¬ 
ognition of his discovery'. Congress then 
decided to allocate a sum of §100,000 to 
the discoverer of anesthesia, which spurred 
Jackson’s claim to this discovery. After 
many years, Morton despondently retired 
to his home in West Needham, Connecticut, 
and took up dairy farming. Communica¬ 
tions from Washington called him back 
there to restate his claim before Congress. 
Since Morton felt that his life would not 
have been fulfilled without the justification 
of his claims, he accepted. In 1853 Frank¬ 
lin Pearce, a Democratic president of the 
United States, stated that Morton should 
have been reimbursed. Unfortunately, all 
profits of his little farm at West Needham 
had been enough to enable Morton to 
keep his wife and children out of debt 
and Morton began borrowing money 
again. He was forced to sell the farm. 


editokial 

On July 15, 1868, William Thomas Lee 
Morton, a benefactor of mankind, died at 
the age of 42 years in poverty and de¬ 
jection. His wife and five fatherless chil¬ 
dren were left unprovided for. It was 
many years later that Congress awarded 
Morton’s heirs the sum of money allocated 
for his discovery. 

Although Charles P. Jackson (portrait 
in Triumph Over Pain, p. 224) received no 
credit for the discovery of anesthesia, he 
is without a doubt an important contribu¬ 
tor to its history. Jackson received his 
M.D. at Harvard in 1829. He studied for 
three years in France, and later was em¬ 
ployed in the United States as an analytic 
chemist. Having studied in a Royal School 
of Mines in France, Jackson claimed that 
he inhaled the ether for inflamed mucous 
membranes after he had accidentally in¬ 
haled chlorine gas in 1841. He described 
the anesthetic state and then conducted ex¬ 
periments and he related some of these 
facts to friends. Jackson stated that he too 
was busy planning expeditions in the fur¬ 
ther pursuance of ether’s effects and the 
proclamation of its merits. Jackson claimed 
that he had told Morton to use purified 
sulphuric ether in his experiments, and 
even that he should get the apparatus for 
its proper use from Burnette, a Boston 
pharmacist. 

On Oct. 21, 1846, Petty, a friend of 
Morton’s, suggested that the use of ether 
should be patented. Jackson, having heard 
of Morton’s claim, suggested that he be 
reimbursed for giving the advice to Mor¬ 
ton, but later, on October 23rd, suggested 
that he should be entitled to a percentage 
of the profits. Later Jackson, perturbed by 
the lack of profits during the war and 
other affairs, destroyed the patent that he 
and Morton had obtained. On Nov. 13, 
1846, Jackson wrote to Beaumont, who was 
in Paris, telling him about the discovery 
of ether and stating that Morton was his 
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agent. Jackson also wrote to many of the 
other learned men of the world to estab¬ 
lish his claim to ether before Morton could. 
This later led to decisions involving many 
prizes and honors that were awarded to 
him. After a long, turbulent fight with 
Morton, which was being carried out by 
the Congress of the United States, Jackson 
died in 1880, 75 years old and insane. 

One of the great pioneers in obstetric 
anesthesia was James Young Simpson 
(portrait in Triumph Over Pain, p. 272). 
Simpson was born poor, the son of a baker. 
He became a doctor and subsequently re¬ 
ceived an employment as chief assistant 
to the lying-in ward at Edinburgh Infirm¬ 
ary. He had spent years looking for a 
method of painless delivery, and, in De¬ 
cember 1846, he received the news from 
London that Liston had performed a pain¬ 
less operation under ether. Simpson had 
decided to use it on “laboring women.” The 
only disconcerting thing that occurred was 
that the women became giddy and nau¬ 
seated, and vomited. 

Simpson decided to use an agent called 
chloroform, which had been discovered in 
1841, sixteen years earlier, in Bromfield, 
Massachusetts, by an American army 
sergeant named Samuel Guthrie. Although 
a French chemist named Souberian cor¬ 
rectly worked out the formula and named 
it chloroform, and Lieberg, a German, had 
also worked out the method of chloroform 
production at approximately the same time 
that Samuel Guthrie did, Simpson first 
used chloroform at a party of several 
friends, as an after-dinner entertainment. 
It was then that Simpson noted its anes¬ 
thetic properties and decided to use it in 
obstetrics. It was on Nov. 4, 1847, that 
Simpson first used it in a delivery. Six days 
later Simpson reported to the Edinburgh 
Surgical Society that 30 women had been 
painlessly delivered with the aid of chloro¬ 
form. 


Unfortunately, there were many people 
at this time who believed that childbirth 
should not be painless, and they harassed 
Simpson. Even the clergy rallied against 
him, and he had to continue his fight 
against them. It was not until April 1853 
that Queen Victoria summoned Snoiv to 
anesthetize her for the delivery of a child 
(Prince Leopold). This action ended the 
controversy. Simpson was later appointed 
as one of Her Majesty’s physicians and in 
1866 was made a baron. At the age of 24 
he was elected president of the Royal Med¬ 
ical Society of Edinburgh, and in 1847 the 
queen appointed him as Physician in Ord- 
inary of Scotland. Unlike his predecessors, 
he enjoyed many more honors and on May 
6, 1870, he was buried in Westminster 
Abbey, and was later interred in Warris- 
town Cemetery in Edinburgh. 

John Snow was one of the earliest anes¬ 
thesiologists in history. He investigated 
cholera and served during a cholera epi¬ 
demic. His description of the source of the 
epidemic is a true classic. He wrote two 
4 classic texts; one on ether, the other on 
chloroform. These books are truly the 
work of a scientific genius. They were 
beautifully simple and accurate and to this 
day are informative. He tried to calculate 
the anesthetic dosage from the weight and 
amounts of anesthetics in blood in animals 
and convert this to man. He made an in¬ 
haler for anesthetics, delivering the agents 
at the correct temperature. He is mainly 
known for the administration of chloro¬ 
form to Queen Victoria. He also tested 
ethyl chloride but, like many of the inves¬ 
tigators at this time, disregarded it. He 
died in 1858 at the age of forty-five. There 
can be little doubt that he was the greatest 
of all early anesthesiologists. 

The era of Carl Roller and local anesthe¬ 
sia begins with the use of cocaine. Cocaine 
was discovered by the Spanish conquerors 
of Peru, who found it in use among the 
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Indians. At first it was used only by the 
Peruvian priests, but later the Spaniards 
encouraged its general use, because it in¬ 
creased the work output of Indians who 
had it, and it was a good source of reve¬ 
nue. In 1859 A. Niemann, a pupil of Roller, 
isolated cocaine from the cocoa plant. In 
1862, Prof. Schaeffer announced that co¬ 
caine applied to the tongue produced anes¬ 
thesia. Sigmund Freud and Carl Roller had 
been working together. In 1884, Doctor 
Freud went to visit his fiancee, and while 
he was away Carl Roller, his assistant, 
started an experiment by placing cocaine 
in the eyes of guinea pigs, rabbits and 
dogs. Roller revealed then that he could 
scratch the cornea of the anesthetized ani¬ 
mals with a pin without eliciting pain sen¬ 
sation. He even used electricity and cautery 
upon the anesthetized eyes of animals. 
Elated with his discovery, he published it 
and later became known as the discoverer 
of cocaine anesthesia. 

Corning, a neurosurgeon of the nine¬ 
teenth and twentieth centuries, had an ac¬ 
cidental beginning with spinal anesthesia. 
He noted that, if strychnine was injected 
into the area around the cord, convulsions 
of the affected area were produced. He 
ascertained that if cocaine would produce 
local anesthesia of the eye it might have 
the same effect on the cord. Coming had 
a patient who had spinal weaknesses and 
seminal incontinence, and he decided to do 
the first spinal anesthesia on him. After 
waiting thii-ty minutes for the injection of 
a 3 per cent cocaine solution into the pa¬ 
tient's spinal area. Corning administered a 
second dose and, although he was not in 
the field, spinal and epidural anesthesia 
appeared. Later other operations were per¬ 
formed with this technic and in 1886 a 
book entitled Local Anesthesia in General 
Medicine and Surgery was published by 
J. Leonard Corning, M.D. (Appleton and 
Company Press, New York). 


Thus the stage tvas set for the develop¬ 
ment of technics for surgical anesthesia. 
Topical anesthesia had been discovered by 
Roller; epidural by Corning; infiltrative by 
Halstead; spinal by Quinchi, Bier, Hilde- 
brant, Tuffies and Sehluch. 

Now names, technics and agents begin 
■ to appear as a result of the early work of 
these men. Chemists, pharmacologists and 
clinicians appear on the scene, and the his¬ 
tory of anesthesia expands so that only an 
encyclopedic text could do justice to it. 

The story of anesthesia is ultrasimplified 
hei-e, for many who contributed could not 
be mentioned, and thus ware necessarily 
slighted. This story emphasizes the role in¬ 
vestigators from the United States played, 
but many early workers of Britain, France 
and Germany played important roles. Only 
by reading the early texts and papers as 
well as the various histories of anesthesia 
can one obtain the true picture. 
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BOOKS RECEIVED 


The following books have been re¬ 
ceived by the Editor; they will be re¬ 
viewed critically as space and facilities 
permit. Omission of more extended re¬ 
view, however, is not to be taken as criti¬ 
cism of the merit of the book. 


Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 

Le Diagnostic du Cancer d’Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A. Gutmann. Paris: G. 
Doin et Cie, 1956. Pp. 257. 

Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockett. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 

Spinal Cord Compression. By I. M. Tarlov. 
Springfield, Ill.: Charles C Thomas, Pub¬ 
lisher, 1957. Pp. 147, with 41 illustrations. 

Functional Bracing of the Upper Extremi¬ 
ties. By Miles H. Anderson. Springfield, Ill.: 
Charles C Thomas, Publisher, 1958. Pp. 463. 
Illustrated. 

TJie Clinical Management of Varicose 
Veins. By David Woolfolk Barrow. New 
York: Paul B. Hoeber, 1957. Pp. 167, with 
70 illustrations. 

Homosexuality, Transvestism and Change 
of Sex. By Eugene de Savitsch. London: 
William Heinemann Medical Books Ltd., 
1958. Pp. 120. 


A Follow-Up Study of 128 Closed Head 
Injuries in Twins, Using Co-Twins as Con¬ 
trols. By S. J. Dencker. Copenhagen; Ejnar 
Muniksgaard, 1958. Reviewed in this issue. 

Pseudarthrose Congenitale du Tibia et Son 
Traitement (Congenital Pseudarthrosis of 
the Tibia and Its Treatment). By M. Guille- 
minet and R. Ricard. Paris: Masson & Cie, 
1958. Pp. 98, with 78 illustrations. Reviewed 
hi this issue. 

The Physician’s Own Library. By Mary 
Louise Marshall. Springfield, Ill.; Charles C 
Thomas, Publisher, 1957. Pp. 80. Reviewed 
in this issue. 

The Care of the Patient in Surgery, Includ¬ 
ing Techniques. By Edythe Louise Alexander. 
St. Louis: The C. V. Mosby Company, 195S. 
3d edi. Pp. 840, with 555 illustrations. Re¬ 
viewed in this issue. 

/ Amino Acids and Peptides with Antimetn- 
\olic Activity. Edited by G. E. W. Wolsten- 
holme and Cecilia M. O’Connor. Boston: 
Little, Brown and Company, 1958. Pp. 286. 
Illustrated. Reviewed in this issue. 

Surgery in Infancy and Childhood. By 
Matthew White and Wallace M. Dennison. 
Edinburgh and London: E. & S. Livingstone, 
Ltd., 1958. Distributed in the United States 
by the Williams and Wilkins Company, Balti¬ 
more. Pp. 444, with 266 illustrations, some 
in color. Reviewed in this issue. 

Milestones in Modern Surgery. Edited by 
Alfred Hurwitz and George A. Degenshein, 
with a foreword by J. Engelbert Dunphy. 
New York: Paul B. Hoeber, Inc., 1958. Pp. 
520. Illustrated. 

Neurological Basis of Behavior. (ClBA 
Foundation Symposium.) Edited by G. E. W. 
Wolstenholme and C. M. O’Connor. Boston: 
Little, Brown and Company, 1958. Pp. 400, 
with 109 illustrations. 
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Chirurgische Behandlung der Frischen 
Schadelhirnverletzungen (Surgical Manage¬ 
ment of Recent Craniocerebral Injuries). 
Edited by W. Tonnis. Leipzig: Jobann Am- 
brosius Barth, Publishers, 1959. Pp. 125, 
with 50 illustrations. 

Thirteen papers, presented at the 1956 meet¬ 
ing of the Rhine-Westphalian Surgical Asso¬ 
ciation, make up the contents of this informa¬ 
tive booklet, the first of a series entitled 
Contributions to Neurosurgery. 

Symptoms, diagnosis and therapy of vari¬ 
ous types of cranial and cerebral injuries, 
including their sequelae, are discussed, with 
due consideration of the literature. 

Among the subjects dealt with are injuries 
of the frontobasal region, impression frac¬ 
tures, subdural hematomas, intracranial 
hemorrhages, traumatic arteriovenous aneu¬ 
rysms, cerebrovascular disturbances and 
cerebral fat embolism. The treatment of cir¬ 
culatory and respiratory complications is 
described, and the post-traumatic changes in 
blood volume and blood chemistry are out¬ 
lined. 

Case histories, illustrations, charts, angi¬ 
ograms, electroencephalograms, roentgen¬ 
ograms and ample references contribute to 
the value of this little book, which, mainly 
in German-speaking countries, will be of in¬ 
terest to neurosurgeons and those general 
surgeons who are frequently confronted with 
accidental bead injuries. 

Ep.nest G. Abraham, M.D. 

Clinical Enzymology. Edited by Gustav J. 
Martin. Boston: Little. Brown and Companv, 
1958. Pp. 241. 

This book offer.-, a summary of present-day 
knowledge in a relatively new chapter of 
modern medicine. The first three chapters 
are devoted to theoretical considerations, 
while Chapters 4 and 5 discuss the practical 
aspects of the current knowledge of enzymes. 


Chapter 6 is again a more theoretical discus¬ 
sion; the final chapter is a recapitulation, 
with an outlook into the future. 

The book is clearly written. It has an ex¬ 
cellent bibliography, and the chapters deal¬ 
ing with the practical uses of knowledge are 
outstanding in clarity. The study of enzym¬ 
ology is just beginning, and many things that 
now seem established probably will change 
in future investigation. 

This reviewer considers the book a valu¬ 
able essay that should be read by anybody 
interested in the progress of medicine. 

—Werner F. Eisenstaedt, M.D. 

Surgery in Infancy and Childhood. By 
Matthew White and Wallace M. Dennison. 
Edinburgh and London: E. & S- Livingstone, 
Ltd., 1958. Distributed in the United States 
by the Williams and Wilkins Company, Balti¬ 
more. Pp. 444, with 266 illustrations, some 
in color. 

Since the turn of the century pediatrics has 
become more and more important as a spe¬ 
cialty, and surgery as related to infants and 
children a specialty within the field. 

For twenty-five years the Royal Hospital 
for Sick Children in Glasgow has included in 
the final year's teaching of medical students 
a ten-week course on the problems of surgery 
in infancy and childhood. The work of the 
student at the bedside and in the outpatient 
department is supplemented by lectures and 
clinicopathologic demonstrations. This book 
is based on the lectures and demonstrations 
and was prepared to replace many of the 
lectures and allow the students more time 
for bedside teaching. 

Since the text was designed for a specific 
situation, the authors warn the reader that 
it is not a book of reference for the pediatric 
surgeon. Nevertheless, in its practical pre¬ 
sentation of everyday problems, the book L 
valuable to the practicing pediatrician and 
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the general practitioner as well as to the 
medical student. The problems presented are 
familiar to all—birth accidents and malfor¬ 
mations, accidents to which children are 
prone — foreign bodies in the alimentary 
tract; fractures, and the like. The book 
should have a wider distribution than the au¬ 
thors anticipated. 

M.T. 


Pseudarthrose Congenitale du Tibia et Son 
Traitement (Congenital Pseudarthrosis of 
the Tibia and Its Treatment). By M. Guille- 
minet and R. Ricard. Paris: Masson & Cie, 
1958. Pp. 98, with 78 illustrations. 

The authors present a critical study of 
the treatment of rare congenital pseudar¬ 
throsis of the tibia, based on a sei'ies of 14 
cases. Their observations have increased 
current knowledge of the pathologic-anato- 
omic picture and of the treatment. No longer 
need we the surgeons rely on more or less 
haphazard methods. A carefully chosen re¬ 
constructive orthopedic operation and anti¬ 
biotic therapy assure an ever-increasing 
number of successful results. The authors 
have had the opportunity to follow most of 
the 14 patients since birth, observing the 
development of bowing of the tibia and sub¬ 
sequent pseudarthrosis. 

The greater part of this work is devoted 
to treatment. The authors do not minimize 
the many difficulties, i.e., imperfect con¬ 
solidation, failure of bone union leading to 
late sequelae, such as recurrence of pseu¬ 
darthrosis, which requires further treatment 
and, in some instances, amputation. They 
describe the surgical interventions employed 
on the basis of the various mechanical prob¬ 
lems presented by the individual patient: the 
homogenous bone graft, the intermedullary 
nail of Kuntscher, the bridge or “bypass” 
graft and, in difficult cases, the Hahn or 
Huntington method, which combines tibial 
nailing with fibial osteoplasty. The ideal 
time for operation is between the ages of 
3 and 4 years. 

The clinical course of the 14 patients is 
tabulated as follows: 5 cures were obtained 
find the patients were well eighteen, eight, 


six, four, and two years after the operation; 
3 patients operated on within the first year 
are progressing satisfactorily; in 2 there is 
consolidation with further sequelae; there 
were 3 failures (1 requiring amputation), 
and 1 patient did not return for follow-up. 

The authors explain that the treatment 
of congenital pseudarthrosis still presents 
many problems that tax the surgeon’s in¬ 
genuity, that treatment may be followed by 
disappointment and that results may not be 
lasting. These children must be kept under 
surveillance for a long time (the authors 
have had 1 patient under observation for 
twenty-one years). Patients presenting oper¬ 
ative failure should not be abandoned. Re- 
evaluation of the individual problem and the 
employment of a more suitable method of 
treatment may correct a poor result. 

This book is not a general review of that 
rare condition, pseudarthrosis of the tibia. 
It consists of the critical analysis of 14 
patients studied in detail, treated most in¬ 
telligently and diligently followed. The pedi¬ 
atrician as well as the orthopedist will en¬ 
hance his knowledge by reading this book, 
which is replete with detailed observations. 

Charles Pierre Mathe, M.D. 

A Follow-Up Study of 128 Closed Head 
Injuries in Twins, Using Co-Twins as Con¬ 
trols. By S. J. Dencker. Copenhagen; Ejnar 
Muniksgaard, 1958. 

The 12S head injuries studied in this re¬ 
port occurred in 117 pairs of twins, selected 
from 14,647 persons born between 1880 and 
1946 and admitted to one of the hospitals in 
coma for head injury. Of these 117 pairs 
of twins, 36 were classified as monzygotic 
and 81 as dizygotic. The incidence of im¬ 
mediate postoperative complications in the 
injured persons was essentially the same in 
the monozygotic and dizygotic series. 

Some cognitive functions deteriorated 
after closed head injury, although the im¬ 
pairment was subtle and of no practical im¬ 
portance. Late “postconcussional” symptoms 
were considered largely of constitutional 
origin, as the head-injured persons seemed 
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to differ in pretraumatic mental makeup 
from the average subject. A larger number 
of head-injured persons in both the mon- 
zygotie and the dizygotic series were more 
antisocial than their twins. A great number 
of head-injured persons in the dizygotic 
group were of lower social status than their 
twins and about 20 per cent of all the twins 
with head injuries were more accident-prone 
than their partners. 

Harold G. Voris, M.D. 

The Care of the Patient in Surgery, Includ¬ 
ing Techniques. By Edythe Louise Alexander. 
St. Louis: The C. V. Mosby Company, 1958. 
3d edi. Pp. 840, with 555 illustrations. 

This third edition of Alexander’s Care of 
The Patient in Surgery is excellent. It is one 
of the few books devoted solely to the operat¬ 
ing room and the procedures conducted 
therein. 

Although the book is written primarily for 
the surgical nurse, it contains much of value 
for each member of the surgical team. 

The writing is concise, and numerous 
drawings and photographs augment the text. 

Cardiac and neurosurgical operations have 
been embellished over the previous editions. 
The author maintains a practical plane, 
however, and does not discuss the highly 
technical procedures involved in the by¬ 
passed mechanisms. 

The surgical nurses I have encountered 
say Alexander is their best reference book. 
In my own opinion it has much to offer sur¬ 
geon, nurse and technician. It can be recom¬ 
mended unreservedly. 

—Philip Thorek, M.D. 

Amino Acids and Peptides with Antimeta- 
bolic Activity. Edited by G. E. W. Wolsten- 
holme and Cecilia M. O’Connor. Eoston: 
Little. Brown and Company. 1958. Pp. 2SC. 
Illustrated. 

This text is a record of the proceedings of 
the international symposium in March 195? 
of the Cun Foundation (London). 


NEW BOOKS 

Twenty-nine participants engaged in the 
discussion, which dealt with the chemical, 
biochemical, biologic or clinical properties 
of amino acids and peptide derivatives. 

The discussion is presented with very little 
editing, and the participants are recognized 
authorities. 

The CiBA Foundation, an educational and 
scientific charity, was founded in 1947 for 
the promotion of international cooperation 
in medical and chemical research. It holds 
five or six symposiums a year, to which sci¬ 
entists are invited to meet informally for 
discussion. Each symposium draws visitors 
from many countries. The proceedings are 
published jointly by J. & A. Churchill, Ltd., 
of London, and Little, Brown and Co., of 
Boston. All of the proceedings are important 
to physicians and surgeons, because of the 
rapidly increasing developments in medicine. 

—O.C. 


The Physician’s Own Library. By Mary 
Louise Marshall. Springfield: Charles C 
Thomas, Publisher, 1957. Pp. 80. 

The doctor’s personal library is often hap¬ 
hazardly collected, according to his personal 
interests dike anyone else’s). But with the 
rapidity of recent advances in science, it 
is more and more important to plan a profes¬ 
sional collection of books and magazines. 
Miss Marshall, medical librarian at Tulane 
University, has prepared a highly informa¬ 
tive guide, with advice on budgeting, order¬ 
ing, record keeping, preparing an index, etc. 
A chapter on the preparation of medical 
papers and a plan for pooling library re¬ 
sources in small communities are included. 
The book, originally a monograph in the 
American Lecture Series ('American Lectures 
in Internal Medicine), is edited by Dr. Roscoe 
L. Pullen. Professor of Medicine and Dean 
of the University of Missouri School of Med¬ 
icine. It is a most valuable guide for the 
professional man. 
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Survey of the German Literature on General 
and Orthopedic Surgery Since 1956 

K. BOSHAMER, M.D., F.I.C.S. 

WUPPERTAL-BARMEN, GERMANY 
TRANSLATED BY 

KURT EICHELBAUM, M.D., F.I.C.S. 

CHICAGO, ILLINOIS 


Esophageal Surgery, 1956 

HEINZ GRIESSMANN, M.D., F.I.C.S. 

NEUMUENGER-IIOLSTEIN 

The increasing interest of the German sur¬ 
geons in esophageal surgery is reflected by 
the increased number of papers in this field. 

A review of the total field was given by Von 
Hasselvach (W156), who also emphasized the 
less satisfactory results of surgical treatment 
of esophageal varicosities, of the esophageal 
carcinoma and of the congenital atresia of 
the esophagus. The condition last mentioned, 
combined with esophageal tracheal fistula, is 
considered by Vogta to be connected with re¬ 
gressive development of the arteries of the 
region. He estimates the success of operative 
treatment at 42 per cent. Wassner, in a re¬ 
view of the literature reported on 142 eso- 
phagotracheobronchial fistulas, the causation, 
history and symptoms of which he discussed. 

In Vossehulter’s opinion, the prognosis of 
spontaneous perforation of the esophagus is 
favorable only if the condition is diagnosed 
early and actively tackled; Karchen favors a 
conservative treatment of this lesion. Voss- 
schulter prefers the roentgen contrast exami¬ 
nation to esophagoscopic study of this condi¬ 
tion. From 1947 to 1953, 4 patients with 
perforation of the thoracic segment of the 
esophagus were admitted to the Heidelberg 
clinic. All of them were cured without sur¬ 


gical intervention. For this reason, Carter 
thinks that the results of conservative man¬ 
agement are not worse than the results of 
operation. Moreover, with conservative thera¬ 
py the patient would be spared the strain of a 
considerable operation. 

Various papers dealing with cardiospasm. 
Griessmann differentiates the so-called cardio¬ 
spasm from the idiopathic mega esophagus 
corresponding to the difference between 
Hirschsprung’s disease and the idiopathic 
megacolon. The history of cardiospasm is 
usually brief, while in a case of mega-esopha- 
gus it may cover several decades. In the 
presence of cardio spasm, vomiting usually 
occurs immediately after a meal. A contra¬ 
distinction with mega-esophagus it does not 
occur until several meals have been eaten and 
the filled esophagus merely overflows, showing 
none of the real characteristics of vomiting. 
With cardiospasm, inflammation is absent in 
most cases, whereas mega-esophagus almost 
regularly leads to esophagitis due to stagna¬ 
tion, and herein lies the danger of secondary 
carcinomatous degeneration. Roentgologically, 
cardiospasm shows a complete stop at the 
cardia and independent peristalsis of the 
esophagus. With mega-esopliagus the cardial 
passage is free and peristalsis of the esoph¬ 
agus is absent. 

Griessmann recommends cardioniyotomy for 
cardiospasm, according to Heller. He recom¬ 
mends his own method of "funneling” the 
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lower segment of the esophagus. In order to 
do this he exposes the lower third of the or¬ 
gan transthoracically, and plicates the esopha¬ 
gus and wraps a collagen membrane around 
the organ. 

Almor was first successful, with rabbits and 
dogs, in producing a passageable cardiospasm 
by exposing the cardia to low temperatures. 
The morphologic observations of the cardia 
and the esophagus made in these experiments 
are the same as those elicited in the early 
stages of this disease and thus supply a cer¬ 
tain understanding of the pathogenesis. Almor 
explains the lesion by a local chronic lack of 
oxygen due to vascular contraction, leading to 
the death of ganglionic cells of Auerbach’s 
plexus. The disease then extends to the next 
layei’s of the cardia, finally causing cardial 
sclerosis of the cardia as described by Wanke 
and Scheuttemayer. 

Almor and Wanke reported the late results 
of esophagogastrostomy in the treatment of 
cardiospasm, after follow-up examinations of 
17 patients. In every instance the complaints 
recurred sometime after the operation, i.e., 
esophagitis and gastritis. Regression of the 
esophageal dilatation was observed in SO per 
cent. Heller states that stretching as well as 
eardiomyotomy is responsible for the fact 
that 70 per cent of the patients were free 
from symptoms. In contradistinction, the late 
results of operations on the sympathetic and 
vagal nerves are absolutely disappointing and 
have forced surgeons to abandon these meth¬ 
ods. Almor and Wanke reject anastomosis also, 
because of the subsequent reflux esophagitis, 
particularly if the gastric juice shows normal 
acidity or hyperacidity. According to their 
experiments the severity of postoperative eso¬ 
phagitis depends upon the degree of acidity 
present; therefore they are convinced that in 
these cases only the Wangensteen operation 
is justified. Bauditz and Unger prefer the 
operation according to Heller. The exposure 
is transthoracic, and these authors consider 
it necessary to make long extramucosal in¬ 
cisions of the cardia. Their results are illus¬ 
trated with roentgenograms. Bercholt, who has 
also presented an exhaustive report on this 
subject, considers the extramucosal cardiomv- 
otomv of Helter the method of choice. He pre¬ 
fers the transthoracic approach, which makes 


Through ihe unfailing kindness 
and cooperation of Prof. Dr. K. 
Boshamer, F.I.C.S., we are able to 
make available to Journal readers 
the first section of a comprehensive 
outline of surgical progress in Ger¬ 
many since 1956. Prof. Heinz Griess- 
mann of Neumeunger-Holstein sum¬ 
marizes the literature on esophageal 
surgery; Prof. Dr. Otto Kingreen, 
F.I.C.S., of Ludenscheid, that on trau¬ 
matic surgery. Orthopedic surgery is 
presented by Prof. Dr. Hans Gallf of 
Munich. 

The literature from which ihe ma¬ 
terial was selected included all 
significant publications, whether pe¬ 
riodical or in the form of books, 
monographs or Proceedings, to ap¬ 
pear in Germany during the period 
chosen. The compilers have made an 
excellent selection and presented the 
facts concisely. The Journal warmly 
appreciates this timely and valuable 
contribution. To Prof. Boshamer, who 
by initiating the work has added 
another distinguished achievement 
to his long record of dedicated serv¬ 
ice to the College ideal of world-wide 
dissemination of the latest in surgical 
knowledge, we extend our sincere 
thanks and congratulations. 


a much more radical procedure possible. His 
opinion is based on 25 private cases of his 
own at the Zurich clinic. 

In Eisold’s opinion, recurrence after treat¬ 
ment by stretching can be reduced by tearing 
the cardia at the moment of acute myotonus. 
He suggests, therefore, that the instruments 
be supplemented in such a way that at the 
moment of stretching sudden increase in the 
tonus of the cardia can be produced electri¬ 
cally, so that in each case actual tearing of 
the muscle can he accomplished. Kuehlmayer, 
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Lorbeck and Wense express the opinion, on 
the basis of the literature and from observa¬ 
tion of 25 private patients, that the signifi¬ 
cance of the acidity level a patient with reflux 
esophagitis is overestimated. They place their 
strongest emphasis on the pylorospasm caused 
by vagotomy, since pylorospasm inhibits the 
removal of the gastric secretion while, at the 
same time, the cardial mechanism is absent. 
Accordingly, they recommend pyloromyotomy 
as a prophylactic measure. 

A thorough treatise on the surgical treat¬ 
ment of esophageal diverticulum is offered by 
Koele, who operated on 21 patients and, on the 
basis of his results, established the following 
principles: The typical column-shaped diver¬ 
ticulum, if larger than a plum, must be re¬ 
sected in one procedure. For smaller diver¬ 
ticula, Girard’s operation can be considered, 
particularly if the patient is old or his gen¬ 
eral condition is poor. Although, .bifurcated 
diverticula need no surgical treatment, large 
diverticula should be resected. Functional di¬ 
verticula require no special treatment. Roth, 
Harkanyei and Belafalvi recommend the ex¬ 
tirpation af all esophageal diverticula in one 
session, which they consider justifiable in view 
of the availability of antibiotics. According 
to them, invagination is permissible only for 
small diverticula. 

Kukowaka discusses the diagnostic difficulty 
of diagnosing esophageal diverticula in ex¬ 
tremely high locations. He reports a case in 
which the diverticulum was discovered only 
after complaints had been present for many 
years and treatment had been given for sev¬ 
eral years. 

' Griessmann discusses operation for cardial 
carcinoma. Of his 17 patients treated by radi¬ 
cal intervention, 8 survived the operation. One 
patient survived more than five years. On the 
basis of his results, Griessmann mentions the 
possibility of a wrong diagnosis based on bi¬ 
opsy. He recommends a transthoracic proce¬ 
dure. Rapant, Sery, Doubravsky and Dvoracek 
described 2 cases of esophageal carcinoma with 
advanced idiopathic dilatation of the esopha¬ 
gus. This illustrates the prophylactic signifi¬ 
cance of Griessmann’s operation in cases of 
mega-esophagus. 


Traumatic Surgery 

OTTO KINGREEN, M.D., F.I.C.S. 

LUDENSCHEID 

Numerous papers are concerned with the 
Sudeck syndrome, the increasing frequency of 
which is striking. Blumenstaat and Reichle 
emphasize the fact that the Sudeck syndrome 
is a disease of the whole human body, though 
local peripheral symptoms are its outstanding 
characteristics. Exogenous factors such as 
trauma, inflammation, cold, heat and electric 
current are nothing but “triggers.” The recog¬ 
nition of the Sudeck syndi'ome calls for indi¬ 
vidual preparedness, in which physis of the 
elements must not be underestimated. The 
significance of regulation centers comes more 
and more to the the fore. According to Blu¬ 
menstaat, in the center of the pathologic proc¬ 
ess is a disturbance of the neurohormonal 
regulation, involving the hormonal system in 
such a way that the STH-mineral corticoid 
group is more effective than it is normally. 
This pathologic function leads to a disturb¬ 
ance of the permeability of the blood vessels 
and thus to a change of the colloidal balance. 
This in turn produces a local acidosis, and this 
again causes damage to the walls of the ves¬ 
sels and dilates them. It also sloivs down the 
blood stream, greater permeability of the 
vascular walls to plasma and blood cells, dis¬ 
turbance of the osmotic pressure and finally, 
nutritional disturbances of the tissues and 
diminished discharge of the metabolic product. 
Kii’sch observed serious changes in the endo¬ 
thelium of the vessels, with acuolisation and 
swelling of the various vessel layers. Woelez 
investigated the behavior of the eosinophilic 
leukocytes and the daily discharge of uro- 
pepsin with the development of Sudeck’s syn¬ 
drome; he noticed irregular curves, with pro¬ 
nounced change in the normal phases, within 
twenty-four hours. This points to an influ¬ 
ence of the anterior lobe of the hypophysics 
and of the adrenal gland system. Dohrman and 
Thieme, as well as Uevermuth, noted decreased 
serum phosphatase as a sign of decreased 
osteoblastic activity in the presence of tissue 
acidosis. These data have resulted in valuable 
indications for prophylaxis and therapy; frac¬ 
tures should be reduced only with the aid of 
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relaxing drugs. Plaster casts should be 
changed infrequently. Open reduction should 
be subject to strict indications. Local and cen¬ 
tral irritation should be avoided by all means. 
In the presence of serious fractures compli¬ 
cated by disturbances of the vegetative nerv¬ 
ous system or by hormonal difficulties, the 
ganglionic blocking of ganglion and the in¬ 
jection of a ACTH are good prophylactic 
measures. Immobilization and elevation of the 
extremity' prevents the Sudeck syndrome from 
becoming chronic. P,eichle, Boehler and Blu- 
mensaat warn against active exercises, which 
create pain. Yon Yiten applies roentgen treat¬ 
ment because of its analgesic and spasmolytic 
effect. 

The specific pathologic changes associated 
with tetanus are not yet clearly understood. 
In Spath’s opinion the prodromal state is 
caused, just as are the initial state and full¬ 
blown tetanus, mesodiencephalitis. Homann 
considers inhibition of the cholinesterase ac¬ 
tivity on the motor end plate of the nerve, due 
to the tetanus toxin, at least partly responsible 
for the clinical symptoms of tetanus. He con¬ 
siders the administration of alkalin amino- 
acids, especially histadin and magnesium, help¬ 
ful in the treatment of this condition. Animals 
can survive for many hours after infection 
with tetanus bacilli if they are treated with 
large amounts of antitoxin. The amount of 
antitoxin necessary, however, is not in pro¬ 
portion to the time that has elapsed since the 
application of tetanus bacilli but is much 
higher. For this reason, at least a half a mil¬ 
lion antitoxin units must be given to a human 
being once tetanus has started. In prognos- 
ticallv unfavorable cases of tetanus Pape used 
the fluid pump of Speranski and subsequent 
infection of 50,000 Etat serum into the lumbar 
sac. Christian and Schlaf likewise recommend 
the pump. Patients are also given serum in¬ 
jections into the carotid artery, as well as ap¬ 
plications of Tetrazin. The favorable effect of 
Fcriston-K is due, according to Shubert, to 
fixation of the toxin by the colloids. The favor¬ 
able effect of the hibernation-like sleep induced 
by Megafan is explained by Hossli as due to 
the influence of the Megafan on the acidosis 
of tetanus. In cases of serious closed injuries 
to the skull accompanied by coma, first atten- 
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tion must be given to the respiratory tract, 
which must be kept open (the patient’s head 
should be kept low and turned to the side and 
a Mayo tube and a tongue forceps must be 
available. If necessary, a tracheotomy must 
be done and the bronchial space aspirated; 
oxygen must be given, and shock, treatment is 
essential. Frowvin recommends blood trans¬ 
fusion or high-molecular fluids to replace the 
blood, in order to dilate the peripheral vascu¬ 
lar system. After the body fluids are in bal¬ 
ance, but not before, Hydergin, Pendiomit and 
Phenotiazimen for inhibition of the vegetative 
nervous system must be given. In case the 
blood pressure rises early, a venous section 
would be done instead of a blood transfusion, 
if an intracranial hematoma can be ruled out. 
Yenostasin favors venous drainage. 

Artificial hibernation with Pendiomit cuts 
off the stimuli of the brain stem in its sym¬ 
pathetic and parasympathetic phases and pre¬ 
vents edema of the brain. This treatment may 
reduce the indications for surgical interven¬ 
tion. Children under 14 years of age and old 
persons, however, must be excluded from this 
treatment. 

Every communicating injury of the nasal 
sinuses with the base of the skull must be 
considered an open brain injury. If the fluid 
drainage from the nose and the pharynx does 
not stop within thirty-six hours, an operation 
is indicated. Kuhlrndahl advocates a trans- 
frontal intradural procedure, with plastic cov¬ 
erage of the torn dura from the inside. 

Loew has established the following indica¬ 
tions for surgical treatment of trauma to the 
optic nerve associated with frontal skull in¬ 
juries: 

1. Unilateral loss of vision in the presence 
of a normal fundus, if no improvement occurs 
by the fourth day. 

2. Unilateral loss of vision with edema, un¬ 
less improvement can be demonstrated by 
fourth day. 

3. Partial loss of vision with secondary in¬ 
crease of the loss. 

4 . Xarrowing of the bone channel of the 
potic nerve, demonstratable in roentgen¬ 
ograms. 

Lennartz, 3Iuel!er and Klug report on sub¬ 
dural hematoma due to tear of the pontal veins 
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and on its diagnosis and treatment. They em¬ 
phasize the necessity of biopsy after drilling 
of the skull, in order to distinguish between 
a chronic hematoma and Pachy meningitis. 

Of 40 patients with severe fractures of the 
skull complicated by injuries to the brain sub¬ 
stance, only one-third were able to work with¬ 
out any disability five to eight years later. In 
the remaining cases, the defects observed after 
the accident had improved only partially or not 
at all. Dues observed in patients with injuries 
of the skull and brain an increased excre¬ 
tion of gonadotropic hormones of the hypo¬ 
physis when Aschheim-Zondek’s test for preg¬ 
nancy was used. In his opinion, this explains 
the long-lasting vegetative initial disturb¬ 
ances, which otherwise are not part of the 
clinical picture. Ruckes and Gasteyer have 
shown, by microscopic observations, the oc¬ 
currence of purely traumatic late apoplexy. 
Perivascular bleeding, edema, regressive vas¬ 
cular changes and degenerative foci may ap¬ 
pear far from the site of the bleeding. 

Injuries to the Thoracic Cage —The increase 
of serious closed thoracic injuries is in pro¬ 
portion to the increase of traffic and industrial 
accidents. 

These injuries are seldom open. Conserva¬ 
tive treatment of closed injuries to the thora¬ 
cic cage, with aspiration and drainage, has not 
been disputed. Since the work of Zenker, nor 
has the necessity of operative care of mediasti¬ 
nal emphysema (mediastinotomy and para¬ 
sternal incisions). If one cannot control cu¬ 
taneous emphysema and tension pneumothorax 
by these means, an injury to the trachea or to 
a bronchus is, in all probability, present. In 
such a case the only successful treatment is 
thoracotomy, with exposure of the injury and 
plastic suturing of the trachea with muscle 
secured from the intercostal muscle. Loehr 
calls attention to disturbances of the small 
circulatory system in thoracic contusions, 
demonstrable by bronchospirometric means, 
and recommends the application of oxygen by 
nasal catheter. Zenker recommends adding 
intercostal anesthesia, which he considers ex¬ 
tremely useful in combating pulmonary hy¬ 
pertension and edema, diffusion and hypox¬ 
emia. In cases of edema of the lung, however, 
tracheotomy is necessary if there is a per¬ 


forating thoracic injury and airtight closure of 
the pleura is impossible. Laux recommends 
treatment with a vacuum capsule after Grun- 
ert. The capsule. consists of a Plexiglas 
chamber with an air-filled rubber ring and 
elastic bandages, which is held tightly to the 
thoracic cage. By means of a pump a partial 
vacuum in this chamber is produced, that the 
edge of the chamber adheres tightly, by suc¬ 
tion, to the thorax. A rubber window in the 
chamber, likewise airtight, permits aspiration 
and continues the rinsing of the pleura with 
antibiotics. Collapse of the lungs after blunt 
trauma to the lung is based upon atelectasis 
due to absorption. According to Mayor, the 
results of this are retraction and diminution 
of the volume of the involved lung area, with 
displacement of the mediastinum. The intra- 
thoracic equilibrium is easily restored by 
pneumothorax and perilous condition thus im¬ 
mediately removed. Tauber points out chylo- 
thorax, though it often does not appear until 
several days after the injury and frequently 
only after the patient begun taking food, is ac¬ 
companied by rather stormy symptoms. Should 
fasting and aspiration not cure the condition 
within eight to ten days, thoracic ligation at 
the site of the injury becomes a necessity. 
Location of the site of injury is facilitated, 
according to Tauber, by giving the patient 
cream six hours prior to the operation. If the 
site of injury cannot be found, the thoracic 
duct should be ligated on the right side just 
above the diaphragm. 

Ruptures of the Liver —According to Stau- 
cke, the liver, like the lung, can be divided 
into individual segments. Each of the seg¬ 
ments has a circulatory and biliary system 
with collaterals. Segmentally, each half of the 
liver is subdivided into four lobes, also may 
be surgically resected. In Staucke’s opinion, 
hepatic resection will eventually have a special 
place in the treatment of rupture of the liver, 
because of its decided advantages over atypi¬ 
cal surgical treatment (it seems that by 
"a typical” the author means operation that 
disregards the segmentation of the organ). 

Moreover, segmental liver resection is dan¬ 
gerous. 

Retroperitoneal Duodenal Injury — Diag¬ 
nosis and therapy of the retropertoneal duo- 
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denal injury are discussed by Stafinic. In or¬ 
der that the duodenal injury may be treated 
properly mobilization of the hepatic flexures, 
including the transverse portion of the colon, 
is recommended. A rare injury of the in¬ 
testines, injury by air pressure, is described 
by Weller. In the terminal portion of the in¬ 
testine, if compressed air becomes so dense 
that it has the effect of a solid body, it may 
rupture the sigmoid. 

Injuries of the Upper Extremities .—With 
regard to injuries to the shoulder of uncer¬ 
tain origin, Grassberger and Ceyss advise 
roentgen study of the acromioclavicular joint 
after Ailing the joint with Digodat. An in¬ 
jury of the joint capsule can be diagnosed by 
this method, especially in the axial view, in 
which one can see the contract medium exuded 
cranially and caudally. 

So far the operative treatment of finger 
tendon injuries are conceimed, the German 
surgeons proceed according to Bunnell, Von 
Moberg and Zrubeekv. For injuries of the 
flexor tendons of the thumb, J. Boehler recom¬ 
mends Z-shaped lengthening of the tendon 
where it joins the muscle in the area of the 
forearm. In order to confirm an accompanying 
injury to the nerves at the fingers, Boehler 
advises examination of the patient’s sweat 
with the otoscope. The presence of sweat 
pearls permits the conclusion that the nerves 
are intact. 

Witt discusses the functional disturbance of 
the metacarpal phalangeal joint of the thumb 
that follows ligamentous tears in connection 
with fractures of the metacarpocarpal joints. 
In the presence of poor thumb grasping he 
recommends restitution of the function of the 
thumb by a fascial plasty of the first meta- 
carpocarpal joint and by spanarthrodesis be¬ 
tween the navicular bone, the muitangulum 
mnjus and minus and the first metacarpal 
bone. 

Injuries of the Lower Extremities .—The re¬ 
sults of mailing of a fracture of the femoral 
neck are. according to Mittag, still far from 
~ati-.factory. According to Schuetze the re- 
-ults can be improved by inserting, in-tead of 
a nail, a bone graft secured from the boiled 
fibula of a cadaver. He was able to show his¬ 
tologically that such a graft, in contradi-tinc- 
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tion to the metallic foreign body, assumes close 
contact with the surrounding bone. The graft 
does not form new bone, however, but is ab¬ 
sorbed gradually as new bone is formed in its 
environment. In Rehm’s opinion the principal 
problem in the treatment of fracture of the 
femoral neck is the physiologic significance of 
the vascular system, which must be taken into 
consideration in doing osteosynthesis. He rec¬ 
ommends a canalized nail, which is adjusted to 
the cranial part of the cross section of the fem¬ 
oral neck. The nail is split in its anterior sec¬ 
tion to supply* space for revascularization of the 
upper lateral quadrant of the femoral head. 
For tearing of the collateral medial and the 
lateral ligament, Jelinek recommends the free 
fascial graft or the pedicle fascial graft and 
the plastic repair with the gracilis tendon, ac¬ 
cording to Mandl, if the injury is of the third 
degree. Injuries to the cruciate ligament are 
treated by the method of Hey-Groves. 

Streli has devised a probe with curves made 
in different directions to facilitate the liag- 
nosis of meniscal tear in the posterior third 
of the knee joint. This probe permits a trau¬ 
matic examination of the knee and obviates 
the necessity of excising the meniscus. The 
same author advocates partial resection of the 
meniscus, which in his opinion prevents arth¬ 
ritis after total extierpation. He rejects Payr’s 
incision in favor of his own approach. Re¬ 
moval of the patella with subsequent vast- 
plasty according to Uppleger, is recommended 
by Baumgart as the best treatment for severe 
direct fractures of the patella. 

Maatz discusses fractures of the t'bial con¬ 
dyle and recommends early operation. He ad¬ 
vises removal of a torn meniscus and goes so 
far as to advocate removal even of an intact 
meniscus if this is required for better ex¬ 
ploration of the fractured condyle. After care¬ 
ful elevation and impaction, the fragments 
are immobilized with the so-called spongiosa 
spring. Lenz shares this opinion and reports 
satisfactory results with this treatment. Ac¬ 
cording to Hauck. the main obstacle to re¬ 
position and regeneration in a long spiral 
fracture of the tibia is the large upward- 
pointing fragment and the lower tribial frag¬ 
ment, which frequently is considerably dis¬ 
placed toward the fibula. He recommend-, 
3^3 
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resection of the pointed end before the frag¬ 
ment is fixed with circular wire, but only if 
the sharp end of the fragment is denuded of 
grafted homoioplastic joint caiffilage preserved 
pei'iosteum and bone marrow, because other¬ 
wise the end will become necrotic and prevent 
regeneration. 

Severe fracture-dislocations of the talotibial 
joints are treated by Kuentscher with parcu- 
taneous nailing of the external malleolus. For 
these fractures, which are frequently compli¬ 
cated by tears of the interosseous ligament 
and consequently by spreading of the mortice, 
Meyer, reports successful use of the clamp, 
after Zueler. 

Orthopedic Surgery 

HANNS GALLI, M.D., MUNICH 

Among the numerous books and monographs 
published in 1956, some deserve the special 
interest of the orthopedic surgeon. The Roent¬ 
genological Differential Diagnosis of the Bone 
Disease, by Hellner and Poppe,* must be con¬ 
sidered a real standai-d work. In this book 
every bone disease is discussed according to 
topographic standpoints and is illustrated by 
excellent pictures. Equally important is Spon¬ 
dylolisthesis of the Lumbar Spine by Brocher 
and Roentgen Examination of the Skeleton of 
the Child, by Swoboda,* which, after a review 
of the properties of the growing skeleton, de¬ 
scribes systemic and local developmental ano¬ 
malies, as well as endocrine and growth dis¬ 
turbances and the nutritional and metabolic 
diseases. Inflammatory disease of bone, as 
well as disease of the reticuloendothelial sys¬ 
tem and changes of bone due to blood dyscra- 
sia, are thoroughly discussed. 

In the little volume The Human Hand** 
Lange discusses this “master work of cre¬ 
ation” from an anatomic functional point of 
view and from the point of view of the phy¬ 
sician. He has adorned the book with psycho¬ 
logical, chirognomic and artistic illustrations 
naturally. The possibilities of modern ortho¬ 
pedic surgical treatment of the hand are also 
discussed. In a book by Burger and Knob- 


lock, The Hand in Diseases * the hand is dis¬ 
cussed as a mirror of the human character 
and of pathological organic disturbances. 

The Hand Book of Medicine of Athletic Dis¬ 
eases,** by Arnold, gives an excellent review 
of the history, methods of examination, pur¬ 
pose of treatment, and other questions con¬ 
nected with diseases associated with athletic 
activities. In his monograph on causlagia, 
Trostdorf emphasizes that the syndrome is 
activated by an increased stimulation of the 
sympathicus. Every nerve can be involved in 
causalgia. Surgery of choice for this condi¬ 
tion is elimination of the sympathicus. In 
mild forms, however, one may try treatment 
with insulin. Operation on the nerve itself is 
never indicated. 

An interesting study from the medical- 
historical point of view is presented by Valen¬ 
tin his small book The History of the Plaster 
of Paris Cast. 

The well-known book by Schade, Theoretic 
Foundations for the Making of Prosthcses, has 
been published in a completely new revised 
edition. 

A volume of discussions of the German Or¬ 
thopedic Society (edited by Lange) conveys 
a good idea of the accomplishments of ortho¬ 
pedic surgery in Germany. 

The first subject on the congress program 
is “Biology of the Bone and Cartilage.” 
Krauspe describes the most recently acquired 
knowledge of the development of bone and 
matrix and the physiologic process of deposi¬ 
tion of mineral salts and discusses the external 
factors that influence the formation of bone, 
its shape and its metabolism. The effect of the 
hormone on the growth of bone and bone 
metabolism is discussed by Nowakowski, who 
makes valuable diagnostic and therapeutic sug¬ 
gestions. According to Bernbeck, the gravidity 
hormone accelerates the maturation of bone 
and is able to shorten the treatment of con¬ 
genital coxa vara. The clinical significance of 
hormonal disturbances is emphasized by 
Lange, who offers, as examples, scoliosis and 
congenital coxa vara. 

The usefulness of the different materials 
used in bone grafting is evaluated differently 
by different authors. Maatz uses calf bone de- 


♦Stuttgart: Georg Thieme Verlag, 1956. 
♦ ♦Stuttgart; Encke, 1956. 
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proteinized in hydrogen peroxide, while Guentz 
and Brueckschen use cialit hone and Ede\- 
berger and Hoffman prefer bone preserved in 
Palavit. Ritter states that hieronymous ma¬ 
terial can be successfully transplanted if pre¬ 
served in a freezer. In his opinion the success 
of the transplantation depends upon preserva¬ 
tion of the protein structure if the protein is 
despeciflzed. For this reason, boiled grafts 
kept in alcohol and homogenous or heterolog¬ 
ous grafts prepared by dry sterilization are 
unfit, being nothing but dead foreign bodies. 
Cieber is convinced that the deep-freezing 
method causes fewer biochemical changes of 
bone than does cialit, a fact he discovered by 
observing the decomposition of fat and protein 
and also by determination of the phosphatase 
activity. In animal experiments using denat¬ 
ured heterologous bone, Kienholz and Kenkes 
say that they have encountered no anaphy¬ 
lactic reactions or disturbances in bony union 
of the transplant. 

Transplantation of cartilage is likewise 
discussed. The results are frequently good. 
Reiss, on the basis of his animal experiments 
with homoioplastic cartilage preserved in the 
freezer, considers the cartilage still viable 
after twelve weeks and demonstrates union 
after twenty-two weeks. Ehlat successfully 
grafted homoplastic joint cartilage, preserved 
in the deep freezer, on 8 patients. 

The second main subject of the orthopedic 
congress was “The Functionally Disturbed 
Hand.” Witt presents an excellent review of 
this discussion. We just mentioned the sub¬ 
stitution of the necrotic lunate bone by a pros¬ 
thetic replacement and the plasty for the con¬ 
genital dislocation of the metacarpo-phalangeal 
joint by Bunnell-Witt. 

The third subject of the congress was 
“Chiropractic.” Sell, the representative of this 
method, advocates the widest possible applica¬ 
tion of this method. He suggests the use of 
it in causalgia, Sudeck’s atrophy, peri-arth- 
ritis-humerocapularis, intermittant claudica¬ 
tion, Meniere’s disease, etc. This attitude was 
unanimously rejected. An impengement of a 
villus in the small vertebral joints is recog¬ 
nized, as is the so-called dislocation or subluxa¬ 
tion emphasized by chiropractic. Manipulation 
for the purpose of relieving this condition is 
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generally considered justified. Chiropractic 
methods in general, however, should be re¬ 
jected except for a few definite disturbances; 
for the majority of diseases of the spine, chi¬ 
ropractic is unsuitable, as Schlenzka empha¬ 
sizes. Mau, Witt, Radthcke and Heipertz also 
point out the dangers of manipulation. The at¬ 
titude of German orthopedic surgeons is best 
expressed in the words of Lange; “Mutual re¬ 
duction may enrich the method of treatment 
of orthopath if a strict indication is made,” 
and “The teaching of the chiropractor is hy¬ 
pothetical and unproven.” The latter statement 
applies particularly to the teaching of Illi and 
Palmer, according to Lindemann. 

Matzdorf states that he observed a deform¬ 
ity of the epistrophil dens of 80 per cent of 
all patients, none of whom had ever had any 
trouble referable to the cervical portion of the 
spine. This, he states, disproves the chiroprac¬ 
tic theory that the asymmetric position of the 
dens is a source of complaints referable to the 
neck. 

H. Junghanns, in his book Roentgen Diag¬ 
nosis and Clinic of Diseases of the Vertebral 
Column, is extremely critical of the chiroprac¬ 
tic theories. 

In this technical age, which aims for per¬ 
fection, medicine also is much influenced by 
thinking in physical terms. Hackenbroch, by 
numerous examples, demonstrates the close re¬ 
lation between orthopedics and technical ap¬ 
plications. Like Hobmann, however, he empha¬ 
sizes the fact that technical considerat : ons 
must not supersede biologic and physiologic 
knowledge. The functional point of view with 
regard to the cooperation of muscle chains de¬ 
serves special consideration. With regard to 
tendon transplantation in cases of spastic 
paralysis, according to Rettig, myotomy after 
Silferskioeld, possibly in combination with the 
Stoffel operation, can be recommended to ac¬ 
complish firm subtalar fusion. Rettig uses the 
nail of Witt, which has three phalanges and 
is inserted from the talus. Poliomyelitis .— 
Behrend in 1956 published a book entitled. 
Erogenic Factors in the Pathogenesis of Polio¬ 
myelitis. Interestingly enough, he notes that 
exogenic factors in 1952 were demonstrated in 
only 1 per cent of the cases. Of the :;5,7G5 pa¬ 
tients with this condition in We-t Germany 
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from 1946 to 1955, 3,383, or approximately 
10 per cent, died. 

Circulatory Diseases. — Of the numerous 
publications on circulatory diseases, only those 
will be mentioned which deal with diagnosis. 
In Rathke’s experience with arteriographic 
study of the foot, numerous anatomic differ¬ 
ences become apparent if one compares these 
results with the text books on anatomy; there¬ 
fore he proposes four types of arterial supply: 

1. Normal type 

2. Plantar type 

3. Dorsal type 

4. Mixed type. 

A primary disease of the veins, of the en- 
dagnitic type, is recognized by Gerl by means 
of “Renography.” His roentgen observations 
are proved histologically. Hess, considers ple- 
thysmographic study in venous stasis is the 
method that permits the best possible deter¬ 
mination of the volume of the blood stream. 
Intra-ai-terial ATP injection of ATP are, ac¬ 
cording to him, superior to all other methods 
of treatment. In order to judge oxygen insuf¬ 
flation, Goldenhof and his co-workers use the 
caloriemetric probe and are convinced that 
they are able to confirm a true vascular re¬ 
action. Although Herr and Barthelmess inter¬ 
pret the response as a hyperamic reaction, the 
valuable diagnostic possibility seems to be in 
the radioiodine tests of Babat. 

Bone and Joint Tuberculosis .—Erlacher re¬ 
ports on the European Symposium on the 
treatment of Skeletal Tuberculosis, which took 
place on the Semering near Vienna. Erlacher’s 
report was published by Encke of Stuttgart. 
While thei'e was agreement with regard to the 
cause, and conservative treatment of this con¬ 
dition, and particularly as to the significance 
of modern chemotherapy, opinion as to the 
indications for surgical treatment was not 
unanimous. All present, however, considered 
large caseous foci and para-articular foci ab¬ 
solute indications for operation. Likewise, 
extraarticular arthrodesis must be preceded 
by resection of large foci. Brunner and Kas- 
tert recommend early evacuation of a focus 
and evacuation of an abscess in cases of tuber- 
culous spondylitis. Drell, Fellander and Er- 
lacher fill the osseous foci with bone and anti¬ 
biotics. Kastert prefers irrigation and drain- 
age. 


Dalland emphasizes the possibility of ac¬ 
complishing complete repair in children, par¬ 
ticularly if an early diagnosis is made and 
modern antibiotics are employed. For the 
same reason, Bitzen emphasizes the signifi¬ 
cance of early diagnosis. Interesting is the 
fact that tuberculosis has never been observed 
in chondrodystrophic patient or in a spastic or 
flaccid extremity. Lankhagel discusses the dif¬ 
ficulty and errors encountered in diagnosis. 
Scholze discusses favorably the surgical evacu¬ 
ation of a focus in the presence of tubercu¬ 
losis spondylitis. Pin operates only if acute 
transectional myelitis is associated with spon¬ 
dylitis; he would wait at least six months to 
operate in a case of slowly developing trans¬ 
verse myelitis. Another representative of con¬ 
servative treatment is LoefUer. According to 
him, a costal transversectomy, with evacuation 
of the tuberculous focus, is indicated only in 
the presence of complete transverse myelitis. 
Risko and his co-workers consider operation 
indicated only when conservative treatment 
fails and when calcified psoas abscesses are 
present. The removal of such an abscess should 
be accompanied by excision of the vertebral 
focus, and fusion should be done as a second 
surgical procedure. 

Glogowski compares the value of iliofemoral 
and the ischiofemoral extra-articular hip arth¬ 
rodesis on the basis of results observed in 
the Lange clinic. While he thinks them of 
equal value, he points out that they have dif¬ 
ferent indications. It is important to deter¬ 
mine whether the root from the pelvis to the 
greater trochanter or that to the lesser is the 
shorter. He has been successful in 87.5 per 
cent of his opei'ations. Hohmann discusses the 
value of the focal excision in cases of para¬ 
articular coxitis and the shortening of the time 
of ti'eatment by means of extra-articular arth¬ 
rodesis. Lei-ch resects tuberculous joint foci 
of the lower exti'emity subpei'iostally and fills 
the defect with spongiose bone and antibiotics. 
According to him, the ability to bear weight 
is pi'esent after twelve weeks. Accoi'ding to 
Kastert synovectomy is the most favoi'able 
method of ti'eatment for gonitis. When thei’e 
is involvement of bone, excision of the focus 
must also be done. 

In the treatment of acromioclavicular dislo¬ 
cation, the Bunnell’s fascial plasty, as well as 
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use of a screw according to Bosworth, 
es good results. Kuchenreucher uses a 
ew with a large surface, 
i’or supra-condylar fractures of the elbow, 
ek recommends fixation of the fragments 
h percutaneous wires. According to Ueber- 
th, the plaster of paris cast is not respon- 
le for Volckmann’s contracture, which not 
requently follows this type of injury. Nor 
1 an injury to the brachial artery be respon¬ 
se, because there is sufficient collateral cir- 
[ation. Volckmann thinks in terms of over- 
■etching of the ulnar and median nerves, 
erling on the contrary, considers damage 
the brachial artery responsible. In the ex- 
rience of the Lange Clinic also, injury to 
e brachial artery and the subsequent hema- 
ma are the essential causes of ischemic eon- 
acture. Wernstein reports on this subject in 
i excellent paper dealing with fracture of 
e elbow in children and its treatment. 
Morveja discusses congenital dislocation of 
le radius (head of the radius) as reported in 
le literature and adds a case in which a 
edial dislocation presented itself. Kivel, in 
indbook fashion, discusses diseases of the 
rist and the surrounding region. 

Kotthagen and Von Hepp report on the pos- 
ibilities of prosthetic aid to the arm amputee, 
[epp has tried to add to the development of 
te American hopp prosthesis. He expresses 
nthusiasm concerning the effectiveness of the 
leidelberg pneumatic arm prosthesis. He and 
teinhardt report their experiences with the 
irosthesis over a period of ten years. }Iar- 
luardt and Haefner discuss the technical 
n-oblems connected with this prosthesis. 

Wiedemann and Deiker illustrate by means 
>f excellent pictures the possibilities of panto- 
lague mvelographic study in establishing 
"'roper operative indications in the presence 
>f traumatic damage of the brachial plexus. 

Some of the numerous papers dealing with 
congenital dislocation of the hip deserve spe¬ 
cial attention. Kaiser emphasizes the increased 
antetorsion as the cause of many failures. The 
buttonhole operation of Loefller, therefore, is 
often indicated. In this procedure the fascia 
lata is split in front (if the trochanter and 
fixed posteriorly to it in order to keep the 
proximal end of the femur in internal rota- 
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tion (1). The rotation osteotomy is per¬ 
formed as a second operation. Bette reports 
the results of treatment of 102 hip dysplasias 
and dislocations and the use of a modified 
Forrester-Brown splint after manipulation. 
The advantages of these procedures are that 
they are nondamaging. The femoral head 
bores itself into the acetabulum; there is no 
muscular atrophy; regeneration of the ace¬ 
tabulum roof is accelerated, and disturbances 
of the femoral head are rare. 

Open reduction of hip dislocation is indi¬ 
cated, according to Krotschek, when closed re¬ 
duction is impossible, and also for redisloca¬ 
tion; furthermore, it is to be advocated when 
closed reduction remains distant to the ace¬ 
tabulum. This indicates the presence of inter¬ 
position, which in turn will cause redislocation. 
According to Stracker, open reduction can be 
attempted in patients up to 15 years of age. 

Lower Extremities .—The paper “The intra- 
spongiose anesthesia in operations of the lower 
extremities,” by Kohl, deserves great inter¬ 
est. So far, only Russian authors have re¬ 
ported on this procedure. By means of the 
cuff of a blood pressure machine applied at 
the desirable level, a pressure is produced 
which is 40 mm. of mercury higher than nor¬ 
mal. A fairly large needle is inserted in the 
spongiosa of the calcaneus or the medial mal¬ 
leolus and procaine hydrochloride (0.25 per 
cent) is injected. In operations on the foot, 
60 to 70 cm. is sufficient; higher, up to the 
knee, 80 to 100 cc. Kohl points out that this 
procedure decreases the muscle tonus almost 
totally. Complications have not been observed. 

Traitmatic Hip Dislocation: Fineschi re¬ 
ports 7 cases; Trojan and Pesohl, more than 
79 observations in twenty-three years, and 
Grobelski, 7 cases. This injury requires im¬ 
mediate careful reduction. A simultaneous 
fracture of the acetabular roof worsens the 
prognosis considerably. Vollmar and Wagler 
state that they have observed necrosis of the 
femoral head in 50 per cent of the cases. In 
order to improve the results and prognosis, 
they advocate reduction by means of longi¬ 
tudinal and transverse traction on the leg: 
this is important for the first forty-eight 
hours, after which reduction of the acetabular 
fossa by rectal digital manipulation L e-sen- 
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fi'om 1946 to 1955, 3,383, or approximately 
10 per cent, died. 

Circulatory Diseases. — Of the numerous 
publications on circulatory diseases, only those 
will be mentioned which deal with diagnosis. 
In Rathke’s experience with arteriographic 
study of the foot, numerous anatomic differ¬ 
ences become apparent if one compares these 
l'esults with the text books on anatomy; there¬ 
fore he proposes four types of arterial supply: 

1. Normal type 

2. Plantar type 

3. Dorsal type 

4. Mixed type. 

A primary disease of the veins, of the en- 
dagnitic type, is recognized by Gerl by means 
of “Benography.” His roentgen observations 
are proved histologically. Hess, considers ple- 
thysmographic study in venous stasis is the 
method that permits the best possible deter¬ 
mination of the volume of the blood stream. 
Intra-arterial ATP injection of ATP are, ac¬ 
cording to him, superior to all other methods 
of treatment. In order to judge oxygen insuf¬ 
flation, Goldenhof and his co-workers use the 
caloriemetric probe and are convinced that 
they are able to confirm a true vascular re¬ 
action. Although Herr and Barthelmess inter¬ 
pret the response as a hyperamic reaction, the 
valuable diagnostic possibility seems to be in 
the radioiodine tests of Babat. 

Bone and Joint Tuberctdosis .—Erlacher re¬ 
ports on the European Symposium on the 
treatment of Skeletal Tuberculosis, which took 
place on the Semering near Vienna. Erlacher’s 
report was published by Encke of Stuttgart. 
While there was agreement with regard to the 
cause, and conservative treatment of this con¬ 
dition, and particularly as to the significance 
of modern chemotherapy, opinion as to the 
indications for surgical treatment was not 
unanimous. All present, however, considered 
large caseous foci and para-articular foci ab¬ 
solute indications for operation. Likewise, 
extraarticular arthrodesis must be preceded 
by resection of large foci. Brunner and Kas- 
tert recommend early evacuation of a focus 
and evacuation of an abscess in cases of tuber¬ 
culous spondylitis. Drell, Fellander and Er- 
laeher fill the osseous foci with bone and anti¬ 
biotics. Kastert prefers irrigation and drain¬ 
age. 


Dalland emphasizes the possibility of ac¬ 
complishing complete repair in children, par¬ 
ticularly if an early diagnosis is made and 
modern antibiotics are employed. For the 
same reason, Bitzen emphasizes the signifi¬ 
cance of early diagnosis. Interesting is the 
fact that tuberculosis has never been observed 
in chondrodystropbic patient or in a spastic or 
flaccid extremity. Lankhagel discusses the dif¬ 
ficulty and errors encountered in diagnosis. 
Scholze discusses favorably the surgical evacu¬ 
ation of a focus in the presence of tubercu¬ 
losis spondylitis. Pia operates only if acute 
transectional myelitis is associated with spon¬ 
dylitis; he would wait at least six months to 
operate in a case of slowly developing trans¬ 
verse myelitis. Another representative of con¬ 
servative treatment is Loeffler. According to 
him, a costal transversectomy, with evacuation 
of the tuberculous focus, is indicated only in 
the presence of complete transverse myelitis. 
Risko and his co-workers consider operation 
indicated only when conservative treatment 
fails and when calcified psoas abscesses are 
present. The removal of such an abscess should 
be accompanied by excision of the vertebral 
focus, and fusion should be done ns a second 
surgical procedure. 

Glogowski compares the value of iliofemoral 
and the ischiofemoral extra-articular hip arth¬ 
rodesis on the basis of results observed in 
the Lange clinic. While he thinks them of 
equal value, he points out that they have dif¬ 
ferent indications. It is important to deter¬ 
mine whether the root from the pelvis to the 
greater trochanter or that to the lesser is the 
shorter. He has been successful in 87.5 per 
cent of his operations. Hohmann discusses the 
value of the focal excision in cases of para¬ 
articular coxitis and the shortening of the time 
of treatment by means of extra-articular arth¬ 
rodesis. Lerch resects tuberculous joint foci 
of the lower extremity subperiostally and fills 
the defect with spongiose bone and antibiotics. 
According to him, the ability to bear weight 
is present after twelve weeks. According to 
Kastert synovectomy is the most favorable 
method of treatment for gonitis. When there 
is involvement of bone, excision of the focus 
must also be done. 

In the treatment of acromioclavicular dislo¬ 
cation, the Bunnell’s fascial plasty, as well as 
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the use of a screw according to Bosworth, 
gives good results. Kuchenreucher. uses a 
screw with a large surface. 

For supra-condylar fractures of the elbow. 
Block recommends fixation of the fragments 
with percutaneous wires. According to Ueber- 
muth, the plaster of paris cast is not respon¬ 
sible for Volckmann’s contracture, which not 
infrequently follows this type of injury. Nor 
can an injury to the brachial artery be respon¬ 
sible, because there is sufficient collateral cir¬ 
culation. Volckmann thinks in terms of over¬ 
stretching of the ulnar and median nerves. 
Sperling on the contrary, considers damage 
to the brachial artery responsible. In the ex¬ 
perience of the Lange Clinic also, injury to 
the brachial artery' and the subsequent hema¬ 
toma are the essential causes of ischemic con¬ 
tracture. Wernstein reports on this subject in 
an excellent paper dealing with fracture of 
the elbow in children and its treatment. 

Mo we j a discusses congenital dislocation of 
the radius (head of the radius) as reported in 
the literature and adds a case in which a 
medial dislocation presented itself. Kivel, in 
handbook fashion, discusses diseases of the 
wrist and the surrounding region. 

Kotthagen and Yon Hepp report on the pos¬ 
sibilities of prosthetic aid to the arm amputee. 
Hepp has tried to add to the development of 
the American hopp prosthesis. He expresses 
enthusiasm concerning the effectiveness of the 
Heidelberg pneumatic arm prosthesis. He and 
Reinhardt report their experiences with the 
prosthesis over a period of ten years. Mar- 
quardt and Ilaefner discuss the technical 
problems connected with this prosthesis. 

Wiedemann and Deiker illustrate by means 
of excellent pictures the possibilities of panto- 
pague myelographic study in establishing 
proper operative indications in the presence 
of traumatic damage of the brachial plexus. 

Some of the numerous papers dealing with 
congenital dislocation of the hip deserve spe¬ 
cial attention. Kaiser emphasizes the increased 
antetorsion as the cause of many failures. The 
buttonhole operation of Loetller, therefore, is 
often indicated. In this procedure the fascia 
lata is split in front of the trochanter and 
fixed posteriorly to it in order to keep the 
proximal end of the femur in internal rota- 
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tion (?). The rotation osteotomy is per¬ 
formed as a second operation. Bette reports 
the results of treatment of 102 hip dysplasias 
and dislocations and the use of a modified 
Forrester-Brown splint after manipulation. 
The advantages of these procedures are that 
they are nondamaging. The femoral head 
bores itself into the acetabulum; there is no 
muscular atrophy; regeneration of the ace¬ 
tabulum roof is accelerated, and disturbances 
of the femoral head are rare. 

Open reduction of hip dislocation is indi¬ 
cated, according to Krotschek, when closed re¬ 
duction is impossible, and also for redisloca¬ 
tion; furthermore, it is to be advocated when 
closed reduction remains distant to the ace¬ 
tabulum. This indicates the presence of inter¬ 
position, which in turn will cause redislocation. 
According to Stracker, open reduction can be 
attempted in patients up to 15 years of age. 

Lower Extremities .—The paper “The intra- 
spongiose anesthesia in operations of the lower 
extremities,” by Kohl, deserves great inter¬ 
est. So far, only Russian authors have re¬ 
ported on this procedure. By means of the 
cuff of a blood pressure machine applied at 
the desirable level, a pressure is produced 
which is 40 mm. of mercury higher than nor¬ 
mal. A fairly T large needle is inserted in the 
spongiosa of the calcaneus or the medial mal¬ 
leolus and procaine hydrochloride (0.25 per 
cent) is injected. In operations on the foot, 
60 to 70 cm. is sufficient; higher, up to the 
knee, 80 to 100 cc. Kohl points out that this 
procedure decreases the muscle tonus almost 
totally. Complications have not been observed. 

Traumatic Hip Dislocation: Fineschi re¬ 
ports 7 cases; Trojan and Pesohl, more than 
79 observations in twenty-three years, and 
Grobelski, 7 cases. This injury requires im¬ 
mediate careful reduction. A simultaneous 
fracture of the acetabular roof worsens the 
prognosis considerably. Yollmnr and Wagler 
state that they have observed necrosis of the 
femoral head in 50 per cent of the cases. In 
order to improve the results and prognosis, 
they advocate reduction by means of longi¬ 
tudinal and transverse traction on the leg; 
this is important for the first forty-eight 
hours, after which reduction of the acetabular 
fo=sa by rectal digital manipulation is e^en- 
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from 1946 to 1955, 3,383, or approximately 
10 per cent, died. 

Circulatory Diseases. — Of the numerous 
publications on circulatory diseases, only those 
will be mentioned which deal with diagnosis. 
In Rathke’s experience with arteriographic 
study of the foot, numerous anatomic differ¬ 
ences become apparent if one compares these 
results with the text books on anatomy; there¬ 
fore he proposes four types of arterial supply: 

1. Normal type 

2 . Plantar type 

3. Dorsal type 

4. Mixed type. 

A primary disease of the veins, of the en- 
dagnitic type, is recognized by Gerl by means 
of “Benography.” His roentgen observations 
are proved histologically. Hess, considers ple- 
thysmographic study in venous stasis is the 
method that permits the best possible deter¬ 
mination of the volume of the blood stream. 
Intra-arterial ATP injection of ATP are, ac¬ 
cording to him, superior to all other methods 
of treatment. In order to judge oxygen insuf¬ 
flation, Goldenhof and his co-workers use the 
caloriemetric probe and are convinced that 
they are able to confirm a true vascular re¬ 
action. Although Herr and Barthelmess inter¬ 
pret the response as a hyperamic reaction, the 
valuable diagnostic possibility seems to be in 
the radioiodine tests of Babat. 

Bone and Joint Tuberculosis .—Erlacher re¬ 
ports on the European Symposium on the 
treatment of Skeletal Tuberculosis, which took 
place on the Semering near Vienna. Erlacher’s 
report was published by Encke of Stuttgart. 
While there was agreement with regard to the 
cause, and conservative treatment of this con¬ 
dition, and particularly as to the significance 
of modern chemotherapy, opinion as to the 
indications for surgical treatment was not 
unanimous. All present, however, considered 
large caseous foci and para-articular foci ab¬ 
solute indications for operation. Likewise, 
extraarticular arthrodesis must be preceded 
by resection of large foci. Brunner and Kas- 
tert recommend earl 3 ' evacuation of a focus 
and evacuation of an abscess in cases of tuber¬ 
culous spondylitis. Drell, Fellander and Er¬ 
lacher fill the osseous foci with bone and anti¬ 
biotics. Kastert prefers irrigation and drain¬ 
age. 


Dalland emphasizes the possibility of ac¬ 
complishing complete repair in children, par¬ 
ticularly if an early diagnosis is made and 
modern antibiotics are emplo 3 ’ed. For the 
same reason, Bitzen emphasizes the signifi¬ 
cance of early diagnosis. Interesting is the 
fact that tuberculosis has never been observed 
in chondrod 3 f strophic patient or in a spastic or 
flaccid extremit>'. Lankhagel discusses the dif¬ 
ficulty and errors encountered in diagnosis. 
Scholze discusses favorably the surgical evacu¬ 
ation of a focus in the presence of tubercu¬ 
losis spond 3 - litis. Pia operates only if acute 
transectional m 3 'elitis is associated with spon- 
dylitis; he would wait at least six months to 
operate in a case of slowly developing trans¬ 
verse m> r elitis. Another representative of con¬ 
servative treatment is Loefiler. According to 
him, a costal transversectomy, with evacuation 
of the tuberculous focus, is indicated only in 
the presence of complete transverse ms'elitis. 
Risko and his co-workers consider operation 
indicated only when conservative treatment 
fails and when calcified psoas abscesses are 
present. The removal of such an abscess should 
be accompanied by excision of the vertebral 
focus, and fusion should be done as a second 
surgical procedure. 

Glogowski compares the value of iliofemoral 
and the ischiofemoral extra-articular hip arth¬ 
rodesis on the basis of results observed in 
the Lange clinic. While he thinks them of 
equal value, he points out that they have dif¬ 
ferent indications. It is important to deter¬ 
mine whether the root from the pelvis to the 
greater trochanter or that to the lesser is the 
shorter. He has been successful in 87.5 per 
cent of his operations. Hohmann discusses the 
value of the focal excision in cases of para¬ 
articular coxitis and the shortening of the time 
of treatment by means of extra-articular arth¬ 
rodesis. Lerch resects tuberculous joint foci 
of the lower extremity subperiostally and fills 
the defect with spongiose bone and antibiotics. 
According to him, the ability to bear weight 
is present after twelve weeks. According to 
Kastert synoveetom 3 ' is the most favorable 
method of treatment for gonitis. When there 
is involvement of bone, excision of the focus 
must also be done. 

In the treatment of acromioclavicular dislo¬ 
cation, the Bunnell’s fascial plast 3 r , as well as 
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the use of a screw according to Bosworth, 
gives good results. Kuchenreucher uses a 
screw with a large surface. 

For supra-condvlar fractures of the elbow, 
Block recommends fixation of the fragments 
with percutaneous wires. According to Ueber- 
muth, the plaster of paris cast is not respon¬ 
sible for Volckmann’s contracture, which not 
infrequently follows this type of injury. Nor 
can an injury to the brachial artery be respon¬ 
sible, because there is sufficient collateral cir¬ 
culation. Volckmann thinks in terms of over¬ 
stretching of the ulnar and median nerves. 
Sperling on the contrary, considers damage 
to the brachial artery responsible. In the ex¬ 
perience of the Lange Clinic also, injury to 
the brachial artery and the subsequent hema¬ 
toma are the essential causes of ischemic con¬ 
tracture. Wernstein reports on this subject in 
an excellent paper dealing with fracture of 
the elbow in children and its treatment. 

Morveja discusses congenital dislocation of 
the radius (head of the radius) as reported in 
the literature and adds a case in which a 
medial dislocation presented itself. Kivel, in 
handbook fashion, discusses diseases of the 
wrist and the surrounding region. 

Kotthagen and Von Hepp report on the pos¬ 
sibilities of prosthetic aid to the arm amputee. 
Hepp has tried to add to the development of 
the American hopp prosthesis. He expresses 
enthusiasm concerning the effectiveness of the 
Heidelberg pneumatic arm prosthesis. He and 
Reinhardt report their experiences with the 
prosthesis over a period of ten years. Mar- 
quardt and Haefner discuss the technical 
problems connected with this prosthesis. 

Wiedemann and Deiker illustrate by means 
of excellent pictures the possibilities of panto- 
pague myelographic study in establishing 
proper operative indications in the presence 
of traumatic damage of the brachial plexus. 

Some of the numerous papers dealing with 
congenital dislocation of the hip deserve spe¬ 
cial attention. Kai-er emphasizes the increased 
antetorsion as the cause of many failures. The 
buttonhole upeiatitui of Loetiler, therefore, is 
often indicated. In this procedure the fascia 
lata i- split in front of the trochanter and 
fixed posteriorly to it in order to keep the 
proximal end of the femur in internal rota- 


ABSTRACTS: SURVEY OF GERMAN LITERATURE 

tion (?). The rotation osteotomy is per¬ 
formed as a second operation. Bette reports 
the results of treatment of 102 hip dysplasias 
and dislocations and the use of a modified 
Forrester-Brown splint after manipulation. 
The advantages of these procedures are that 
they are nondamaging. The femoral head 
bores itself into the acetabulum; there is no 
muscular atrophy; regeneration of the ace¬ 
tabulum roof is accelerated, and disturbances 
of the femoral head are rare. 

Open 1 -eduction of hip dislocation is indi¬ 
cated, according to Krotschek, when closed re¬ 
duction is impossible, and also for redisloca¬ 
tion; furthermore, it is to be advocated when 
closed reduction remains distant to the ace¬ 
tabulum. This indicates the presence of inter¬ 
position, which in turn will cause redislocation. 
According to Sti-acker, open reduction can be 
attempted in patients up to 15 years of age. 

Lower Extremities .—The paper “The intra- 
spongiose anesthesia in operations of the lower 
extremities,” by Kohl, deserves great inter¬ 
est. So far, only Russian authors have re¬ 
ported on this procedure. By means of the 
cuff of a blood pressure machine applied at 
the desirable level, a pressure is produced 
which is 40 mm. of mercury higher than nor¬ 
mal. A fairly large needle is inserted in the 
spongiosa of the calcaneus or the medial mal¬ 
leolus and procaine hydrochloride (0.25 per 
cent) is injected. In operations on the foot, 
60 to 70 cm. is sufficient; higher, up to the 
knee, 80 to 100 cc. Kohl points out that this 
procedure decreases the muscle tonus almost 
totally. Complications have not been observed. 

Traumatic Hip Dislocation: Fineschi re¬ 
ports 7 cases; Trojan and Pesohl, more than 
79 observations in twenty-three years, and 
Grobelski, 7 cases. This injury requires im¬ 
mediate careful reduction. A simultaneous 
fracture of the acetabular roof worsens the 
prognosis considerably. Yollmar and Wagler 
state that they have observed necrosis of the 
femoral head in 50 per cent of the ca-es. In 
order to improve the results and progno-i-*. 
they advocate reduction by means 0 f longi¬ 
tudinal and transverse traction on the leg; 
this is important for the fir.-t forty-eight 
hours, after which reduction of the acetabular 
fo=cn by rectal digital manipulation is e=<f-n- 
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tial. Erhalt and Gelehrsis also discuss the 
problems, secondary injuries and therapy of 
this important injury. 

In early diagnosis of slipped epiphysis of 
the hip, the lateral view is very important 
(Esser). In this view a widening of the epi¬ 
physeal plate can be seen rather early. Hor¬ 
monal influences are responsible for the slip¬ 
ping of the head. Lange and Lange demon¬ 
strate that a decrease of the sexual hormone 
or an increase of the growth hormone pro¬ 
duces softening of the femoral epiphysis. 
Early diagnosis is important; it improves the 
results of the treatment, because the slippery 
epiphysis can be held in place by means of a 
bone span. A valuable confirmation of the sig¬ 
nificance of the hormonal metabolism is found 
in the information given by Schlueter and 
Peter, who observed a coxa vara of the epi- 
phyeal area in a 46-year-old dwarf. Slipping 
was possible because the epiphyseal plate had 
persisted owing to the hypophyseal disturb¬ 
ance. Goetz prefers the roentgen projection 
of Lauenstein, because in this view softening 
and widening of the epiphyseal plate can be 
seen very early. 

Many diseases of the juvenile hip give rise 
to senile malum coxae in later years (Pitzen). 
The cause of coxarthrosis is damage to the 
cartilage combined with preservation of func¬ 
tion, after dislocation, inflammation, Perthes’ 
disease and slipped epiphysis. 

It recommends the Arthrodesis In the treat¬ 
ment of coxarthrosis, arthrodesis by means of 
the Witt nail (M, 119) or nail and bone span 
according to Lange, is recommended if con¬ 
servative treatment fails. For the bilateral 
condition arthroplasty is indicated. Voss (C, 
351 and M, 954) describes the so-called tem¬ 
porary hanging hip, in which the fascia lata 
is widely incised laterally and anteriorly, the 
greater trochanter is osteotomized and ten- 
ostomy of the adductors is added.* 

Imhauser (C, 354) states that essential im¬ 
provement has been obtained by shifting the 
trochanter proximally and medially. In 
arthroplasty of the hip, Judet’s prosthesis is 
considered preferable to the vitallium cup so 
far as Germany is concerned (Neff—L II, 


•Without knowledge of the original paper, it is difficult to 
understand what is involved in this procedure.— Translator. 


693). Witt (L II, 668) wishes to narrow down 
the indications for arthroplasty in favor of 
arthrodesis. Arthroplasty in the young is ab¬ 
solutely contraindicated. In the presence of 
protrusion of the acetabulum, the rather deep 
socket should be filled in with the resected 
femoral head. Reimers (L II, 680) recom¬ 
mends the large endoprosthesis to prevent 
necrosis of the femoral head and neck, which 
is the main cause of failures. Heinze (L II, 
700) explains the shortcomings of endpros- 
thesis by the particular artificial material of 
the prosthesis and by its poor static insertion. 
On the basis of anatomic-morphologic exami¬ 
nations, Halshofer (B, 352) concludes that in 
arthroplasty of the hip the normal length of 
the femoral neck must be preserved and its an¬ 
gulation determined according to that of the 
other femuro. The congruency of the joint 
surfaces is important. The foi-mative stimulus 
of the endo prosthesis produces functional 
adaptation. Capsular rigidity and absorption 
of the neck of the femur are detrimental to 
success. 

Mittelmeier and Linger (A, 519) demon¬ 
strate, in a readable antomic-histologic paper, 
that the Plexiglas endoprosthesis produces a 
relatively valuable new joint formation. They 
observe that the regenerated capsule is lined 
with a new synovial membrane and the ace¬ 
tabulum with fibrous cartilage. Plexiglas sliv¬ 
ers produced by friction may lead to foreign 
body granuloma. In order to prevent loosening 
of the prosthesis by pressure absorption of 
the bone, longitudinal grooves in the prosthe¬ 
sis are suggested. 

In the diagnosis of uncertain diseases of the 
knee joint, Leyss (A, 403), prefers a magni¬ 
fied roentgen film of an arthrogram taken 
with a contrast medium; thus clear, unmistak¬ 
able pictures are produced. Anders (G, 19) 
adds 18 cases of juvenile aseptic necrosis of 
the patella (Larson-Johannson’s disease) to 
the 25 cases already published in the world 
literature. This condition is characterized by 
a light patella and transitory limitation of 
flexion and extension of the knee. Roentgen 
study reveals spotty atrophy of the patella 
and sometimes complete fragmentation. The 
fact that this condition may be associated with 
spina bifida occulta gives rise to the question 
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of a casual connection between the two condi¬ 
tions. 

On the basis of mechanical mathematical 
consideration, Kesselbach (B, 240) points out 
that in supracondylar osteotomy for habitual 
patellar dislocation, rotation must be laterall, 
because only then is the quadriceps pull in¬ 
creased medially. 

In 7 per cent of the cases of tearing of the 
ligamentum collaterale fibulare, Jonasch (U, 
336) states that he has observed damage to 
the nervus peroneus that might necessitate 
surgical exploration. Jelinek (KI, 205) con¬ 
siders early operation necessary to repair 
the lateral and medial collateral ligaments. 
The results are good in more than 80 per cent 
of the cases. 

Stedfeld (B, 532) rejects the granuloma 
theory to explain giant cell tumors about the 
knee joint. He considers them bone tumors. 
He suggests partial or total synovectomy, fol¬ 
lowed by roentgen treatment because of the 
danger of recurrence. 

Aberle-Horstenegg (B, 414) describes 5 
cases of the rare tibia vara (Blount’s disease). 
In 1 case, treatment with a splint succeeded 
in correction and healing of the epiphyseal 
disturbance in a short time. 

According to Muralt (A, 501), damage to 
the distal tibial epiphysis, often overlooked in 
children, leads to deformities that necessitate 
palliative surgical intervention (osteotomy). 
For late deformities simple osteotomy is un¬ 
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satisfactory'. Hohmann (A, 199) suggests that 
a bone graft be inserted into the tibia (after 
osteotomy?) and epiphysodesis of the fibula. 5 

Muralt (A, 263) treats the rare dislocation 
of the peroneus tendon by means of a so-called 
“malleolar roof plasty.” The posterior malle¬ 
olar section is elevated like a lid by means of 
a chisel, and a pedicled fascial strip, rein¬ 
forced by nylon, is attached to the tendon. A 
monograph on "heel pain” and its causes is 
offered by Stuecke. 55 Klevel (P, 51) has ob¬ 
served good results from hydroeortone in¬ 
jections. Schoenbauer states that in disloca¬ 
tions and fracture-dislocations of the talus the 
best results are achieved by reduction. For 
comminuted fractures arthrodesis is prefer¬ 
able. Arthrodesis is superior to removal of 
the talus. Contactures of the bones of the foot 
are based either on congenital changes or on 
static functional disturbances. One of the 
more frequent causes is the coalition between 
calcaeus and navicular bone. According to 
Brands (A, 202), the exact diagnosis of this 
condition can be made only in oblique views, 
and only surgical treatment can relieve the 
symptoms. Emsting (A, 433) suggests sub¬ 
talar arthrodesis. 

iS'agura (E, 187) develops a new theory of 
congenital clubfoot: that repeated extension 
and flexion of the lower extremity in vtcrn 
are responsible for the deformity'. 


•It fa difficult to understand this procedure without read¬ 
ing the original article.— Translator. 

•Stuttgart: Georg Thieme Vcrlajr, 10>5. 


(To br Concluded in May) 


If the brain i- injured by a blow or in -ome other «av and concu--ed the pa¬ 
rent immediately fall. ,he ground, becomes -peechles- and can neither -ee nor 
hoar. Mo«t ca-p* are fatal. 

lolbnung brain injury, fever generally appear- and there i= biliou- vomitin- 
mart her wit], paraly-i- of the body: -uel, patient- are in fatal ra~. 

—Hipparraln 
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IMPORTANT ANNOUNCEMENT 

Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 

European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 

A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 


Les auteurs d’articles scientifiques destines a etre publies dans le Journal 
du College international de chirurgiens sont pries d’adresser leurs articles 
a l’adresse suivante pour l’Europe, le Proche et le Moyen Orient. 

Bureau Europeen du 
College international de chirurgiens 
6-8 rue de la Confederation 
Geneve (Suisse) 

Un comite a ete nomine pour I’examen des articles a paraitre. Les 
auteurs sont pries de joindre a leur travail de brefs resumes en francais, 
anglais, allemand, espagnol, itafien et portugais si possible. 
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Schedule of Meetings 


INTERNATIONAL COLLEGE OF SURGEONS 

1959 


MIDSUMMER POSTGRADUATE EUROPEAN TOUR 
July 17 - August 27, 1959 
Dr. Ross T. Mclntire, Coordinator 


TWENTY-FOURTH ANNUAL CONGRESS 
North American Federation 

(Canada, Mexico, U. S., Central American and Caribbean Sections) 
International College of Surgeons 
SEPTEMBER 13-17 CHICAGO, ILLINOIS 


AROUND-THE-WORLD 
POSTGRADUATE CLINIC TOUR 

October 10 - November 28 
Dr. Edward L. Compere, Coordinator 


1960 

TWELFTH BIENNIAL INTERNATIONAL CONGRESS 
International College of Surgeons 
Prof. Dr. Pietro Valdoni, Congress President 
MAY 15-18 ROME, ITALY 





COMMONWEALTH ROOM IN 
SURGEONS’ HALL OF FAME 
The Canadian Room in the International Surgeons’ Hall of Fame 
has a quality that entices visitors to linger and admire the portrait 
of Edward Jenner, the gift of Dr. and Mrs. Walter F. Charteris. 
The portrait hangs above a glass case in which are displayed two 
bistouries, the gift of Dr. Lyon H. Appleby, which Jenner had 
used as scarification knives. Other exhibits, presented by the 
Canadian Section or by individual donors, are equally interesting. 
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Comments by the Founder 


Last month I dis¬ 
cussed the increas¬ 
ing tempo of the in¬ 
ternational activity 
of the College. I 
pointed to the 
growth of coopera¬ 
tion within the Fed- 
erations as evi¬ 
denced by the 
coming joint meet¬ 
ing, in Hamburg, Dr. Max Thorek 

June 1-3, of the Ger¬ 
man Section and the other German-speak¬ 
ing Sections of the European Federation, 
namely Austria, Switzerland and the Neth¬ 
erlands. I also called attention to the two- 
way attraction that lies at the heart of 
the success of our Postgraduate Clinic 
Tours. The traveling surgeons are drawn 
to the Fellows of the Sections they visit 
by mutuality of purpose, and the host 
Sections welcome the visitors as emis¬ 
saries of good will, with whom they seri¬ 
ously, and as equals, discuss the problems 
of surgical science, technic and progress. 

Furthermore, in previous articles I have 
commented on various movements and un¬ 
dertakings in which the College is engaged 
that advance international amity and add 
stature to the surgical profession. Many 
of these projects naturally originate in 
the College—the great International Con¬ 
gresses, the International Hall of Fame, 
honoring the surgeons of the entire world, 
and the very concept of surgery as a sci¬ 
ence and an art that gratefully recognize 
that their roots go deep down into the 
history of all nations. Acknowledging this 
debt to the universal past, the College 
seeks to spread the fruits of surgical 
knowledge and skill among all the peoples 


of the world. To that end we are dedicated. 

We welcome allies in our endeavors, and 
gladly we give our help to the efforts 
of others. We cooperate with agencies of 
government, national and international. 
We extend the hand of friendship to all 
men and all organizations that, like us, 
strive for a happier future for this, our 
mundane sphere, threatened as it is by 
forces inimical to the concept of democracy 
and the humanistic ideals of existence. 

To achieve all this, to encompass the 
wide program we have outlined for our¬ 
selves through the International College 
of Surgeons, we must be strong. 

Strength, for us, begins with the indi¬ 
vidual national Sections. 

Each Section of the International Col¬ 
lege of Surgeons is a wellspring of power. 
The College itself is only the sum total of 
sectional achievement. 

It is, consequently, a great source of 
personal satisfaction to me and to all of 
us who have the welfare of the College at 
heart to see the national Sections of the 
College go from strength to further 
strength and to greater achievement in 
our joint endeavor to advance our ideals. 

The evidence is incontrovertible. Each 
day there comes to me as International 
Secretary-General of the International 
College of Surgeons a sheaf of communi¬ 
cations that report the multitude of activi¬ 
ties of our Sections. I am heartened and 
profoundly gratified as I consider the sci¬ 
entific meetings, the conferences, the aid 
given to students and to young surgeons, 
not only by the central body, but by indi¬ 
vidual Sections. This is important work. 
It is significant in itself, and it transcends 
itself because it adds to the collective 
strength of the College. 


IMPORTANCE OF NATIONAL SECTIONS 



skction n. APr.n.. is:? 


The conclusion therefore is obvious. It 
is the chief duty of each Section to look 
to its own strength: to increase its mem¬ 
bership, to guide its young surgeons, and 
to add substantially to the status of sur¬ 


gery in its own country. In that way it 
participates most effectively in the College 
program and best serves those far-visioned 
ideals to which we are pledged. 

Max Thorek 


Inauguration of Reception Center in Paris 

French Section of the International College of Surgeons 


Through the courtesy and devoted inter¬ 
est of Dr. Pierre Jean Viala, F.I.C.S., for¬ 
mer head of the Clinic of the Faculty of 
Medicine in Paris, arrangements have been 
made for a reception room and center of 
information that will serve the French 
Section of the International College of 
Surgeons. The French Section graciously 



Clinique de l’Alma 


extends the privilege of using the facilities 
of the center to all the Fellows of the 
College. 

The center is located at the Clinique de 
VAlma in the rue de VUniversity number 
166, in Paris. We are invited to make 
note of the telephone number, which is 
Invalides 13.70, Paris, and to use it at our 
convenience. 

The Center is prepai-ed to provide in¬ 
formation to members of the International 
College of Surgeons concerning clinics, 
scientific events, College activities, and, in 
general, to render such services as a vis¬ 
itor is very likely to be in need of and 
greatly appreciate. 

The Clinique is one of the most impor¬ 
tant clinics in Paris. A number of the 
Fellows of the International College of 
Surgeons residing in Paris operate in this 
institution in general surgery and the 
specialties. It is in the neighborhood of the 
Latin Quarter, near the Camp de Mars 
and the Eiffel Tower. 

In the clinic, rooms have been set aside 
by Dr. Viala where visitors may gather 
for rest and relaxation. Up-to-date scien¬ 
tific journals in French and other lan¬ 
guages are available. The rest rooms have 
baths and all other comforts. Secretarial 
service is also provided. 

Dr. and Mrs. Viala visited the United 
States last spring and attended the Inter- 
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Entrance Hall 
Center of Information 
and Reception 
French Section 
International College 
of Surgeons 
at 

La Clinique de PAlma 
Paris, France 


national Congress in Los Angeles. They 
were warmly received everywhere, as was 
only due to Dr. Viala’s surgical status and 
to the innate social gifts of both. On their 
way across the country they stopped off 
in Chicago and made a tour of the Inter¬ 
national Surgeons’ Hall of Fame and the 
College Home. Impressed by what he saw, 
Dr. Viala began to ponder the possibility 
of doing something comparable, on a scale 
to suit the situation, in Paris. 

Upon his return to his home he began 
to organize this center, which is now com¬ 


plete. His purpose is to make visitors 
from foreign countries comfortable and 
give them a sense of home, and he warmly 
urges all the members of the College who 
travel abroad and come to Paris (and 
who, traveling, does not come to Paris?) 
to take advantage of the facilities which 
have been established precisely for the 
purpose of serving them. 

The College congratulates Dr. Viala 
upon his far-sighted thoughtfulness and 
is grateful to him for establishing this 
center of information and hospitality. 



Special salon at the Clinique do 
l'AImn resemed for visiting 
member- of the International 
College of Surgeon- 



t t-iioN n writ. :■ 
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Doorways to Europe 

MIDSUMMER EUROPEAN 
POSTGRADUATE TOUR 
July 17 - August 27 

By this time the membership of the 
United States Section of the Interna¬ 
tional College of Surgeons will have re¬ 
ceived an attractive brochure which de¬ 
scribes the midsummer postgraduate 
clinical tour, with a heading of Doonvays 
to Europe. 

The clinical attractions for the surgeons 
making this tour are excellent, but this 
brief article is given over to the added 
attractions that all of us should be inter¬ 
ested in. It is really an historical travel¬ 
ogue. 

Going to Holland for our initial visit 
takes us into a land whose history goes 
back more than one thousand years. It 
will be our good fortune to see how Hol¬ 
land was built from the marshes and low¬ 
lands, and how modern Holland has saved 
itself from the sea with one of the most 
astonishing engineering projects of mod¬ 
ern times. 

Denmark dates back to the same period, 
and was at one time one of the great sea¬ 
faring countries of the world. All of us 
know the great feats of the Vikings. Had 
the Vikings possessed the characteristics 
of the modern Dane, they would have un¬ 
doubtedly settled in North America well 
before the Spanish and English. There 
will be much to see in this country that 
gave to the world Hans Christian Ander¬ 
sen and the setting for one of Shake¬ 
speare’s great plays. From a scenic stand¬ 
point, it has much to offer. 

Perhaps the outstanding scenic portion 
of this tour will be in Norway. Oslo, our 

Aboie: What the Eiffel Tower is to Paris, the 
Gothic spire of Stephen’s Cathedral is to Vienna, 
a cit-3 evocative of thoughts of its greatness in 
surgerj as w ell as in music 
Below : The market square in Helsinki, with, in 
the background, its famous Great Church 






port of call, was founded by King Harald 
in 1048. The Norwegians have a great 
history, and contributed much to the sea¬ 
faring world from the eleventh century on. 
Our time is w T ell arranged in this delightful 
country. The Norwegians should be re¬ 
membered for their great courage in with¬ 
standing the Germans in World War II. 

The visit to Sweden will be much more 
of the same—for here, too, we will have 
the opportunity of going through the cen¬ 
turies—seeing the progress that this coun¬ 
try has made. 

Finland’s capitol, Helsinki, is one of the 
finest cities of Europe. It is knowm as the 
White City of the North, and had its 
founding more than four hundred years 
ago. The amazing thing about this land 
is that less than one per cent of all people 
are illiterate. Finland is knowm for its 
great courage and its national integrity. 
There is a great bond between this country 
and the United States of America. Not 
only will W’e want to see all that is possible 
of their national life, but here we will meet 
w'ith one of our strongest national Sections. 

Russia may be approached as a great 
question mark! Certainly there will be 
much to see in Leningrad, which is a 
beautiful city. Peter the Great was re¬ 
sponsible for its building, and today it 
still stands as one of the most attractive 
of all the European cities. Moscow, the 
capitol, is situated in the Volga Valley. 
Historically, it goes back to the twelfth 
century. It is my hope that we will have 
an opportunity of seeing how the Russians 
live in these two cities. We also hope, as 
professional men, to have the opportunity 
of seeing work in their hospitals. 

From this point we go on to cities we 
know well—Vienna, Munich and Paris. 

Above: Bed Square in Moscow, with mans-domed 
St. 11a mV's Cathedral, the red-brick wall*, of the 
Kremlin and, in the foreground, the Lenin-Stalin 
Mausoleum 

llelow; Outdoor restaurant in Amsterdam on the 
hank of one of it*; picturesque canal' 


Str-noN it. vrr.M. r — 



THIRD LECTURE SERIES 

1958-1959 

School of the History of Surgery and Related Sciences 
International Surgeons' Hall of Fame 
1524 Lake Shore Drive, Chicago 

LECTURES BEGIN AT 8:00 P.M. 

OCTOBER 21, 1958 . . . ."Changing Concepts of Disease” — Dr. lha Veith, Associate 

Professor in the History of Medicine, Department of Medi¬ 
cine, University of Chicago, Chicago, Illinois 

NOVEMBER 11, 1958 . . . ."Epochs in the History of Medicine” — Dr. Morris Fishbein, 

Professor Emeritus of Medicine, University of Chicago and 
University of Illinois, Chicago, Illinois 

DECEMBER 2, 1958 . . . ."The History of Hospitals” — Dr. Charles U. Letourneau, 

Director, Program in Hospital Administration, Northwest¬ 
ern University, Chicago, Illinois 

JANUARY 13, 1959 . . . ."The History of Gynecology” — Dr. A. F. Lash, Clinical 

Professor of Obstetrics and Gynecology, University of Illi¬ 
nois, Chicago, Illinois 

FEBRUARY 3, 1959 . . . ."The History of Neurosurgery” — Dr. Percival Bailey, Dis¬ 
tinguished Professor of Neurology and Neurological Sur¬ 
gery, University of Illinois, Chicago, Illinois 

FEBRUARY 24, 1959 . . .''Notes About the Role of Physicians in Our Military His¬ 
tory” — Dr. George S. Lull, Assistant to the President, Amer¬ 
ican Medical Association, Chicago, Illinois 


MARCH 24, 1959 . "Evolution of Medical Illustration”—Thomas S. Jones, M.S., 

Emeritus Professor of Medical and Dental Illustration, 
University of Illinois, Chicago, Illinois 

APRIL 14, 1959 . "The History of Surgery of Bones and Joints” — Dr. Edward 

L. Compere, Professor and Chairman of the Department of 
Orthopedic Surgery, Northwestern University and Chicago 
Wesley Memorial Hospital, Chicago, Illinois 

MAY 5, 1959 . "The Evolution of Otorhinolaryngology and Broncho- 

esophagology” — Dr. Francis L. Lederer, Professor and 
Head of Department of Otolaryngology, University of Illi¬ 
nois, Chicago, Illinois 

MAY 21, 1959 . "The History of Plastic Surgery” — Dr. Wayne B. Slaughter, 

Clinical Professor in Charge of Plastic Surgery, University 
of Wisconsin (Madison) and Stritch School of Medicine, 
Loyola University, Chicago, Illinois 
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Postgraduate Courses and Conferences 

INTERNATIONAL COLLEGE OF SURGEONS 


AUSTRIA 

VIENNA 

The American Medical Society of Vienna 
and 

The University of Vienna 

Postgxadute Courses in Surgical Science 
Provide Opportunities for Postgraduate 
Work in Various Fields of Surgery 

For information write: Dr. M. Arthur 
Kline, F.I.C.S., Secretary, American Medi¬ 
cal Society of Vienna, 11 Universitats- 
strasse, Vienna, Austria. 


FRANCE 

Special Course in Urologic Surgery 
May 14-16, 1959 

Prof. Dr. Raymond Darget, F.I.C.S. 
of the University of Bordeaux 
at the 

Cancer Prevention Center and the 
Clinic Saint-Augustine 
BORDEAUX 

Subjects 

Treatment of tumors of the bladder, in¬ 
cluding radium therapy and palliative 
measures such as denervation of the blad¬ 
der and uretero-intestinal anastomosis. 
Treatment of malignant prostatic tumors 
by perineal ischio rectal implantation of 
radium needles. 

The course will include operations, films, 
presentation of patients and results of 
treatment. 

Number of participants is strictly lim¬ 
ited. Those interested should write 
promptly to 

Prof. Dr. Raymond Darget 
17. rue Casteja 
Bordeaux. France 

MOTION 11. M'I'.ll.. !<•". 


SPAIN 

BARCELONA 

Hospital de la Santa Cruz y San Pablo 
Surgical Service 

Dr. Jose Solar-Roig, F.I.C.S. 
Director 

ADVANCED COURSES IN SURGERY OF 
THE DIGESTIVE TRACT 
(For Postgraduates) 

Under the Auspices of the 
International College of Surgeons 

UROLOGIC INSTITUTE 
Dr. A. Puigvert, F.I.C.S., Director 
COURSE XX 

POSTGRADUATE SEMINAR 
on 

Diseases of the Bladder 
Symptomatic and Surgical Aspects 

April 20-25, 1959 

This seminar, lasting six full days, from 
8:30 a.m. to 7:00 p.m. will include practice 
in endoscopy and urography. 

Those registered for the seminar will be 
limited in number and may continue their 
work at the Institute for three months. 

For further information address: Secre- 
taria del Instituto de Urologia, Pabellon 
de la Asuncion, Hospital de la Sta Cruz y 
San Pablo, Barcelona 9, Espana. 

n 



United States Section 

THE PRESIDENT’S MESSAGE 

The New Directory and Other Items of Interest 


If you have not 
already sent your 
check for the new 
Directory of Mem¬ 
bers and Fellows of 
the International 
College of Surgeons, 

I do hope that you 
will stop right now, 
get out your check- 
book, write the 
check, and send in 
your order. Enough 
orders have been l-eceived to make it pos¬ 
sible to print the Directory in a very simple 
form. If we are to make it more attractive, 
we will need to have orders from almost 
all the members. I am so pleased that we 
are getting ready to publish this Directory 
that I have ordered three copies—one for 
my office, one for my home, and one to 
keep at my summer cottage in Michigan. 
This Directory is something that we have 
long needed and just what many of you 
have been asking for. 

New Members 

I am mailing a special letter as my per¬ 
sonal message to each member of the 
United States Section of the Interna¬ 
tional College of Surgeons. Among other 
things, I am requesting each member of 
the College to make a real effort to obtain 
an application for membership from at 
least one other surgeon who is highly qual¬ 
ified and who would bring credit to our 
College. I should like very much to see at 
least a thousand new members brought 
into the College during my term as presi- 


possibility if each member will cooperate. 
I cannot overemphasize the fact, however, 
that we want as new members only those 
surgeons who have had adequate training 
and who are otherwise thoroughly quali¬ 
fied. 

Nomina Anatomica 

No association of sui’geons could more 
appropriately support the movement to 
adopt an international terminology than 
the International College of Surgeons. 
Language diffei-ences still constitute the 
gx-eatest banders to undei-standing among 
the people of different counti-ies around the 
world. Nomina Anatomica is the title 
chosen for the latest anatomical tei-minol- 
ogy which is based on Latin, the terms 
having been selected by the International 
Anatomical Nomenclature Committee 
(I.A.N.C.). Latin is still the most useful 
intei’national language for scientific pur- 
poses. Insofar as possible, the Committee 
has chosen the terms which are most l’ead- 
ily translatable into modern languages. 

This matter should be of interest to 
our regents and others who have been 
working actively for the Intei'national Col¬ 
lege of Surgeons and are always on the 
alert for projects which the College could 
sponsor to advance undei-standing and 
good will among doctox-s in vai'ious coun- 
ti'ies around the world, the pi-omotion of 
which would add to the pi-estige of the 
College. 

I am suggesting that the College consi¬ 
der the advisability of boldly sponsoring 
and widely advertising this new interna¬ 
tional terminology. 

The revised Nomina Anatomica was 


dent. This is entirely within the realm of 
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published and distributed by Williams and 
Wilkins of Baltimore, after it had been 
restudied thoroughly by the International 
Anatomical Nomenclature Committee in 
1956. Most of the terms used would be 
familiar to anyone who understands med¬ 
ical terminology and especially to the doc¬ 
tor who has managed to retain a little of 
the Latin that he studied in high school. 
Thus, articulatio refers to joints, myology 
to muscles, and systema nervosum would 
be recognized immediately as referring to 
the nervous system. I should like to invite 
those who read this message to communi¬ 
cate with me. If you are interested in this 
subject, I will write more about it in fu¬ 
ture messages. 

Southern California 

Earlier this month I spent about ten 
days in California. The primary purpose 
of my trip was to meet with the regent, 
vice-regents and the credentials commit¬ 
tee, and to attend, as guest speaker, the 
annual dinner and business meeting of the 
Southern California Chapter of the Inter¬ 
national College of Surgeons. Regent Jo¬ 
seph de Ios Reyes, the vice-regents and 
other members gave Mrs. Compere and 
me a very delightful time. We thoroughly 
enjoyed our visit. I am glad to report that 
the hearts of our colleagues in Southern 
California are strong and they are trying 
to make this one of the best chapters of 


the International College of Surgeons in 
the United States. 

Importance of Vice-Regents 

It has become increasingly obvious to 
most of us here at the Home Office that 
more vice-regents are needed in almost 
every state. There should be a vice-regent 
in every major city and in each area where 
we have a nucleus of members. The vice¬ 
regents are very important to the College. 
We depend upon them for information 
about applicants for Associate Member¬ 
ship or Fellowship. The regent may find 
it necessary to call a vice-regent on the 
telephone to get information about a can¬ 
didate who lives in an area that is too far 
away for the regent to know him at all. 
The growth of the College depends upon 
the active support of the vice-regents in 
interesting the best surgeons in each area 
of the country in the work of the Inter- 
national College. Each vice-regent should 
be concerned to point out the ideals of the 
International College and the work which 
we are doing around the world to those 
surgeons of his acquaintance who would 
be of the greatest help and strength to us 
if they became members. Our future de¬ 
pends to no small degree upon the activity 
and help of the vice-regents, and within 
the next few weeks we expect to appoint 
many more of them throughout the coun¬ 
try. Edward L. Compere 


£200,000/£600,000 Limits of Liability arc now available to members covered under 
the ICS Group Malpractice Insurance Plan. 

Please write to John L. Krause, Administrator. 1576 Sherman Avenue. Evanston. 
Illinois, for rates and further details regarding the Plan. 
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THE TREATMENT OF THYROID DISEASE 


Moderator: 

Arnold S. Jackson, M.D., F.A.C.S., F.I.C.S., 
Madison, Wisconsin 

Participants: 

Seymour W. Meyer, M.D., F.A.C.S., F.I.C.S., 
Jamaica, New York 


Max Michael Simon, M.D., F.A.C.S., 
F.I.C.S., Poughkeepsie, New York 
Joseph P. Alvich, M.D., F.A.C.S., F.I.C.S., 
Bronx, New York 

George A. Degenshein, M.D., F.I.C.S., 
Brooklyn, New York 
Lindon Seed, M.D., F.I.C.S., Chicago 


THE THERAPY OF ADVANCED BREAST CANCER 


Moderator: 

Henry Patrick Leis, Jr., M.D,. F.A.C.S., 
F.I.C.S., New York City 

Participants: 

Ralph R. Coffey, M.D., F.A.C.S., F.I.C.S., 
Kansas City, Missouri 


Maurice M. Black, M.D., F.C.A.P., 

New York City 

Henry M. Selby, M.D., F.A.C.R., 

New York City 

George C. Escher, M.D., New York City 
Oscar Hugh Fulcher, M.D., F.A.G.S., 
F.I.C.S., Washington, D.C. 


AFTERNOON 


Presiding: 

William H. Godsick. M.D., F.A.C.O.G., 
F.I.C.S., New York City 


Secretary: 

Charles L. Ileigi, M.D., F.A.C.S., F.I.C.S., 
Staten Island, New York 


PROBLEMS IN OBSTETRICS AND GYNECOLOGY 


Moderator: 

John George Mussio, M.D., F.A.C.O.G., 
F.I.C.S., Brooklyn, New York 

Participants: 

Gilbert F. Douglas, M.D., F.A.C.O.G., 
F.A.C.S., F.I.C.S., Birmingham, Alabama 
Magin Sagarra, M.D., F.A.C.O.G., F.A.C.S., 
F.I.C.S., New York City 


Martin L. Stone, M.D., F.A.C.O.G., F.A.C.S., 
F.I.C.S., New York City 
Ernest F. Purcell, M.D., F.A.C.O.G., 
F.I.C.S., Trenton, New Jersey 
Harry J. Greene, M.D., F.A.C.O.G., F.A.C.S., 
Brooklyn, New York 
Edward Solomons, M.D., F.R.C.P.I., 
F.R.C.O.G., F.A.C.O.G., F.A.C.S., 
Brooklyn, New York 


THE MANAGEMENT OF PATIENTS WITH MULTIPLE INJURIES 


'Moderator: 

Edward L. Compere, M.D., F.A.C.S., 
F.I.C.S., (Hon.), Chicago 

Participants: 

Anthony F. DePalma, M.D., F.I.C.S., 
Philadelphia 

Arthur A. Michele, M.D., F.A.C.S. F.I.C.S., 
Brooklyn, New York 


Theodore Iv. Himelstein, M.D., F.I.C.S., 
New York City 

Samuel Thomas Glasser, M.D., F.A.C.S., 
F.I.C.S., New York City 
Samuel Simon, M.D., F.A.C.S., F.I.C.S., 
Poughkeepsie, New York 
James W. Watts, M.D., F.A.C.S., F.I.C.S., 
Washington, D.C. 


IS 
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PROBLEMS IN PROCTOLOGY 


Moderator: 

James Patrick Fleming, M.D., F.I.C.S., 
Rochester, New York 

Participants: 

Sylvan D. Manheim, M.D., F.I.C.S., 
New York City 


Jack White McElwain, M.D., F.A.C.S., 
F.I.C.S., Amitvville, New York 
Lester S. Knapp, M.D., F.A.C.S., F.I.C.S., 
Buffalo, New York 
J. Edwin Alford, M.D., F.A.C.S., 

Buffalo, New York 
Con Armore V. Burt, M.D., F.A.C.S., 
F.I.C.S., New York City 


Saturday, May 30, 1959 

MORNING 


Presiding: 

Peter J. Timpone, Sr., M.D., F.I.C.S., 
Staten Island, New York 


Secretary: 

Gaspar M. Adamo, M.D., F.A.C.S., F.I.C.S., 
Long Island City, New York 


RECONSTRUCTIVE SURGERY 


Moderator: 

D. McCullagh Mayer, D.D.S., M.D., 
F.A.C.S., F.I.C.S., New York City 
Participants: 

Jerome Gelb, M.D., F.A.C.S., F.I.C.S., 
West Orange, New Jersey 


Michael L. Lewin, M.D., F.A.C.S., F.I.C.S., 
New York City 

Stephen D. LoVerme, M.D., F.A.C.S., 

East Orange, New Jersey 
Ross T. Mclntire, M.D., F.A.C.S., (Hon.), 
F.I.C.S., (Hon.), Chicago 


THERAPY FOR INTRACTABLE PAIN 


Moderator: 

Juan Negrin, Jr., M.D., F.I.C.S., 

New York City 

Pa rticipants: 

Dante V. Bizzari, M.D., F.A.C.An., F.I.C.S., 
New York City 


Francis S. Latteri, M.D., F.A.C.An., 

New York City 

Gerald H. Klingon, M.D., F.A.C.P., 

New York City 

Raymond W. Houde, M.D., New York City 


CARDIOPULMONARY EMERGENCIES OF INTEREST TO THE 


GENERAL 

Moderator: 

Samuel Alcott Thompson. M.D., F.A.C.C., 
F.C.C.P., F.A.C.S., F.I.C.S., 

New York City 

Pa rticipants: 

Irving S. Shiner, M.D., F.C.C.P., F.A.C.S.. 
F.I.C.S., New York City 


SURGEON 

Adrian Lambert, M.D.. F.A.C.C., F.A.C.S., 
F.I.C.S., New York City 

Frank A. Gagan, M.D., F.C.C.P., F.I.C.S., 
Poughkeepsie, New York 

Victor C. DeLuccia, M.D.. F.C.C.P.. 
F.A.C.S., F.I.C.S., New York City 


AFTERNOON 

BIO ATOMIC MEDICINE AND CIVIL DEFENSE 

Edwin J. Grace. M.I).. F.A.Civ. F.I.C.S.. 
Brooklyn. New York 
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COMMITTEE CHAIRMEN 


Horace E. Ayers, M.D., F.A.C.S., F.I.C.S. 
(Hon.), New York City 
General Chairman 

Milton S. Weinberg, M.D., F.A.C.O.G., 
F.I.C.S., Jackson Heights, New York 
Chairman, General Arrangements 
Committee 

Franklyn B. Theis, M.D., F.A.C.S., F.I.C.S., 
Nyack, New York 

Chairman, Advisory Committee 

Henry Patrick Leis, Jr., M.D., F.A.C.S., 
F.I.C.S., New York City 
Chairman, Scientific Program 
Committee 

Magin Sagarra, M.D., F.A.C.O.G., F.A.C.S., 
F.I.C.S., New York City 
Chairman, Motion Picture Committee 

Ernest G. Abraham, M.D., F.A.C.O.G., 
F.I.C.S., New York City 
Chairman, Scientific Coordinating 
Committee 

John G. Mussio, M.D., F.A.C.O.G., F.I.C.S., 
Brooklyn, New York 
Chairman, Procedure Committee 

Gilbert M. Palen, M.D., F.I.C.S., 
Margaretville, New York 
Co-Chairman, Procedure Committee 



Mrs. Magin Sagarra 
Chairman 

Women’s Reception Committee 


Sam Clayton, M.D., F.I.C.S., Kew Gardens, 
New York 

Chairman, Publicity Committee 
Martin L. Stone, M.D., F.A.C.O.G., F.A.C.S., 
F.I.C.S., New York City 
Chairman, Registration Committee 
Charles H. Thom, M.D., F.A.C.O.G., F.A.C.S., 
F.I.C.S., Staten Island, New York 
Chairman, Hospitality and reception 
Committee 


ACCOMMODA TIONS 


3 Day Rate 

AMERICAN PLAN Thurs.-Sun. 

Executive Room, Two Baths— 

New Bldg.$91.00 □ 

Super De Luxe Room—New Bldg. 85.00 □ 

De Luxe Room—Main House. 79.00 □ 


RESERVATION BLANK 
TO CONFIRM RESERVATIONS. PLEASE 
SEND CHECKS AND RESERVATIONS TO: 
Concord Hotel, Kiamesha Lake, New York. 
ATT’N: International College of Surgeons. 
Please Make Deposit Checks Payable to: CON¬ 
CORD HOTEL. 

NAME . 

ADDRESS . 

Number in Party.Ladies.Gentlemen. 

20 


Private Bath Room—Adj. Bldg. 67.00 □ 

Semi-Private Bath—Adj. Bldg. 61.00 □ 


A Registration fee of §5.00 per doctor will be 
added to your bill. 

GRATUITIES: THE ABOVE RATES INCLUDE 
GRATUITIES FOR DINING ROOM AND 
CHAMBERMAID. 

The above rates are per person, based on two 
persons in each room, from after lunch on Thurs¬ 
day to after lunch on Sunday. The Concord is an 
American Plan Hotel and the rate includes three 
full meals daily. 

Please check accommodations desired. 
CHILDREN’S RATE: §47.00 in same room as 
parents and includes gratuities and registration 
fees. 

SINGLE OCCUPANCY: §5.00 daily additional. 

A DEPOSIT OF §10.00 PER PERSON IS RE¬ 
QUIRED. 
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Florida State Chapter Elects Officers 

SOUTHEASTERN REGIONAL MEETING 
United States Section, International College of Surgeons 



Dr. Harold O. Hallstrand (left) congratulating 
Dr. Claude F. Mentzer of Miami upon his election 
as president of the Florida State Chapter of the 
College 

At its meeting in Miami Beach on Janu¬ 
ary 4, 1959, the Florida State Chapter 
elected the following officers for the cur¬ 
rent year: 

President 

Dr. Claude G. Mentzer, F.I.C.S., D.A.B., 
Miami 

Vice-President 

Dr. Alfred G. Levin, F.I.C.S., D.A.B., Miami 
Secretary-Treasurer 
Dr. Herbert W. Virgin, Jr., F.I.C.S., Miami 
Members of the Board 
Dr. Frank L. Melenev, F.A.C.S., F.I.C.S., 
D.A.B., Miami 

Dr. Carl McLemore, F.A.C.S., F.I.C.S., 
D.A.B., Orlando 

Dr. II. Quillian Jones, F.A.C.S., F.I.C.S., 
Fort Meyers 

I)r. James A. McLeod, F.I.C.S.. D.A.B., Or¬ 
lando 

Dr. A. H. Liscnby, F.I.C.S., Panama City 


Dr. Harold 0. Hallstrand, F.A.C.S., 
F.I.C.S., D.A.B., of Miami, the general 
chairman of the Southeastern Regional 
Assembly held in Miami Beach January 
4-7,1959, is being generally and enthusias¬ 
tically congratulated upon the success of 
the Assembly and upon the effectiveness of 
his efforts in organizing and coordinating 
the complex machinery which resulted in 
a memorable surgical meeting. 



Dr. Homer F. Marsh, dean. University of Miami 
School of Medicine, welcoming guests to Assembly 
banquet 

Dr. Homer F. Marsh, dean of the Uni¬ 
versity of Miami School of Medicine, de¬ 
livered the welcoming address at the ban¬ 
quet, which was held on Tuesday evening, 
January 6, at the Bal Masque Room of the 
Americana Hotel and climaxed the social 
activities of the Assembly. 


srenov it. Arr.iu nr.5 
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Indiana Regents State Meeting 

INDIANAPOLIS, INDIANA 
May 6, 1959 



Dr. John D. Van Nuys, Dean 
Indiana University Medical Center 

The Indiana Division of the United 
States Section of the International College 
of Surgeons will hold its Annual Regent’s 
Meeting at the Indiana University Medical 
Center in Indianapolis on Ma3 r 6, 1959. 

The scientific session will begin at 8:55 
a.m. and continue to 4:30 p.m., with lunch¬ 
eon at the Student Union. 

PROGRAM 
Address of Welcome 

John D. Van Nuys, M.D., Dean, Indiana 
University Medical Center 
Anesthetic Risk Evaluation of Surgical 
Patient 

Cyril Taylor, M.D., Instructor in Anes¬ 
thesia, Indiana University Medical 
Center 

Perforation of G. I. Tract in Infants 
Roscoe E. Miller, M.D., Associate Pro¬ 
fessor of Radiology, Indiana University 

Thyroid Malignancy 

Goethe Link, M.D., F.I.C.S., Indianapolis 
Indications for Surgical Treatment of Pep¬ 
tic Ulcer and Advisable Surgical Proce¬ 
dures 


Claude J. Hunt, M.D., F.A.C.S., F.I.C.S., 
Kansas City, Missouri 

Surgical Treatment and Diagnosis of 
Breast Tumors 

Stanley Battersby, M.D., Professor of 
Surgery, Indiana University 
Types of Colostomies and Indications 
Peter Rosi, M.D., F.A.C.S., F.I.C.S., As¬ 
sociate Professor of Surgery, North¬ 
western University Medical School, and 
Professor of Surgery, Cook County 
Graduate School, Chicago 

Surgical Evaluation of Epigastric Pain 
J. K. Berman, M.D., F.A.C.S., Associate 
Professor of Surgery, Indiana Univer¬ 
sity 

Indications for Open Reduction of Frac¬ 
tures 

George Garceau, M.D., F.A.C.S., F.I.C.S., 
Professor of Orthopedics, Chairman of 
Orthopedic Department, Indiana Uni¬ 
versity Medical Center 



Dr. Paul E. Haley 
Regent 

Paul E. Haley, M.D., F.I.C.S., of South 
Bend, is Regent of Indiana for the United 
States Section of the International College 
of Surgeons. 
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Walter P. Moenning 
M.D., F.I.C.S. 
Indianapolis 


Program 

Committee 





Emmett B. Lamb 
M.D., F.A.C.S., F.I.C.S. 
Indianapolis 



Simon Roister 
M.D., F.I.C.S. 
Indianapolis 
Secret ar\ 



John W. Emhardt 
M.D., F.A.C.S., F.I.C.S. 
Indianapolis 
Chairman 

Arrangements and Program 
Committees 


Robert I). Frj 
M.D., F.I.C.S. 
Indianapolis 
Treasurer 



SOCIAL PROGRAM 


There will be a banquet in the Traver¬ 
tine Room of the Sheraton-Lincoln Hotel, 
hiphliphted by an address on Sputniks, 
S)>nci anti You to be riven by Robert .1. 
Kryter. consultinr enpineer. 


The banquet will be preceded by a social 
hour. 

The repent and the committee extend a 
cordial invitation to all surpeons, medical 
practitioners, their ladies and pne-t*. 


»cTlna U writ, ls-s 



Journey Into Freedom 

EXCERPTS FROM A TWENTIETH CENTURY BIOGRAPHY 

PART I 

JOSEPH ANTHONY MALEJKA, M.D. 

NEW YORK CITY, NEW YORK 



It was the year 1946 and my desire to 
leave Poland was increasing from month 
to month. 

I was twenty-one years old. In a certain 
sense I was many years older, for, having 
been shipped to Germany at sixteen to 
undertake slave labor on a German farm, 
having escaped and then served over three 
years as a courier with the Polish under¬ 
ground, I had learned many facets of the 
art of self preservation. I had also seen my 
parents’ farm confiscated by the Germans, 
my father deprived of his livelihood as a 
teacher, and my young friends disappear, 
some never to be heal'd from again, others 
to rot in German concentration camps or 
to return home broken both in spirit and 
in body. 


Thus the experiences of war had ma¬ 
tured me beyond my twenty-one years. 
However, in another sense I was typical 
of any youth of twenty-one. I was filled 
with dreams for the future and with long¬ 
ing for higher education and for an op¬ 
portunity to prepare for the profession I 
had chosen, that of medicine. And, above 
all, for many years I had hoped and 
praj’ed and planned to achieve individu¬ 
ality and happiness in a world with loyalty 
to both country and God. 

My father had been opposed to my de¬ 
parture. What would I do in Germany, 
providing I were successful in passing the 
iron curtain? Where would I go, a young¬ 
ster, a stranger in the country, completely 
without friends to guide me? My deter¬ 
mination to work, earn money and study 
he felt to be immature romanticism. I 
argued that I could get help from 
UNRRA, which had founded a University 
in Munich. After several weeks of per¬ 
suasion, however, my father at last with¬ 
drew his objection, and by June I had 
therefore both my father’s and mother’s 
blessing. 

Then began a week of preparation. This 
consisted of packing cigarettes and vari¬ 
ous food conserves which we had received 
once a month from UNRRA in the year 
after the war. I wished to carry as little 
as possible and yet have sufficient food to 
last me two weeks. In addition, I had some 
German money which I knew was still 
recognized as valid in occupied Germany. 
Also I had the sum of fifteen American 
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dollars which has been sent after the 
war by friends in England to my rela¬ 
tives. This money I had sewn into a seam 
in my trousers and I knew I would resort 
to it only in the direst emergency. A tai¬ 
lor made me a new sports suit with wide 
pockets and this enabled me to take about 
twenty packages of Camel cigarettes with 
me. My final preparations included the 
packing of two changes of shirts, under¬ 
wear and socks and a generous supply of 
soap. 

I was fortunate in having authentic in¬ 
formation concerning means of crossing. 
There were three main routes. One was 
along the Baltic coast; the second along 
the mountain range in the south of Poland, 
and the third through Czechoslovakia to 
the American zone. These were used by 
the thousands of Poles w r ho traveled to 
join their families or were political refu¬ 
gees. These routes were by no means 
known to the public. Yet information was 
available to any interested person. My 
future experience was to prove that it was 
far from easy to cross the border at any 
of these points. Yet, with persistence and 
the prayers of those behind, especially my 
mother’s, I did succeed. 

During the period of preparation and 
the initial stages of my escape I was for¬ 
tunate in having a close friend. I shall call 
him Henry. The same age as I, he had been 
forced into uniform by the Germans, sent 
to the front and then, when wounded, 
transferred to the occupation forces in 
France. After YE day, he was captured, 
sent to a PW camp for a few weeks and 
finally allowed to return home to Silesia. 
1 urged him to accompany me across the 
border. But he was tired and unwilling to 
leave home after his long absence. Where¬ 
as 1 had been fortunate in being able to 
finish my secondary education, he had not, 
and now he felt the wiser course for him 
to follow was that of completing his edu¬ 
cation and entering the University as a 


student of commerce. However, though 
reluctant to accompany me across the bor¬ 
der, he "was most desirous of assisting me 
in every way he could to get me to the 
actual point where I w T ould cross. In this 
way he would be able to bring back news, 
of my success or failure to my parents. 
Also, two of us traveling together would 
present a normal picture of two student 
tourists traveling in Western Poland. 

Thus, on the morning of Saturday, July 
6, 1946, with my initial preparations com¬ 
pleted, I said goodby to my parents, my 
home, the traditions, friends, way of life 
and even the language "which had nour¬ 
ished my twenty-one years. At the mo¬ 
ment of saying farewell to my parents and 


Dr. Joseph Anthony Malejka, now 
a third-year surgical resident at 
Beekman-Dov/ntown Hospital in New 
York City, was the recipient of the 
1956-1957 international scholarship 
offered by the Woman's Auxiliary to 
the United States Section of the In¬ 
ternational College of Surgeons. He 
spent that year as a fellow and as¬ 
sistant resident in surgery at the Al¬ 
bert Einstein College of Medicine 
and the following year as resident 
in general surgery at Beth Israel 
Hospital in New York City. In Sep¬ 
tember 1957, Dr. Malejka read one 
of three resident award essays pre¬ 
sented at the Twenty-Second Annual 
Congress of the North American Fed¬ 
eration of the International College 
of Surgeons. His paper. The Meta¬ 
bolic Response to Surgery, was ac¬ 
cepted for publication by the journal 
of the International College of Sur¬ 
geons November 5, 1957, and pub¬ 
lished in September 1958. 


fi'.rrms n. ,\rnn.. 
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Woman^s Auxiliary 

THE PRESIDENT’S MESSAGE 
Anticipating Pleasant Experiences 



Mrs. Earl Ingram Carr 

Tenaciously, your president’s message 
has held to the theme of membership in 
the Woman’s Auxiliary. The incontro¬ 
vertible reasons for belonging, the ad¬ 
vantages, the usefulness and purpose of 
the organization all have been set forth 
repeatedly. 

There is more, however, to this inter¬ 
national organization than its major proj¬ 
ect, the furthering of foreign exchange 
scholarships. There is Glamour spelled 
with a capital “G” and a “u.” 

The international meetings are held in 
the most fascinating cities in the world. 
And you, as a member of the Auxiliary, 
can attend with full status the Congress 
of the International College of Surgeons 
in Rome a year from this May. It is our 
hope that our Auxiliary will have a large 
representation at this distinguished con¬ 
clave. 


The setting for this meeting conjures 
many happy recollections for those who 
have been in Rome and offers a delightful 
vista of new experiences for those who will 
be visiting this historic city for the first 
time. 

Rome’s resurgence since the dark days 
of World War II has been amazing. Its 
economy, reflecting, as it does, the whole 
of Italy, has been bounding along at a 
sports-car pace. The romantic and his¬ 
toric aura attached to Rome rivals that of 
Paris. International travelers, returning 
to their homes, are filled with wonderment 
at a city that emerges fresh and sparkling, 
no matter what the adversity. 

Its society glitters with high fashion 
and sophisticates who are alive to the 
stringencies of the nuclear age. Its re¬ 
silient economy seems destined to spiral to 
new heights, and it is very probable that 
it will be experiencing the full impact 
of prosperity by the time we arrive a year 
from May. 

Aside from the many elegant social 
events that will encompass the meeting, 
you must plan now to allot ample time for 
leisurely sightseeing. There is nothing 
quite like a sunset in Rome when the 
domes of this ancient city are bathed in 
rose-colored hues. 

The food in Rome is satisfying to the 
palate of a gourmet. American opinion 
of Italian food is mistakenly centered on 
such things as minestrone, spaghetti, ri¬ 
sotto and ravioli. And I must not forget 
pizza. True Italian cuisine is superb. It 
has a way of upsetting the most stubborn 
caloric intentions. In fact, to the diet¬ 
conscious, it presents a seemingly endless 
array of pitfalls. You might declare a 
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Memento of Florida GLAMOUR: Mrs. William G. Thuss of Birmingham, Alabama, Mrs. Edward L. 
Compere of Chicago and Mrs. Arnold S. Jackson of Madison, Wisconsin, presenting winner's trophy 
to jockey at the special race honoring the International College of Surgeons at Tropical Racetrack- 

Park, Miami, on January 5, 1959 


moratorium on calorie-counting if you are 
planning the Rome trip. A gastronomical 
delight that will serve as a conversational 
piece for years to come is Chicken Nero, 
flamed in cognac and laurel, with Salad 
Mcssallina. 

I, for one, am looking forward to a drive 
down the Via Appia, to a stop at the 
Catacombs of Saint Calixtus, and to dinner 
at the restaurant of Saint Calixtus. 

Much has been written about the change 
in the Vatican since the enthronement of 
Pope John XXIII. It is quite possible that 


we will all get a glimpse of the new Pontiff 
during our visit. It has been noted that 
since his election the Holy Father has 
mingled more with the people of Rome 
than is the custom of the Popes. This 
charming informality and gregariousness 
has no doubt communicated itself to the 
already generously hospitable Italian 
people. 

You can see that the trip to Rome is 
the equivalent to an unforgettable ex¬ 
perience. 

Ruth Smith Carr 


I am interested in furthering the program of the Auxiliary to the International College or 
Surgeons. Enclosed is my check (£10.00 per member) covering mcmbcrship(s) for the following: 

NAME: 


ADDRESS: 


Make cheek payable to The Woman’s Auxiliary. United States 
Surgeon*. 151G Lake Shore Drive. Chicago 10, Illinois. 


Section. 


International College of 
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Section News 

AUSTRIA 

Seventieth Birthday of President Schoenbauer Widely Celebrated 



Prof. Dr. Leopold Schonbauer, F.I.C.S. 
President, Austrian Section 


On November 13, 1958, one of the best¬ 
loved surgeons of Austria, Prof. Dr. Leo¬ 
pold Schonbauer reached his seventieth 
birthday. The universally renowned pro¬ 
fessor and president of the Austrian Sec¬ 
tion of the International College of Sur¬ 
geons was honored by his many disciples, 
students and friends, and was congratu¬ 
lated by the Austrian government and the 
municipality of Vienna. 

Prof. Schonbauer was born in a small 
town in lower Austria, one of a long line 
of medical men, his great-grandfather, 
grandfather and father having been phy¬ 
sicians. After college and university 
studies, he received the Doctor’s degree in 
1914 at Prague (C.S.R.) sub auspiciis im- 
peratoris, the highest distinction a univer¬ 
sity student could acquire at that time. 

During World War I he served at the 
front with a group of surgeons from the 
Eiselsberg Clinic in Vienna. Prof. Eisels- 
berg noticed Schonbauer’s aptitude for 


scientific work and his exceptional surgical 
skill, and, at the end of the war, was 
pleased to have him join his clinic. In 1924 
Schonbauer received the venia legendi, and 
in 1930 took over the surgical section of 
the Vienna Community Hospital at Lainz. 
Three years later he became a university 
lecturer, and on April 1, 1939, he was 
appointed Chief of the First Surgical 
University Clinic in Vienna, succeeding 
Eiselsberg and Ranzi. 

Prof. Schonbauer immediately applied 
all his great energy and imposing creative 
power to his clinical work. Attracted by 
his strong personality and talent for or¬ 
ganization, many young surgeons came 
to his clinic for training and to benefit 
from his far-reaching surgical experience. 
With sure judgment Prof. Schonbauer se¬ 
lected the most promising of these young 
men, and together with them and older 
surgeons who had been at the clinic, built 
up an important surgical school. 

World War II broke out a year after he 
had taken over the clinic. Now Schon¬ 
bauer’s work became even more extensive. 
The clinic was enlarged, and a section for 
cerebral injuries was added. At that time 
more than a thousand wounded or other¬ 
wise sick people were entrusted to his 
skill. When, in 1945, Vienna was heavily 
menaced, Prof. Schonbauer guarded the 
large hospital and clinic with personal 
courage and foresight. He saved the sick 
and wounded from hunger and imprison¬ 
ment. Later, Schonbauer became director 
of the general hospital in Vienna, and was 
elected Rector Magnificus of the Univer¬ 
sity of Vienna for the year 1953-54. 

Schonbauer’s special field is neurologic 
surgery, to which Cushing had introduced 
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him in America in 1924. But he has made 
himself an excellent master of all other 
branches of surgery, which he practices. 
Therefore, it is understandable that his 
scientific papers, which number nearly 
three hundred, report upon the entire 
sphere of surgery. 

Prof. Schonbauer is particularly inter¬ 
ested in the history of medicine and sur¬ 
gery. After World War II he was there¬ 
fore appointed Director of the Institute 
for Medical History at the University of 
Vienna. His book The Medical Vienna 
testifies to his competence in this field. 

But Prof. Schonbauer is not only a sur¬ 
geon renowned far beyond the Austrian 


frontier and a successful clinical teacher. 
His best and most striking characteristics 
are his humanity, his kindness, and, most 
of all, his great readiness to help all man¬ 
kind. We, his disciples, have always ad¬ 
mired his efforts to help not only the sick 
people entrusted to his care, but others, 
often quite unknown, who were in trouble 
and distress. Especially during the war 
and after, he was esteemed in Vienna for 
his charitable work. His sympathetic heart 
prompts him always to assist others by 
word and deed, not only as a physician, but 
as a human being. 

P. Kyrle 

VIENNA 
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of the 
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Significant articles of great immediate and permanent importance fill each 
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ogy, the Philippine College of Physicians 
and the Quezon City Medical Society, held 
a scientific meeting in the auditorium of 
the Faculty of Medicine and Surgery of 
the University of Sto. Tomas, on Monday, 
November 3, 1958, upon the occasion of 
the visit of the Around-the-World Tour of 
sui'geons sponsored by the United States 
Section of the International College of 
Surgeons. 

The Rev. Fr. Jesus Diaz, O.P., Regent of 
the Faculty of Medicine and Surgery of 
the University of Sto. Tomas, delivered 
the invocation. Dr. Virgilio Ramos, dean 
of the Faculty of Medicine and Surgery 
at the University, made the welcoming 
address, followed by the opening remarks 
of Dr. Jose Fores, president of the Philip¬ 
pine Section of the International College 
of Surgeons. 

After the scientific program, which was 
presented by the American surgeons, the 
closing remarks were made by Dr. Fran¬ 
cisco Guzman, president of the Philippine 
College of Surgeons. 


PERU 

The first meeting of the Peruvian Sec¬ 
tion for the current year has been sched¬ 
uled for Monday, April 13, in Lima. 

The meeting will open with an address 
by the president of the Section, Dr. Fran¬ 
cisco Grana, F.A.C.S., F.I.C.S. (Hon.), who 
will discuss the activities of the Interna¬ 
tional College of Surgeons in the world 
today. 

The scientific program will be as fol¬ 
lows: 

Partial Gastrectomy 
Dr. A. Diaz Ufano 
Torsion of the Testicles 
Dr. Alejandro Higginson 
Plantar and Palmar Keratosis 
Dr. H. Landazuri 


On Wednesday, January 21, 1959, the 
Philippine Section again held a large meet¬ 
ing in the Sto. Tomas Medical Auditorium, 
at which the guest speaker was Prof. S. 
Obrador Alcalde, professor and head of the 
department of neurosurgery of the Uni- 
versidad Central de Madrid, and the Insti¬ 
tute de Investigaciones Medicos, also in 
Madrid, who spoke on brain tumors. 

On March 3, 1959, at the Club Filipino, 
the Section held its annual meeting. Dis¬ 
cussion centered on a proposed amendment 
to the constitution so as to conform with 
the constitutional provisions of other Sec¬ 
tions of the College. A committee was 
appointed, headed by Dr. Basilio J. Valdes 
and including Drs. Miguel Canizares, For- 
tunato Guerrero, Francisco Guzman and 
Angel I. Reyes, to study the matter. 

On March 14, the Section was host, at 
the Philippine General Hospital Science 
Hall, to Dr. E. E. Claxlon, assistant sec- 
i*etary of the British Medical Society, who 
addressed the meeting on socialized medi¬ 
cine. 


THAILAND 

The Thailand Section of the Interna¬ 
tional College of Surgeons will hold its 
mid-year meeting at the Chulalongkorn 
Pathological Auditorium in Bangkok on 
May 21, 1959. 

The section is scheduling its annual 
meeting for November 2, 1959, in Bang¬ 
kok, to coincide with the presence there of 
the International College of Surgeons 
Around-the-World Postgraduate Clinic 
Tour. 

Major Gen. Sanguan Rojanavongse, 
M.D., D.Sc., F.R.F.P.S.G., F.I.C.S., is the 
pi'esident of the Thailand Section, and Dr. 
Sem Pring-puang-geo, F.I.C.S., is the sec- 

retar y. 
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Medical News Front 


DR. STANHOPE BAYNE-JONES HONORED 


The board of directors of the Passano 
Foundation announces that Dr. Stanhope 
Bayne-Jones has been selected as the re¬ 
cipient of the five thousand dollar Passano 
Award for 1959. 

This year’s award is being presented to 
Dr. Bayne-Jones in recognition of a long 
and extraordinary service to science and 
medicine as educator and administrator in 
tasks of the highest importance, in all of 
which he has served with distinction and 
faithfulness. His most recent post was 
that of Chairman of the Secretary’s Con¬ 
sultants on Medical Research and Educa¬ 
tion, Department of Health, Education and 
Welfare. The extensive and very sig¬ 


nificant report made to the Secretary of 
the Department has become known as the 
Bayne-Jones Report. 

The award will be formally presented 
to Dr. Bayne-Jones during the convention 
of the American Medical Association in 
Atlantic City, when a reception and dinner 
will be held in his honor. 

The Passano Foundation was formed in 
1943, having as its sole purpose the en¬ 
couragement of medical science and re¬ 
search, particularly that having a clinical 
application. It is sustained by annual 
contributions from The Williams & Wil¬ 
kins Company, publishers of medical and 
scientific books. 


DR. CASIMIR FUNK CELEBRATES BIRTHDAY 



Or. Cnvitnir Punk 


Dr. Casimir Funk, world-famous pioneer 
in vitamin research, marked his seventy- 
fifth birthday on February 23. 

For the last two decades he has made 
New York his home, where he is still 
vigorously pursuing research on cancer 
and other medical problems. He is presi¬ 
dent of the Funk Foundation for Medical 
Research, a non-profit organization de¬ 
voted to cancer and related research, sup¬ 
ported in part by the U.S. Vitamin & 
Pharmaceutical Corporation. 

Dr. Funk was born in 1881 in Warsaw, 
Poland, son of a prominent dermatologist. 
Educated in Switzerland, he received his 
Ph.l). in organic chemistry. 


MVTION II. M'KII.. 



It was at the Lister Institute in London, 
in 1911, that Dr. Funk made his discovery 
which earned for him the accolade “father 
of vitamin therapy” and the acclaim of the 
world. He isolated fi’om rice polishings a 
substance that cured beriberi, a ravaging 
oriental disease. Knowing this substance 
essential to life, he gave it the name “vita- 
mine,” later changed to vitamin. Shortly 
thereafter, he isolated crystalline nicotinic 
acid and other vitamin B components from 
extracts of yeast and rice polishings, and 
worked out the manner in which thiamine 
(vitamin B x ) is utilized by the body. 

In the following years, Dr. Funk’s re¬ 
search activities were expanded to include 
enzymes, amino acids, epinephrine, insu¬ 
lin, sex hormones, anterior pituitary hor¬ 
mones and other glandular extracts. He 
advanced the theory that minerals and 
vitamins are nutritionally interrelated and 
that, like vitamin deficiencies, mineral de¬ 
ficiencies are widespread and are usually 
multiple, rarely single. These concepts, 
once considered revolutionary, have now 
been confirmed, substantiated and adopted 
as universal knowledge. 

TRAVEL GRANTS OFFERED BY THE 
AMERICAN GOITER ASSOCIATION 

The Fourth International Goiter Con¬ 
ference will be held July 5-9, 1960, in Lon¬ 
don, England, under the auspices of the 
London Thyroid Club and the American 
Goiter Association. The American Goiter 
Association plans to make available to 
worthy candidates a limited number of 
travel grants for participants in this 
meeting. 

Application blanks are available from 
John C. McClintock, M.D., 149!/2 Wash¬ 
ington Avenue, Albany 10, New York, 
U.S.A. 

Applications will be received until Jan¬ 
uary 1, 1960. . 


INTERNATIONAL 
COLLEGE OF SURGEONS 

Office of 
Wm. J. Bums 

Director of Advertising and Exhibits 
Box 539, Lansing 3, Michigan 

Wm. J. Burns 

Director of Advertising for the Interna¬ 
tional College of Surgeons, announces the 
appointment of three regional representa¬ 
tives for The Journal of the International 
College of Surgeons to aid in servicing ad¬ 
vertisers and their agencies. 

Eastern Representative 

Jerry Meyer 
110 E. 42nd Street 
New York 17, New York 
OXford 7-2375 

Middle States Representative 

Samuel N. Turiel 
750 N. Michigan Avenue 
Chicago 11, Illinois 
DEIaware 7-3511 

Pacific Coast Representative 

Frank M. Cohen 

9116 Gibson Street 
Los Angeles 34, California 
TExas 0-7898 
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■ In Memoriam ■ 

LEON GERIN-LAJ OIE 
M.D., D.Sc., Laval (Hon.) F.R.C.S.(C), 
F.A.C.S., F.I.C.S. (Hon.) 
1895-1959 



Dr. Leon Gerin-Lajoie 

D.Sc., F.H.C.S.CC.), F.A.C.S., F.I.C.S. (Hon.) 

Dr. Leon Gerin-Lajoie, D.Sc., Laval 
(Hon.) F.R.C.S.(C), F.A.C.S., F.I.C.S. 
(Hon.), our beloved chief of the Depart¬ 
ment of Gynaecology at Notre-Dame Hos¬ 
pital, Montreal, Canada, died at the hospi¬ 
tal on Sunday, February 15, 1959. 

Having been one of his assistants in the 
Department since 1940 and having had 
the privilege of his teaching and his guid¬ 
ance during all those years, it is with 
great pride mingled with deep sorrow that 
I am recounting his curriculum vitae. 

Dr. Gerin-Lajoie was professor of gyn¬ 
aecology at the University of Montreal. 
Faculty of Medicine; chief of the Depart¬ 
ment of Gynaecology of Notre-Dame Hos¬ 
pital, president of the executive committee 
of the medical board of Notre-Dame Hos¬ 
pital since 1954; president of the Inter¬ 


national Fedei'ation of Gynaecology' and 
Obstetrics; president-elect of the World 
Medical Association; member of the Med¬ 
ical Council of Canada, and member of 
the Medical Advisory Committee of the 
Cancer Research Society'. 

Dr. Gerin-Lajoie was born on March 14, 
1895, a member of a family long distin¬ 
guished in the history of Canada. 

Educated at Mont St. Louis College and 
at the University of Montreal, he was 
graduated from the Faculty' of Medicine 
in 1918. He had received his infantry com¬ 
mission in the C.O.T.C. in 1916, and upon 
graduation was transferred to the Royal 
Canadian Army Medical Corps, in which 
he served until November 1919 as major. 
He then went to Paris to complete his 
medical education and to specialize in gyn¬ 
aecology. 

Upon his return to Montreal, he con¬ 
tinued his interest in that specialty and 
became one of its leading practitioners. 
He was founder and the first president of 
the Society of Obstetricians and Gynaecolo¬ 
gists of Canada. He was a past vice-presi¬ 
dent of the Royal College of Surgeons of 
Canada, and was president of the Second 
M orld Congress of the International Fed¬ 
eration of Gynaecology and Obstetrics, 
held in Montreal during June of 1958. 

Dr. Gerin-Lajoie was a member and an 
honorary member of many scientific socie¬ 
ties in Canada and abroad. He contributed 
about two hundred and fifty papers to the 
literature of his specialty, some of which 
he read at medical and surgical con¬ 
gresses. and all of which were published 
in the leading journals of the profession. 

He was recipient of the following med- 
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als; for General Services, 1914-1918; Vic¬ 
tory, 1918; His Majesty King- George V 
on the occasion of his Jubilee, 1935; His 
Majesty King; George VI on the occasion 
of his Coronation, 1937, and the Honorary 
Membership Medal of the Canadian Red 
Cross Society, 1946. 


I beg to extend to Mme. Gerin-Lajoie 
and the family the heartfelt and respectful 
sympathy of the officers and members of 
the Board of Governors of the Interna¬ 
tional College of Surgeons. 

Jacques Gauthier, M.D. 

MONTREAL 


i In Memonam ■ 

MAURICE JEAN JOLY 
M.D., F.I.C.S 


Dr. Maurice Jean Joly, F.I.C.S., of 
Aubenas, Ardeche, France, died recently 
at the age of fifty-seven. 

Dr. Joly was a valued member of the 
French Section of the International Col¬ 
lege of Surgeons since 1955. 

He practiced as a general surgeon at the 
Hopital d’Aubenas, contributed to French 
surgical literature, and was highly re¬ 
garded by his associates. 

He had been awarded the Croix de Guerre 


twice, and was a Chevalier of the Legion 
of Honor of France. 

Prof. Dr. Raymond Darget, secretary of 
the French Section of the International 
College of Surgeons, has conveyed to the 
family of Dr. Joly the profound condol¬ 
ences of the French Section. We now wish 
to express the sincere sympathy pf the 
officers and the members of the Board of 
Governors of the College and join our 
French colleagues in mourning the passing 
of our distinguished associate. 


WOMAN’S AUXILIARY MEMORIAL FUND 

Donor — _——- 


Honoring 
Notify — 


Send checks payable “Memorial Fund” 

Mrs. Robert Le Sage, Chairman, Shores Acre, Dixon, Illinois 
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Poly directional Tomography and Its 
Application to Surgery 

C. WANGERMEZ, M.D., F.I.C.S., M. MARTIN, M.D., M. BROUSSIX, M.D., 
J. WANGERMEZ, M.D., P. BOXJEAX, M.D., AND M. BISCH. M.D. 


BORDEAUX, 

T omographic study is becoming 

more and more widely used as a 
method of investigation. Tomo¬ 
graphic examination? of the lungs are well 
known, and there is absolutely nothing 
new to be said on this subject. It is par¬ 
ticularly in the domain of the osteoarticu- 
lar system, especially that of the skull, 
that important progress is being made 
every day. The tomographic study of 
bone has become so important that Dr. 
llerdner of Bourges, France, has devoted 
a volume of more than 400 pages to this 
subject. 

Indeed, it is already possible to obtain 
interesting results with linear movement 
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FRANCE 

tomography. In this work, however, we 
should like to draw attention to the ad¬ 
vantages of complex movements in ex¬ 
amination of the osteoarticular system. 

During the past three years we have 
had the advantage of possessing in our 
Central Electro-Radiological Service of the 
Pelligrin-Tondu Group, Bordeaux, a Sans 
and Porcher polytome (Fig. 1). This ap¬ 
paratus permits tomographic examination 
in all positions of the subject, vertical, 
horizontal and sloping. These sections 
may be staged millimeter by millimeter 
from the pressure plane (zero plane) up 
to 25 cm. above the same. The tilting of 
the examination plane and that of the 
effneement device are mechanically in¬ 
tegral and operate «jrrmltaneou«ly. Whnt- 
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Fig. 11 .—Tomograph of bladder tumor. 


the shoulders can more easily be obtained 
by transverse tilting. 

In this manner, one sees how advan¬ 
tageous it is to be able to orient the tra¬ 
jectory perpendicular to the orientation of 
the most troublesome elements. 

It is extremely interesting to consider 
the relative distances (tube-section plane- 
film) in the event that enlargements 
are necessary. These may be desirable 
in certain cases of unsatisfactory results 
or, in other cases, to facilitate definition 
of the image and better detection of the 
pathologic abnormality. 

On the polytome the distance between 
the tube and the section plane is invaria¬ 
ble. It has been fixed at 110 cm., which 
is adequate to prevent distortions, yet not 
exaggerated, so that tomographs of ex¬ 
tremely dense regions can be taken. 

With most machines, on the contrary, 
one alters the position of the section plane 
in relation to the patient, and the tube- 
film distance is constant. This method has 
the grave inconvenience of producing an 
enlargement that becomes larger as the 
section plane moves nearer to the tube; in 
consequence, certain normal or pathologic 


elements take on an abnormal dimensional 
value. 

With the polytome, on the contrary, one 
can obtain a rigorously constant enlarge¬ 
ment, for one alters the position of the 
patient in relation to an aggregate “tube- 
section plane-film,” of which the relative 
distances can be maintained constant 
throughout each examination. 

The film-section plane distance is, how¬ 
ever, adjustable by continuous movement 
of the film carrier, which can be easily 
placed either practically in contact with 
the examination plane and consequently 
at the shortest possible distance from the 
section plane, or far away from the latter. 

In the first instance, one obtains the 
smallest possible enlargement; it will be 
constant or variable, as desired, accord¬ 
ing to whether one maintains the film- 
section plane distance constant, or whether 
one varies it in proportion to, and in the 
same direction as, the depth of the sec¬ 
tion. One can, in this manner, if one so 
desires, constantly use the shortest pos¬ 
sible subject-film distance. 

In the second instance, when the film 
carrier is moved away from the section 
plane, one obtains a direct enlargement 
of the image. The distance film-section 
plane being 110 cm. the maximum enlarge¬ 
ment will be to one and a half times the 
original. 

Nevertheless, the blurred effect, due to 
the penumbra which results from the di¬ 
mensions of the tube, is accentuated ac¬ 
cording to the increase of the subject- 
film distance. It is absolutely essential, 
therefore to use a very fine focus tube 
(0.3 by 0.3 mm.) for enlargements, and 
it is advisable to choose a double-focus 
tube with a revolving anode, 0.3 by 
0.3 mm., for the enlargement, and lxl 
mm. for the standard technics. 

Before the appearance of the polytome, 
there was no body-section radiographic 
machine that offered a solution to the 
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Fig. 12.—Child with Pott’s disease. Standard views, a and b; 
polvdirectional tomographs c 3n( ] 


problem of oblique sections. When it came 
to obtaining a tomograph of an object of 
a certain length that tvas not parallel to 
the section plane, it entailed correcting 
the orientation by inclining the patient, 
the latter being very difficult to control; 
up to then, this procedure was the only 
one suitable for the exploration of the 
trachea, of the spine in cases of severe 
lordosis and, above all, of the terminal 
lumbosacral segment or the sacroiliac 
joints (anteroposterior view). 


An essential principle of section radio¬ 
graphic study demands that the section 
plane be parallel to the plane of the film: 
therefore, one needs only to incline the 
latter in relation to its oscillation axis to 
obtain a section of equal inclination. 

This technic is possible with the poly¬ 
tome. The film carrier is easily inclin¬ 
able, and a thoroughly accurate reading 
of the inclination can be taken, which is 
by no means an nnimjeirtant que-tion in 
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Fig. 13.—Nasopharyngeal polyps. Above, standard views; center and 
below, polydirectional tomograms. 


the event that the examinations must be 
repeated. 

This advantage of the polytome is es¬ 
sential. It facilitates a whole series of 
technical explorations which, until re¬ 
cently, were, if not impossible, at least 
extremely difficult to achieve. 

Furthermore, should the film carrier 
come excessively near to the examination 
plane, a security device is provided that 
prevents all accidental contact of the film 
carrier with the examination plane. This 
device consists of a photoelectric cell fixed 
to the posterior surface of the examination 
plane. 

The film carrier takes, as necessity re¬ 
quires, the movable antidiffusing screen 
and 35 by 35, 24 by 30, 18 by 24, and 13 


by 18 cassettes. The cassettes of the 
three film sizes last mentioned are adjust¬ 
able, following their two principal sym¬ 
metric axes. 

The polytome currently available is not 
fitted with an antidiffusing screen, which 
means that it is a little difficult to operate 
for the denser regions. Nevertheless the 
films are quite acceptable, provided they 
are strictly localized. 

To illustrate the preceding observations, 
tomographs of several skeletal regions 
are presented. With the standard roent¬ 
gen films these regions are difficult to ob¬ 
tain, yet by polydirectional tomographic 
means one can obtain some highly worth¬ 
while results. It is obvious that, even 
with polydirectional tomographic methods 
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employing a linear movement, one can ob¬ 
tain information superior to that given 
by ordinary roentgenograms, but the para¬ 
site trails caused by tilting are often a 
hindrance to interpretation. These trails 
completely disappear when complex move¬ 
ments are employed. 

The turkish saddle can be easily studied 
on a standard lateral film; the tomographic 
technic, however, enables one to separate 
the right and left clinoids (Fig. 3), and, 
above all, it makes it possible to study 
the turkish saddle plane by plane from an 
anteroposterior position (Fig. 4). 

We shall merely mention the temporo- 
maxillary joint, as the advantage of 
tomographic study is obvious. The absence 
of linear effacement trails facilitates inter¬ 
pretation of the films (Fig. 5). 

Generally speaking, joints may be 
favorably “tomographed” (Fig. 6). Par¬ 
ticular mention must be made, however, of 
the advantage of tomographic sections in 
study of the sacroiliac joints (Fig. 7) and 
the sternoclavicular joints (Fig. 8). 

We are not entirely satisfied with our 
films of the orbit and optical canals (Fig. 
9). It is an examination that is rather 
difficult to make on a living subject. The 
results are, however, encouraging, and 
we hope to obtain better films when the 
polytome is equipped with a mobile screen. 
For all technical details, we have widely 
used the information given by the makers. 

Finally, tomographic study of the atlas 
axis and the atloido-occipital joints, em¬ 
ploying complex movements, has been 
described in our previous publications. 
This method enables us to obtain films 
of a quality that cannot possibly be 
ncheived by any other current method 
(Fig. 10). 

Purely as a matter of interest, as the 
chief concern of this work is osteo-ar- 
ticular tomographic study, we present an 
interesting section of a vesical tumor 
(Fig. 11) that shows complete disappear¬ 


ance of the image of the probe that was 
left in position during the radiologic ex¬ 
amination. 

A series of clinical cases has demon¬ 
strated clearly the superiority of polydi- 
rectional tomography over the standard 
films. At present, certainly, it is difficult 
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Fig. 13.—Tumor of left supeiior maxilla. Aboic, standaid views; bclou, 

tomographic sections. 


to put into practice for all patients exami¬ 
nation methods which are still time-con¬ 
suming and costly. 

It is by no means an exaggeration to 
say that the technic of taking standard 
anteroposterior, lateral and oblique films 
is outmoded if one wants to uneai'th the 
diagnosis and, above all, to follow the 
development of the lesion during and 
under the influence of different treatments. 

The first patient (Fig. 13) is a child 
with Pott’s disease, immobilized for the 
past two years. This young patient was 
sent to us for control roentgenograms 
of the end of the disease. The standard 
lateral and anteroposterior films show sim¬ 
ply a slight haziness of the superior edge 
of the fifth lumbar and pinching of the 
fourth and fifth lumbar discs without 
compression, and with an evidently nor¬ 
mal structure. The tomographs of the two 
lumbar vertebrae ( c, d) bring to light 
important destructive lesions in the ver¬ 
tebral segments, appearing with extreme 
clearness in the form of enormous lacunae. 
Whereas the standard roentgenograms 


seem to justify progressive reestablish¬ 
ment of the child’s normal life, the tomo¬ 
graphs indicate that caution and con¬ 
tinued immobilization are essential. 

The second case (Fig. 14) is that of 
a young patient with symptoms of chronic 
rhinopharyngitis. The standard antero¬ 
posterior films («) show a shadow of the 
right maxillary sinus. This shadow has 
a clearly defined inner edge, and one might 
consider this to be a cyst or a polyp. The 
lateral film (6) shows nothing of particu¬ 
lar interest. 

The polytome tomogx-aphs of this young 
patient show several polyps of the right 
maxillary sinus (c, d, e), of which one 
is appendant to the superior wall of the 
maxillary sinus (/). One of them, attached 
to the inferior wall of the sinus (e), is 
inconspicuous on the sections shown. 

The third case (Fig. 15) is the result 
of an everyday accident with trauma at 
the level of the superficial bones. The 
standard anteroposterior, lateral and ob¬ 
lique films showed simply a diminution of 
the air in the left maxillary sinus and a 
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slightly abnormal appearance of the ex¬ 
terior wall of this sinus, which was im¬ 
possible to determine (a). Tomographic 
sections (b and c) show clearly that a 
fracture is present, with depression of the 
exterior wall of the left maxillary sinus. 

The next patient (Fig. 16) had been 
treated five years earlier for neoplasm of 
the left part of the vault. Apparently 
cured for several years, he came back for 
consultation because he was in pain and 
because he had had a definite recurrence. 
Until a few months before his second 
appearance, he had felt pain on the left 
only. He has, at present, pain at the level 
of the right maxillary sinus. 

The standard classic anteroposterior 
film (a.) shows slight cloudiness of the left 
maxillary sinus, with a blurred outline 
of the exterior wall of this sinus. The 
lateral film (b) shows nothing of particu¬ 
lar interest; the film taken in the Hirtz 
position brings to light a haziness of the 
pterygomaxillary region without being 
able to indicate the extent of the lesions. 
A series of tomographic sections enabled 
us to analyze, plane by plane, the growth 
of the neoplasm. In this way we noticed 
destruction of the left palatal vault, of a 
part of the orbital floor and of the ptery¬ 
goid process. We have not been able to 
present, with this article, all the tomo¬ 
graphic sections. From these sections 
we have chosen two that are sagittal 
and symmeteric in relation to the median 
plane. On the diseased side (c) one 
sees clearly the destruction of the pos¬ 
terior wall of the maxillary sinus, and 
the pterygoid process. On the healthy 
side (d), one obtains an image of the 
pterygoid process that reveals the cause 
of the pain at the level of the right maxil¬ 
lary sinus. It is a paradental cyst which 
could, moreover, not have been suspected 
from the standard anteroposterior film 
(<’)• In this particular case, only tomo¬ 
graphic examination enabled u- to study 


Fig. 1G.—Kohler’s disease with secondary frac¬ 
ture. Abnvr, standaid view; below, tomographic 
sections. 

precisely the extent of the bony lesions. 

Figure 17 was taken in a case of dis¬ 
ease of the carpal scaphoid, or Kohler’s 
disease. The patient, who chews tobacco, 
has used for the past five years an instru¬ 
ment which, it seems, subjects the small 
wrist bones and, in particular, the scaph¬ 
oid, to repeated microtrauma. This instru¬ 
ment clearly appears to be the cause of the 
disease, for we have come across practi¬ 
cally identical lesions in the course of a 
purely scientific examination of a friend 
of our casualty. We say our casualty, 
because the patient was sent to us, in ef¬ 
fect, because of a trauma that gave rise 
to a sharp and persistent pain in the 
region of the wrist. The standard antero¬ 
posterior and lateral films of the wri-t 
show a malacic appearance, but it is dif¬ 
ficult to say whether or not there i'- a 
fracture. One ha- the impre—ion. how¬ 
ever. on the anterojio-terior view (a) that 
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Fig. 17 .—Eosinophilic gianuloma. Standard view, a; tomo¬ 
graphic sections, b, c and d. 


there is a connecting fluid. The tomo¬ 
graphic sections (6 and c) clearly bring 
to light the scaphoid lacunae and the sec¬ 
ondary fracture (c). 

In the last but one case illustrated 
(Fig. 18) the patient underwent an opera¬ 
tion for a tumor of the spinous process 
of the axis. Histologic examination has 
shown that it seemed to be an eosinophilic 
granuloma. In any case, the patient has 
remained entirely cured since the opera¬ 
tion, and the local condition is perfect. 
This patient came back, however, for 
consultation because she had a recurrence 
of pain in the cervical column, particularly 
in the cervicodorsal region. A series of 
examinations revealed two new diseased 
localizations, one at the level of the 
seventh cervical vertebra, and the other 
at the level of the fifth. The standard 
lateral view showed absolutely nothing 
abnormal. This is understandable on ex¬ 


amination of the tomographs, which bring 
to light the fact that the lesions are uni¬ 
lateral. On the anteroposterior roentgeno¬ 
gram (a) one suspects a localization on 
the seventh cervical vertebra, but the 
localization on the fifth cervical passes 
completely unnoticed. The tomographic 
sections show not only the damage to the 
fifth cervical vertebra ( b) but the extent 
of the damage to the seventh (b, c, and 
d), of which the left part seems to be 
entirely destroyed. 

The final case is that of a person 
stricken with osteomyelitis of the upper 
end of the tibia. The standard views 
(a and b) show the lesion, but only the 
tomographs (c and d) enable one to make 
a complete analysis. It follows from the 
cases illustrated, as we have already said, 
that the standard views are outmoded. 
These standard views, which are increas¬ 
ingly utilized by everyone, enable one, 
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Fig. 18.—Ostoemvelitis of upper extremity of tibia. Standard 
views, a and b; polydireetional tomographs, e and <1. 


certainly, in the majority of cases, to make 
an approximate diagnosis; but when it 
comes to following the evolution of an 
osteoarticular lesion, or defining its ex¬ 
tent with the accuracy required for a 
specialist’s report, tomographic sections 
are indispensable. The polydireetional 
tomographic technic results, as far as the 
osteoarticular system is concerned, in 
clearer images than ever before, because 
of the complete disappearance of all cf- 
facement trails. This does not mean that, 
in certain cases, longitudinal movements 
will not give satisfactory results. It is 
precisely because longitudinal movements 
are sufficient for pulmonary examination 
that tomographic study has become cur¬ 
rent practice in making a complete estima¬ 
tion of the lesion and in following its 


subsequent course. In our opinion the 
qualified roentgenologist is in duty bound, 
as a specialist, to favor the osteoarticular 
system increasingly with a method that 
has proved itself in phthisiologic practice 
and is capable of providing, in the roent¬ 
gen diagnosis of bone diseases, a precision 
that has heretofore been lacking. 

RESUMES* 

Se describen las ventajas para el 
cirujano de el estudio tomografico polidi- 
seccional en comparacidn con la teenica 
linela simple. Se trata de un trabajo 
basadu en estudio- heclio- 5 en el Servian 
de Electrnrradiologia del C.rupo IVlligrin- 
Tondu de Burden- 5 . Se de-criben la 
tecnica y el aparato. un pn'.itnmn San- y 
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Porcher. Una de sus grades ventajas 
quirurgicas es que permite tanto las 
proyecciones oblicuas como las paralelas 
al piano de seccion: El trabajo va ilus- 
trado con diversas tomografias incluyendo 
estudios clinicos del mal de Pott, 
rinofaringitis cronica, traumas oseos su- 
perficiales, neoplasias de la parte izquierda 
de la boveda, enfermedad de Kohler, 
osteomielitis del extremo superior de la 
tibia y un tumor de la apofisis espinosa 
del axis que semeja un granuloma 
eosinofilo. 

ZUSAM MENFASSUNG 

Die fur den Chirurgen wichtigen 
Vorteile tomographischer Untersuchungen 
in mehreren Riehtungen im Vergleich 
mit der gewohnlichen linearen Technik 
werden beschrieben. Die Untersuchungen 
wurden in der Rontgenabteilung der Pel- 
ligrin-Tondu-Gruppe in Bordeaux ausge- 
ftihrt. Das Polytom von Sans und Porcher 
wird beschrieben und die Technik seiner 
Amvendung erklart. Ein wichtiger Vorzug 
vom chirurgischen Standpunkt wird in 
der Tatsache gesehen, dass man Schnitt- 
aufnahmen sowohl in schrager Richtung 
als auch parallel zur Schnittebene machen 
kann. Erlauternde Tomogramme sind 
beigefugt und umfassen klinische Unter¬ 
suchungen der Wirbeltuberkulose, der 
chronischen Rhinopharyngitis, oberflach- 
licher Knochenverletzungen, einer Neu- 
bildung der linken Halfte des Schadel- 
gewolbes, Kohlerscher Kranklieit, der 
Osteomyelitis des proximalen Endes des 
Schienbeines und einer Geschwulst des 
Dornfortsatzes des zweiten Halswii'bels, 
die offenbar ein eosinophiles Granulom 
darstellte. 


SUMARIO 

Descreve as vantagens do estudo tomo- 
grafico polidirectional para o cirurgiao em 
comparaqao com a tecnica linear baseado 
no estudo feito no Servigo Electro-Radio- 
logico do Pelligrin-Tondu Group em Bor- 
dau. Descreve o aparelho e a tecnica usa- 
dos. A vantagem maior e que possibilita 
o estudo das secgoes obliquas e das para¬ 
lelas aos piano da secgao tomografica. 
Ilustra com tomogramas e estudos clinicos 
sobre o mal de Pott, a rinofaringite croni¬ 
ca, os traumas superficial dos ossos, os 
neoplasmas, a molestia de Kohler, a oseteo- 
milelite da terco superior da tibia e do 
tumor sa apofise espinhosa do axis simu- 
lando um granuloma eosinofilo. 

RESUME 

Les avantages que presente pour le chi- 
rurgien l’etude tomographique polydirec- 
tionnelle par rapport a ceux de la tech¬ 
nique lineaire sont decrits sur la base 
d’une etude faite par les auteurs dans le 
Service electro-radiologique du Groupe 
Pellegrin-Tondu a Bordeaux. L’appareil 
utilise, un polytome Sanz et Porcher, est 
decrit et sa technique duplication ex- 
pliquee. II comporte un grand avantage 
chirurgical du fait qu’il permet l’etude de 
sections obliques aussi bien que paralleles 
au plan de section. Des tomogrammes 
illustrent les etudes faites par les auteurs 
comprenant des cas cliniques sur le mal 
de Pott, les traumatismes osseux, les 
polypes du pharynx, les neoplasmes des 
sinus de la face, la maladie de Kohler- 
Mouehet, une osteomj^elite de 1’extremite 
superieure du tibia et une tumeur de 
1’apophyse epineuse de Taxis qui etait un 
granulome eosinophile. 
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Immediate Postoperative Complications of 
Partial Gastrectomy 

J. c. GRANT, M.B.Ch.B., F.R.C.S.E., F.R.F.P.SA 

GLASGOW, SCOTLAND 


P ARTIAL gastrectomy for peptic ul¬ 
ceration carries a mortality rate of 
2 to 3 per cent. This is a high mor¬ 
tality for treatment of a nonmalignant 
condition. Must this situation be accepted, 
or ai-e some of the deaths due to postoper¬ 
ative complications that should have been 
prevented or more efficiently treated? To 
answer this question the immediate post¬ 
operative period was studied in a group of 
patients who had undergone partial gas¬ 
trectomy for peptic ulceration. 

Material .—A consecutive series of 240 
patients on whom partial gastrectomy was 
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The immediate postoperative prog¬ 
ress of a consecutive series of 240 
patients who underwent partial gas¬ 
trectomy for peptic ulceration has 
been studied. There were 5 deaths in 
the series. The causes, management 
and prevention of the complications 
encountered are discussed. Leaks 
from the duodenal stump and the 
anastomosis and postoperative hem¬ 
orrhage were the commonest serious 
complications. The survey shows 
that some of the complications were 
due to errors of technic or postopera¬ 
tive care and that the mortality rate 
cculd be reduced to 1 per cent. 


performed for peptic ulceration in one sur¬ 
gical unit of the Victoria Infirmary, Glas¬ 
gow, between March 1950 and October 
1954, has been investigated. The sex of the 
patients and the location of the ulcers are 
shown in Table 1. A Polya type of gastrec¬ 
tomy was performed on 231 patients, a 
Billroth I gastrectomy on 8 and a sleeve 
resection with gastroenterostomy on 1. 
Subdiaphragmatic vagotomy was per¬ 
formed in addition on 11 patients. Two 
hundred and twenty-nine operations were 
elective procedures. There -were 2 deaths 
in the emergency group and 3 in the elec¬ 
tive group—an overall mortality rate of 
2.1 per cent. The average age of the pa¬ 
tients was 45.3 years, with a range of 18 
to T5 years. 

Results .—The complications that oc¬ 
curred are listed in Table 2. 

Hemorrhage .-—Five patients had severe 
bleeding after operation. The definition of 
this condition is not easy, as many patients 
have some bleeding from the anastomosis 
during the first twenty-four hours after 
the operation. The amount of blood loss by 
the 5 patients was sufficiently great to 
consider and. in 3 instances, to justify 
infusions of whole blood. Bleeding occurred 
within twenty-four hours of the operation 
in 3 patients, thirty hours after the opera¬ 
tion in 1 patient and on the sixth postoper¬ 
ative day in 1. The abdomen of 1 patient 
was reopened, as spontaneous arrest of the 
hemorrhage did not occur. 

Rothenlx-rg (1951) reported 15 in¬ 
stance-. of pn-tnperntive hemorrhage in a 
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Porcher. Una de sus grades ventajas 
quirurgicas es qne permite tanto las 
proj'ecciones oblicuas corao las paralelas 
al piano de seccion: El trabajo va ilus- 
trado con diversas tomografias incluyendo 
estudios clinicos del mal de Pott, 
rinofaringitis cronica, traumas oseos su- 
perficiales, neoplasias de la parte izquierda 
de la boveda, enfermedad de Kohler, 
osteomielitis del extremo superior de la 
tibia y un tumor de la apofisis espinosa 
del axis que semeja un granuloma 
eosinofilo. 

ZUSAMMENFASSUNG 

Die fur den Chirurgen wichtigen 
Vorteile tomographischer Untersuchungen 
in mehreren Richtungen im Vergleich 
mit der gewohnlichen linearen Technik 
werden beschrieben. Die Untersuchungen 
wurden in der Rontgenabteilung der Pel- 
ligrin-Tondu-Gruppe in Bordeaux ausge- 
fiihrt. Das Polytom von Sans und Porcher 
wird beschrieben und die Technik seiner 
Anwendung erklart. Ein wichtiger Vorzug 
vom chirurgischen Standpunkt wird in 
der Tatsache gesehen, dass man Sehnitt- 
aufnahmen sowohl in schrager Richtung 
als auch parallel zur Schnittebene machen 
kann. Erlauternde Tomogramme sind 
beigefiigt und umfassen klinische Unter¬ 
suchungen der Wirbeltuberkulose, der 
chronischen Rhinopharyngitis, oberflach- 
licher Knochenverletzungen, einer Neu- 
bildung der linken Halfte des Sehadel- 
gewolbes, Kohlerscher Krankheit, der 
Osteomyelitis des proximalen Endes des 
Schienbeines und einer Geschwulst des 
Dornfortsatzes des zweiten Halswirbels, 
die offenbar ein eosinophiles Granulom 
darstellte. 


SUMARIO 

Descreve as vantagens do estudo tomo- 
grafico polidirectional para o cirurgiao em 
comparagao com a tecnica linear baseado 
no estudo feito no Servigo Electro-Radio- 
logico do Pelligrin-Tondu Group em Bor- 
dau. Descreve o aparelho e a tecnica usa- 
dos. A vantagem maior e que possibilita 
o estudo das secgoes obliquas e das para¬ 
lelas aos piano da secgao tomografica. 
Ilustra com tomogramas e estudos clinicos 
sobre o mal de Pott, a rinofaringite croni¬ 
ca, os traumas superficial dos ossos, os 
neoplasmas, a molestia de Kohler, a oseteo- 
milelite da terco superior da tibia e do 
tumor sa apofise espinhosa do axis simu- 
lando um granuloma eosinofilo. 

RESUME 

Les avantages que presente pour le chi- 
rurgien l’etude tomographique polydirec- 
tionnelle par rapport a ceux de la tech¬ 
nique lineaire sont decrits sur la base 
d’une etude faite par les auteurs dans le 
Service electro-radiologique du Groupe 
Pellegrin-Tondu a Bordeaux. L’appareil 
utilise, un polytome Sanz et Porcher, est 
decrit et sa technique d’application ex- 
pliquee. II comporte un grand avantage 
chirurgical du fait qu’il permet l'etude de 
sections obliques aussi bien que paralleles 
au plan de section. Des tomogrammes 
illustrent les etudes faites par les auteurs 
comprenant des cas cliniques sur le mal 
de Pott, les traumatismes osseux, les 
polypes du pharynx, les neoplasmes des 
sinus de la face, la maladie de Kohler- 
Mouchet, une osteomyelite de 1’extremite 
superieure du tibia et une tumeur de 
1'apophyse epineuse de l’axis qui etait un 
granulome eosinophile. 
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Immediate Postoperative Complications of 
Partial Gastrectomy 

J. c. GRANT, M.B.Ch.B., F.R.C.S.E., F.R.F.P.S.* 

GLASGOW, SCOTLAND 


P ARTIAL gastrectomy for peptic ul¬ 
ceration carries a mortality rate of 
2 to 3 per cent. This is a high mor¬ 
tality for treatment of a nonmalignant 
condition. Must this situation be accepted, 
or are some of the deaths due to postoper¬ 
ative complications that should have heen 
prevented or more efficiently treated? To 
answer this question the immediate post¬ 
operative period was studied in a group of 
patients who had undergone partial gas¬ 
trectomy for peptic ulceration. 

Material .—A consecutive series of 240 
patients on whom partial gastrectomy was 
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The immediate postoperative prog¬ 
ress of a consecutive series of 240 
patients who underwent partial gas¬ 
trectomy for peptic ufceration has 
been studied. There were 5 deaths in 
the series. The causes, management 
and prevention of the complications 
encountered are discussed. Leaks 
from the duodenal stump and the 
anastomosis and postoperative hem¬ 
orrhage were the commonest serious 
complications. The survey shows 
that some of the complications were 
due to errors ol technic or postopera¬ 
tive care and that the mortality rate 
ecu Id be reduced to 1 per cent. 


performed for peptic ulceration in one sur¬ 
gical unit of the Victoria Infirmary, Glas¬ 
gow, between March 1950 and October 
1954, has been investigated. The sex of the 
patients and the location of the ulcers are 
shown in Table 1- A Polya type of gastrec¬ 
tomy was performed on 231 patients, a 
Billroth I gastrectomy on 8 and a sleeve 
resection with gastroenterostomy on 1. 
Subdiaphragmatic vagotomy was per¬ 
formed in addition on 11 patients. Two 
hundred and twenty-nine operations were 
elective procedures. There were 2 deaths 
in the emergency group and 3 in the elec¬ 
tive group—an overall mortality rate of 
2.1 per cent. The average age of the pa¬ 
tients was 45.3 years, with a range of 18 
to 75 years. 




eurred are listed in Table 2. 

Hemorrhage. —Five patients had severe 
bleeding after operation. The definition of 
this condition is not easy, as many patients 
have some bleeding from the anastomosis 
during the first twenty-four hours after 
the operation. The amount of blood loss by 
the 5 patients was sufficiently great to 
consider and, in 3 instances, to justifv 
infusions of whole blood. Bleeding occurred 
within twenty-four hours of the operation 
m o patients, thirty hours after the opera¬ 
tion in 1 patient and on the sixth postoper- 

was rprm" 'V' ^ ° f 1 > 

l le0 , pened - as spontaneous arrest of the 
hemorrhage did not occur. 

Rothenberg (1954) reported 15 in - 
siance.s, of postoperative hemorrhage in a 
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Table 1.- 

-Location and Sex Distribution 
of Ulcers 

U 

c 

V 

•H 

C 
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1 |1 
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Male 

151 

31 

00 

i 

2G3 

Female 

15 

18 

3 1 

0 

37 

Male & 

Female 

1GG 

49 

15 9 

1 

240 


Table 2. — Complications 


Complication 

A ’umber 

Death* 

Hemorrhage 

5 

0 

Duodenal or anastomotic leaks 

11 

3 

Subphrenic abscess 

1 

0 

Subhepatic abscess 

1 

0 

Intestinal obstruction 

1 

0 

Paralytic ileus 

1 

0 

Wound rupture 

3 

0 

Pancreatitis 

1 

0 

Stomal ulcer 

1 

1 

Bilious vomiting 

3 

0 

Jaundice 

3 

0 

Diarrhea 

17 

0 

Tuberculous bronchopneumonia 

3 

0 

Inhalation pneumonia 

1 

0 

“Postoperative” thoracic infection 

30 

0 

Pulmonary infarct 

2 

0 

Vasovagal attack 

1 

1 

Retention of urine 

2 

0 


collected series of 973 patients who had 
undergone partial gastrectomy. In his 
series bleeding occurred between the sec¬ 
ond and the fourteenth postoperative day 
and arose from the anastomotic line in 13 
patients and from duodenal ulcers left in 
situ in 2. In some cases of the series here 
reported the gastric vessels on the cut sur¬ 
face of the gastric remnant were individ¬ 
ually ligated before the anastomosis was 
performed, and the impression was formed 
that those patients had less postoperative 
bleeding; none of them bled severely. Even 
with the most careful technics, however, 
postoperative hemorrhage will occasionally 


occur. If the complication is recognized 
early and is adequately treated, the danger 
to the patient is slight. The diagnosis is 
obvious if the patient vomits blood or if 
blood is aspirated from an indwelling 
Ryle’s tube; occasionally blood does not 
enter the stomach, and a rapid pulse rate 
and a falling blood pressure are the only 
signs of hemorrhage. Early recognition of 
the accident is vitally important. If the 
hemorrhage is severe, whole blood should 
be infused promptly, and if bleeding per¬ 
sists a laparotomy should be performed be¬ 
fore the patient’s condition deteriorates. 

Leakage .—A leak from the duodenal 
stump or from the anastomosis is the com¬ 
monest fatal complication after partial 
gastrectomy (Payne, 1936; Glen and Har¬ 
rison, 1951; Golicher and his co-workers, 
1956). Eleven patients in this series 
showed evidence of such leaks. In 4, a 
spontaneous discharge of bile-stained fluid 
from the wound was the first and only 
sign; in each of those patients this oc¬ 
curred within fourteen days of the opera¬ 
tion and the discharge stopped spontane¬ 
ously within five weeks. The condition was 
more serious in the remaining 7 patients. 

Case 1.—In the case of J. D., a man aged 
37, an antecolic Polya gastrectomy was per¬ 
formed for a duodenal ulcer. Pain and tender¬ 
ness developed in the right hypochondrium on 
the seventh postoperative day; this persisted, 
and the abdomen was i - eopened on the ninth 
postoperative day. There was a collection of 
bile-stained fluid in the right hypochondrium 
that was thought to have come from the duo¬ 
denal stump, but the leak had sealed. The 
abdomen was closed, with drainage of the 
duodenal stump area. The patient made a 
satisfactory recovery and was discharged from 
the hospital on the thirty-fourth postoperative 
day. 

Case 2. — W. H., a man aged 61, underwent 
an antecolic Polya gastrectomy for a gastric 
ulcer. During the closure of the duodenal 
stump a suture cut through and tore the wall 
of the duodenum; the tear was repaired with 
additional sutures. On the third postoperative 
day pain and tenderness developed in the right 
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hypochondrium. The patient’s condition de¬ 
teriorated, and his abdomen was reopened on 
the following day. The duodenal stump had 
leaked; duodenal contents had spilled into the 
general peritoneal cavity, and there was diffuse 
peritonitis. The duodenal stump area was 
drained, and continuous gastric suction and 
intravenous replacement of fluid and electro¬ 
lytes were commenced. The peritonitis per¬ 
sisted, and the fistula discharged large quan¬ 
tities of duodenal contents. The patient died 
on the thirteenth postoperative day. 

Case 3.—In the case of W. G., a man aged 
67, an antecolic Polya gastrectomy was per¬ 
formed as an emergency procedure for a bleed¬ 
ing gastric ulcer. After completion of the an¬ 
astomosis it was noticed that the distal half 
inch of the gastric remnant was pale. On the 
foui*th postoperative day the pulse rate and 
temperature were elevated, and the patient 
was obviously not well, though there were no 
definite abnormal abdominal signs. His condi¬ 
tion deteriorated, and he died on the ninth 
postoperative day. Autopsy revealed a leak 
from the posterior wall of the anastomosis and 
diffuse peritonitis. 

Case 4.—A Billroth I gastrectomy was per¬ 
formed on A. T., a man aged 39, for a duodenal 
ulcer. Forty-eight hours after the operation 
severe abdominal pain occurred, associated 
with boardlike rigidity of the abdominal mus¬ 
cles. The abdomen was reopened two hours 
later, and a leak from the anterior surface of 
the anastomosis was observed. The anastomo¬ 
sis was undone; the duodenum was closed, and 
an antecolic Polya type of anastomosis was 
performed. The patient made an uneventful 
recovery and was discharged from the hospital 
on the forty-second day. 

Case 5.—J. T., a man aged 61, underwent 
an antecolic Polya gastrectomy for a duodenal 
ulcer. There was a reversed rotation of the 
intestine; the third part of the duodenum 
passed behind and the transverse portion of 
the colon in front of the superior mesenteric 
vessels, and the duodenojejunal flexure was ad¬ 
herent to the posterior wall of the right iliac 
fossa. The duodenojejunal flexure was mobi¬ 
lized as much as possible to allow the first 
jejunal loop to be brought up to the gastric 
remnant for the anastomosis, hut the superior 
mesenteric ve-sels limited this mobilization. 
Pain and tenderness developed in the right 
hypochondrium on the third postoperative day; 
the patient’s condition deteriorated, and on the 
seventh postoperative day the abdomen was re¬ 


opened. His condition was so poor that local 
anesthesia was used and an extensive explora¬ 
tion was impossible. There was diffuse peri¬ 
tonitis, and the contents of the abdomen were 
adherent. A leak from the duodenal stump was 
considered the most likely lesion, though the 
duodenal stump was not seen. The duodenal 
stump area was drained and a jejunostomy 
performed. At no time was there bile in the 
discharge from the wound, in the gastric as¬ 
pirations or from the jejunostomy. The para¬ 
lytic ileus, which had been present before the 
second operation, persisted, and the patient 
was unable to retain jejunostomy feedings. 
He died on the fourteenth postoperative day. 
Autopsy showed that there had been a leak 
from the posterior wall of the anastomosis. In 
addition, the abnormally placed third part of 
the duodenum was completely obstructed by 
the afferent jejunal loop as it ran from its fixed 
point in the right lower quadrant of the ab¬ 
domen to the gastrojejunal anastomosis. The 
proximal portion of the duodenum was enor¬ 
mously distended; it contained about 2 pints 
of bile. The duodenal stump was intact. 

Case 6. —J. G-, a man aged 34, underwent an 
antecolic Polya gastrectomy for a stomal ulcer 
after a gastroenterostomy had been undone. 
Pain and tenderness developed in the right 
hypochondrium on the seventh postoperative 
day. A duodenal leak was suspected but by the 
following day the condition had settled and no 
special treatment was given. On the twentieth 
postoperative day the patient had fever, and 
there was radiologic evidence of a subphrenic 
abscess. The abscess was drained. The patient 
eventually recovered and was discharged from 
the hospital on the seventy-fourth postopera¬ 
tive day. 

Case 7.—An antecolic Polya gastrectomy was 
performed on .J. G., a man aged 44. for a "large 
chronic duodenal ulcer that was penetrating 
the head of the pancreas. The pyloric antrum 
was left i» sitir after its mucosa had been re¬ 
moved. f This procedure was adopted only twice 
in the seric—.) On the third po-toperative day 
a small amount of bile-stained fluid was dis"- 
charged from the wound. A small leak from 
the duodenal stump was diagno-ed. Tho dis¬ 
charge pers sted. but as the amount wa= so 
small and the patient’s general condition <-o 
good he was allowed to go home on the *v.< nty- 
eighth po-toperative day. File wlater, 
however, he wa- rtadmit!'d. with < pig;.»tric 
di-comfort, fever and !o-- of apatite, 'flare 
na- a collection of pu- in the wound, which 
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subsequently discharged for a few days. A 
firm swelling could be palpated in the epi¬ 
gastrium, which was thought to be an inflamed 
pancreas. No biochemical investigations were 
done to confirm this diagnosis. The patient’s 
appetite gradually returned, and after five 
weeks he went home in good health. 

Several factors, singly or in combina¬ 
tion, may be responsible for a leak from 
the duodenal stump or the anastomosis. 
Visick (1948) stated bluntly that “a leak 
from the duodenal stump is due to faulty 
suturing.” Obstruction at the gastroje- 
junal anastomosis or at some point in the 
afferent loop is often blamed for the rup¬ 
ture of a duodenal stump (Aird, 1949; 
Tanner, 1951). Case 5 was the only pa¬ 
tient in this series with obvious obstruc¬ 
tion of the duodenum, but the duodenal 
stump suture line did not give way and 
the stump healed in spite of great dis¬ 
tention—and this in a poorly nourished 
patient who was dying of peritonitis. Min- 
priss and Birt (1948) described 2 instances 
of distention of the afferent loop and Hen¬ 
son (1955) discussed 1 instance of the 
same condition and expressed the opinion 
that the duodenal stump would have 
ruptured but for timely intervention. 
Those patients and Case 5 of this series, 
far from supporting the thesis that distal 
obstruction is a cause of rupture of a duo¬ 
denal stump, demonstrate that a duodenal 
stump can remain intact in the presence 
of distal obstruction. If the stump is in¬ 
secure or has already ruptured, distal ob¬ 
struction will of course aggravate the con¬ 
dition and will prejudice the spontaneous 
closure of an established fistula. 

Acute pancreatitis occurs occasionally 
after partial gastrectomy, and it is associ¬ 
ated, sometimes, with a duodenal fistula, 
(Case 7) ; but it is always difficult to 
know whether the duodenal leak precedes 
or follows the pancreatitis. There seems to 
be no single etiologic factor to account for 
postoperative pancreatitis, but damage to 


the pancreatitic head or the duct of San¬ 
torini (which in 10 per cent of patients is 
the main pancreatic duct (Millbourn, 1955, 
cited by Wapshaw, 1956)) is probably the 
most common cause. Cases have been re¬ 
ported in which pancreatitis followed gas¬ 
troenterostomy (Warren, 1951), and in 
Case 7 of this series the duodenum and 
the pancreas were not interfered with. 

There was suggestive evidence in 3 of 
the patients in this series (Cases 2, 3 and 
4) that the fault was ischemic necrosis. It 
is difficult to devascularize a stomach, 
though Rutter (1953) has reported a case 
in which it happened, and the anastomotic 
leak in Case 3 was probably due to this 
cause. The lesion in Case 4 was seen at 
operation soon after perforation had oc¬ 
curred, and the appearance was consistent 
with ischemic necrosis. In Case 2 the addi¬ 
tional sutures that were necessary to re¬ 
pair the longitudinal tear of the duodenal 
wall probably impaired the blood supply 
of that corner of the cut edge of the duo¬ 
denum. The duodenum has a good intra¬ 
mural blood supply, and usually it can be 
extensively mobilized without risk of 
ischemia. When there is a large posterior 
duodenal ulcer penetrating the head of the 
pancreas, the posterior wall to the duo¬ 
denum distal to the ulcer is intimately ad¬ 
herent to the pancreas, and extensive mobi¬ 
lization may damage the pancreatic or bile 
ducts if the mobilization is earned out on 
too deep a plane. If it is carried out on 
too superficial a plane, the blood supply 
of the duodenum may be compromised. In 
such circumstances it is much safer to 
limit the mobilization and rely on an ac¬ 
curately placed single layer of sutures for 
closure of the duodenal stump. When it is 
possible to use a two-layer method of 
closure, care must always be taken lest 
they cut through and cause damage to the 
duodenal wall. It is not always the “diffi¬ 
cult” duodenal stump closure that leaks. 

In this series 4 of the 8 patients who had 
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leakage from the duodenal stump had 
chronic posterior penetrating duodenal ul¬ 
cers, but 2 had gastric ulcers, 1 a stomal 
ulcer and 1 a healed duodenal ulcer. 

The cause of the leak from the anastomo¬ 
sis in Case 5 was tension on the suture line 
due to the abnormal site of the duodeno¬ 
jejunal flexure. Mishaps after partial gas¬ 
trectomy in patients with malrotation of 
the intestine have been previously reported 
(Brine and Fraser, 1956; Moretz, 1949). 
The usual Polya type of anastomosis may 
be impossible when a malrotation of intes¬ 
tine exists. In such circumstances it is a 
wise precaution to decide, before perform¬ 
ing a partial gastrectomy, whether a 
gastrojejunal anastomosis will be possible. 
A Billroth I anastomosis will usually be 
more satisfactory. 

There -was no obvious reason why leaks 
developed in the other 7 patients. The su¬ 
turing was always done carefully, and 
faulty suturing is an unlikely explanation. 
It is much more likely that a portion of the 
intestine had been made ischemic by faulty 
mobilization. 

The signs and symptoms of a leaking 
duodenal ulcer have been described by 
Larcen and Foreman (1951), who said that 
“pain in the right upper region of the ab¬ 
domen which is severe, constant and non¬ 
radiating associated with tenderness and 
moderate muscle spasm and accompanied 
with a progressive rise in the temperature 
and pulse occurring most frequently three 
to six days after gastric resection is the 
syndrome of the leaking duodenal stump.” 
Four of the patients in this series may 
have had those signs and symptoms, but 
they escaped notice, and the condition was 
not diagnosed until the duodenal contents 
were discharged through the abdominal 
wound. In G patients (Cases 1, 2, 3. 1, .5 
and G) the clinical picture agrees more or 
less with Larcen and Foreman's descrip¬ 
tion, though the signs and symptoms in 


Case 4 were more sudden and dramatic 
and in Case 3 pain was not a feature. 
Slight tenderness in the right upper quad¬ 
rant of the abdomen is difficult to assess, 
because of the proximity to the recent 
wound; when present it should never be 
treated lightly, and the abdomen should 
be examined after all dressings have been 
removed. 

There are three possible consequences 
of a leak from the anastomosis or the duo¬ 
denal stump: 1. A localized collection 
forms, the perforation closes and the col¬ 
lection is reabsorbed. (This probably oc¬ 
curs frequently without being diagnosed.) 
2. The duodenal contents track to and are 
discharged through the abdominal wound. 
(In this series there were 4 instances of 
this occurrence.) 3. The contents track 
elsewhere and form: (a) a localized ab¬ 
scess, e.g., a subphrenic abscess (Case 1), 
or (b) diffuse peritonitis (Cases 2, 3 and 
5). The paralytic ileus invariably associ¬ 
ated with diffuse peritonitis prevents the 
upper intestinal contents from passing 
downward in the normal way, and they 
overflow through the fistula into the gen¬ 
eral peritoneal cavity and aggravate the 
peritonitis. The patient may die from the 
toxemia of peritonitis long before the loss 
of the duodenal contents has become a 
serious problem (Cases 2 and 3). 

The treatment of a leak must aim at 
preventing the spread of duodenal or gas¬ 
tric contents through the abdominal cavity. 
This can be done by closing the fistula or 
diverting the discharge to the surface. As 
it is impossible to predict which patient 
will deal adequately with the complication 
without help, an early laparotomy would 
seem to be the safest and best course to 
adopt. Furthermore, soon after the leak 
has occurred the general condition of the 
patient is usually good, and he is letter 
able to withstand the effects of an op,-ra¬ 
tion than he will be two or three da vs 
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later. Unfortunately the signs and symp¬ 
toms are seldom as dramatic as they were in 
Case 4. The mildest signs should be suffi¬ 
cient indication for a laparotomy, which 
should be performed under a general anes¬ 
thetic to allow thorough exploration of the 
abdominal cavity, should this be necessary. 
In Case 5 the duodenal stump area was 
drained four days after the first signs of 
a leak, using local anesthesia. At au¬ 
topsy it was observed that the leak was 
from the posterior wall of the anastomosis. 
If this patient’s abdomen had been ex¬ 
plored within twenty-four hours of the 
first sign of a leak, the final outcome might 
have been different. The practice adopted 
by some surgeons (Hosford, 1949; Schmitz 
and his associates, 1954) of draining the 
duodenal stump area after all gastrecto¬ 
mies or after those in which a leak is con¬ 
sidered likely, allows the contents to come 
to the surface if a leak occurs, prevents 
contamination of other parts and brings 
the accident to immediate notice. If there 
is any doubt about the duodenal closure, 
this seems a worth-while safety measure. 
Hosford (1949) reported a personal series 
of 200 partial gastrectomies for peptic ul¬ 
ceration with only 1 death, and he drained 
the duodenal stump area in all doubtful 
cases. The drain may be brought through 
the upper part of the epigastric wound or 
through an independent stab wound in the 
right hypochondrium. 

Postoperative Pulmonary Complications. 
—In 1936 Payne noted that pulmonary 
infections were the second commonest 
cause of death after partial gastrectomy. 
Most postoperative pulmonary complica¬ 
tions encountered today are not regarded 
as serious conditions. This change in out¬ 
look is attributed to the change in anes¬ 
thesia, the use of antibiotics and the early 
mobilization of the patient (Kursweg, 
1954). In the series here presented there 
were 34 patients in whom postoperative 


respiratory infections or atelectasis devel¬ 
oped. These patients were instructed in 
breathing exercises and were given a 
course of intramusclar penicillin. Thirty 
improved rapidly and gave no cause for 
anxiety. One patient, who had vomited 
while coming out of anesthesia and had 
inhaled gastric material, developed inhala¬ 
tion pneumonia of all three lobes of the 
right lung; five weeks elapsed before the 
condition resolved. Three other patients 
failed to respond to treatment; radi¬ 
ologic and bacteriologic investigations 
showed that they had acute tuberculous 
bronchopneumonia. In 7 other patients pul¬ 
monary tuberculosis subsequently devel¬ 
oped. This incidence of 10 out of 240 pa¬ 
tients (4.2 per cent) is similar to that 
observed in another Glasgow series, in 
which 16 out of 418 patients (3.8 per cent) 
had pulmonary tuberculosis following par¬ 
tial gastrectomy for peptic ulceration 
(Anderson and others, 1955). There are 
now many reports of pulmonary tuberculo¬ 
sis developing after partial gastrectomy. 
The high incidence of this complication in 
the present series probably reflects the 
high incidence of pulmonary tuberculosis 
in the Glasgow area. The literature on the 
subject deals with the development of 
pulmonary tuberculosis months or years 
after a partial gastrectomy has been 
performed. Warthen (1953), however, 
had 2 patients in whom acute pneumonic 
tuberculous lesions developed within three 
months of the operation. The 3 patients 
in the present series in whom acute 
tuberculous bronchopneumonia developed 
in the immediate postoperative period had 
a barium meal examination within six 
weeks of their operations: this included 
screening of the chest, and tuberculosis 
was not then detected. It is well known 
that partial gastrectomy is an unsuitable 
operation for a patient noth pulmonary 
tuberculosis. Furthermore, the experience 
in this series shows that reliance cannot be 
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placed on screening of the chest alone and 
even a normal radiograph does not neces¬ 
sarily mean that no pulmonary tuberculosis 
is present (Thorn and others, 1956) .When 
presented with the problem of treating a 
patient who has pulmonary tuberculosis 
and peptic ulceration, the surgeon should 
perform partial gastrectomy only as a last 
resort. For duodenal ulceration vagotomy 
and gastroenterostomy are preferable, but 
there are patients who will require gas¬ 
trectomy; for example, a patient with a 
chronic gastric ulcer which has failed to 
respond to medical treatment. Before sur¬ 
gical treatment is carried out, a preopera¬ 
tive period should be spent in a sanatorium 
with the administration, if necessary, of 
the antituberculous antibiotics. No patient 
with pulmonary tuberculosis would ever 
be subjected to pneumonectomy, lobectomy 
or thoracoplasty without prolonged pre¬ 
operative preparation. The possibility of a 
flare-up of pulmonary tuberculosis exists 
when operations on other organs are per¬ 
formed, as was demonstrated recently in 
this surgical unit. An elderly man was ad¬ 
mitted with a strangulated femoral hernia; 
he was opei-ated upon, local anesthesia 
being used, and during the immediate post¬ 
operative period acute tuberculous bron¬ 
chopneumonia developed from which he 
died three months later. This man had suf¬ 
fered from “chronic bronchitis” for years. 
He had, no doubt, chronic pulmonary 
tuberculosis, and the strangulation of the 
femoral hernia and the subsequent opera¬ 
tion to deal with it were sufficient to upset 
the balance between the tubercle bacilli 
and the host. 

In each of 2 patients in the series a pul¬ 
monary infarct developed. Neither infarct 
was large, and the patients both made un¬ 
eventful recoveries. 

I'dsom flat Attack .—One patient, a man 
aged 30. was treated by an emergency 
Polya gastrectomy for severe bleeding 
from a duodenal ulcer. His condition 


throughout the operation was good, and on 
its completion he was given 1 mg. of pros- 
tigmine, preceded by 1/100 gr. of atropine, 
to counteract the effect of the relaxant 
drugs that had been used. Thirty’ minutes 
later his heart stopped. The abdomen was 
reopened, and cardiac massage through the 
diaphragm was initiated. The heartbeat 
returned for a short time, but the patient 
ultimately died. Postmortem examination 
revealed no abnormality. Cardiac arrest 
after the administration of atropine and 
prostigmine has been previously reported 
(Macintosh, 1949; Lawson, 1956), but 
the mechanism is not clear. Macintosh 
suggested that when the two drugs are 
given together the vagus-stimulating ef¬ 
fect of prostigmine may occur before the 
vagus-blocking effect of atropine takes 
place, and Lawson suggested that, initially, 
atropine stimulates the vagus. Pooler 
(1957) has suggested that the administra¬ 
tion of atropine to a patient with a carbon 
dioxide buildup may cause vagal stimula¬ 
tion. The cardiac arrest occurred in this 
patient thirty minutes after the adminis¬ 
tration of atropine and prostigmine. It 
seems likely that vagal stimulation was 
the cause of the sudden cardiac arrest, 
but the stimulant is not known and there 
is no incriminating evidence against 
either atropine or prostigmine. 

Retention of Urine .—In 2 patients there 
was postoperative retention of urine, 
which was due to prostatic enlargement. 
In both, catheterization was required for 
a few days, and a prostatic resection was 
performed on 1 a year later. Retention of 
urine can be a troublesome complication, 
but it may be eliminated to a certain extent 
by diagnosing prostatic enlargement and, 
if necessary, performing prostatectomy, 
before embarking on partial gastrectomy. 

Piistoji, rnfirr Vomitin </.—Four patient - 
suffered from this complication. Two of 
them vomited small quantifies of bile a* 
irregular interval- during the immediate 
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postoperative period, but the vomiting- 
ceased within fourteen days. A female pa¬ 
tient who had undergone a Billroth I gas¬ 
trectomy combined with subdiaphragmatic 
vagotomy performed for a duodenal ulcer 
vomited copious quantities of gastric con¬ 
tents for three months. This particular 
operation is notorious for producing gas¬ 
tric retention; it is doubtful that it is ever 
justified. The fourth patient, a man aged 
50, in whom a Polya gastrectomy was per¬ 
formed for a duodenal ulcer developed 
paralytic ileus which persisted for nine 
days. He was treated b 3 r continuous 
gastric suction and intravenous replace¬ 
ment of fluids and electrolytes. This pa¬ 
tient is of interest in that he was the only 
one in the series with this complication, 
which Ebrill and Naptilin (1953) encoun¬ 
tered in 10 per cent of their patients on 
whom gastrectomy was performed for 
peptic ulceration. These authors con¬ 
sidered the condition due to a sodium- 
potassium imbalance. They suggested that 
it is Iikety to occur if: (1) there is a 
potassium deficiency of 125 to 150 mil- 
liequivalents, (2) the depletion occurs 
within forty-eight hours and (3) there 
is a sodium-potassium imbalance of at 
least 300 milliequivalents. Loss of potas¬ 
sium from the urine is increased for the 
first few days after the operation (Mc- 
Phee, 1953) and there is additional loss of 
potassium from gastric aspiration. If dur¬ 
ing this period the patient is given con¬ 
siderable quantities of intravenous saline 
solution, the three conditions aforemen¬ 
tioned will often be fulfilled. In this series 
the standard postoperative regime con¬ 
sisted of a slow intravenous infusion of 5 
per cent dextrose in water for twelve to 
twenty-four hours (a total volume of 1 to 
1.5 litei's would be given). Thereafter the 
patient was allowed sips of water, milk 
was given on the second postoperative day 
and a light diet was begun on the third 
postoperative day. Such a regime is un- 


likety to produce a sodium-potassium im¬ 
balance, and therefore the small incidence 
of paralytic ileus in this series supports 
the suggestions of Ebrill and Naptilin. It is 
difficult to believe, however, that sodium- 
potassium imbalance is the only factor re¬ 
sponsible for this type of postoperative 
ileus. Peritonitis, or even handling of the 
bowel, can cause a similar condition. Fur¬ 
thermore, in the past, before the impor¬ 
tance of potassium deficiency was appre¬ 
ciated, patients have recovered from 
paralytic ileus after many days of gastric 
aspiration and intravenous fluid and elec¬ 
trolytic replacement that did not include 
any potassium; those patients must have 
had gross sodium-potassium imbalance. 
Perhaps, in some patients, the intestine is 
susceptible to electrolytic imbalance. Pro¬ 
vided there is no deficiency of fluid and 
electrolytes when the patient is operated 
upon, there is no need for enthusiastic 
intravenous therapy. Indeed, Wilkinson 
(1956) has shown that patients make an 
uneventful recovery from partial gastrec¬ 
tomy when no fluids at all are given in the 
first forty-eight hours. 

Diarrhea .—Seventeen patients had post¬ 
operative diarrhea, but none was seriously 
ill. The feces were not examined for organ¬ 
isms. After gastrectomy the incidence of 
the severe type of enterocolitis is low. 
Dawson-Edwards and Morrisey (1955), 
in a series of 1,700 patients on whom a 
partial gastrectomy was performed for 
peptic ulceration, encountered the severe 
type of enterocolitis in only 8, an incidence 
of 0.5 per cent. It is not surprising, there¬ 
fore, that in this series of 240 patients the 
severe type was not encountered. Each of 
the 17 patients had three or four loose 
bowel movements in the first postoperative 
week. It is impossible to say whether this 
is a mild form of the enterocolitis that is 
so often fata] or an entirety different condi¬ 
tion. Howie and his co-workers (1953) 
demonstrated Clostridium Welchii "■ and 
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Welchii alpha toxin in gastric aspirations 
from patients who had undergone partial 
gastrectomy. According to Todd and Hope 
(1955), postgastrectomy diarrhea is 
caused by an antibiotic-resistant Staphylo¬ 
coccus aureus, the sole surviving organism 
in the bowel after the patient has had a 
course of treatment with one of the broad 
spectrum antibiotics or a combination of 
penicillin and streptomycin. Cook and his 
co-workers (1957) cultured Staph, aureus 
from the feces of 21 out of 30 patients 
with severe diarrhea that had followed 
antibiotic therapy. The evidence against 
antibiotic-resistant staphylococci is suf¬ 
ficiently strong to make one cautious about 
the indiscriminate use of antibiotics. 

Stomal Ulcer.—Report of a Case: A dia¬ 
betic woman aged 50 vomited persistently 
three months after a gastroenterostomy 
had been performed for a duodenal ulcer 
from which she had suffered for twenty 
years. Laparotomy revealed a stomal ulcer 
with extensive fibrosis extending from the 
transverse mesocolon round the transverse 
colon and onto the anterior abdominal wall. 
The anastomosis was undone and a pos¬ 
terior Polya gastrectomy performed. 
Within a week vomiting had recurred, and 
a further laparotomy revealed a stomal 
ulcer with extensive fibrosis, which was 
partially obstructing the stoma and the 
transverse colon. The gastric remnant was 
opened through its anterior wall to allow 
digital examination of the stoma and an 
enteroenteroanastomosis between the af¬ 
ferent and efferent loops was performed. 
The patient died seven days later from 
peritonitis caused by a leak from the gas- 
trotomy wound. 

Stomal ulceration with such extensive 
fibrosis and so soon after partial gastrec¬ 
tomy is uncommon. The untimely death of 
this patient solved the problem of treat¬ 
ment, for the enteroenteroanastomosis 
would have relieved the obstruction only 


temporarily if the fibrous tissue reaction 
had persisted and extended. 

Svbhepatic Abscess.—Report of a Case: 
A woman aged 49 years underwent a Polya 
gastrectomy for a large gastric ulcer that 
had penetrated the pancreas and the in¬ 
ferior surface of the liver. The stomach 
was removed from the ulcer base, which 
was not disturbed. On the eighth postoper¬ 
ative day there was a purulent discharge 
from the wound, which settled within a 
week. Subsequently a mass developed in 
the upper part of the abdomen, and on the 
thirtieth postoperative day the abdomen 
was reopened and a large subhepatic ab¬ 
scess was drained. Thereafter the patient’s 
progress was uneventful, and she was al¬ 
lowed to go home on the forty-ninth post¬ 
operative day. The assumption, and it 
seems a reasonable one, is that the abscess 
was caused by organisms in the ulcer base. 
Two procedures are worth considering 
when an ulcer base is exposed: (1) cauter¬ 
ization of the ulcer bed and (2) drainage 
of the abdomen. 

Intestinal Obstruction.—Report of a 
Case: A Polya gastrectomy was performed 
on a youth aged 19 for a duodenal ulcer. 
On the second postoperative day the pa¬ 
tient complained of abdominal pain, which 
was associated with vomiting. The vomit¬ 
ing persisted, and at the time the condition 
was thought to be paralytic ileus; in retro¬ 
spect the diagnosis of obstruction of the 
small bowel was obvious. On the eleventh 
postoperative day laparotomy was per¬ 
formed; the small bowel was obstructed 
at about its midpoint by an adhesion be¬ 
tween the greater omentum and the small 
bowel; the bowel had rotated round this 
fixed point, and at the point where the ad¬ 
hesion crossed the bowel the lumen was 
completely obstructed. 

Such an accident as this occasionally oc¬ 
curs after a laparotomy, and the diapno-i- 
is not usually difficult; but with this pa¬ 
tient a diagnosis of paralytic i!<-u- v.a- 
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made, chiefly because of absent bowel 
sounds. The diagnosis became more diffi¬ 
cult after the introduction of continuous 
gastric suction and intravenous fluid re¬ 
placement, as the pain subsided and the 
bowel remained silent. 

Miscellaneous Complications .—T here 
were 4 patients whose wounds ruptured 
without any obvious reason. The wounds 
were resutured, and all the patients re¬ 
covered uneventfully. 

In 3 patients jaundice developed in the 
postoperative period. In 1, the jaundice 
occurred three months after the operation, 
and infective hepatitis was diagnosed on 
clinical and biochemical evidence. It seems 
likely that the patient was infected by the 
blood he was given during the operation, 
or from an injection with a contaminated 
needle while he was in hospital. In the 
other 2 patients jaundice developed during 
the first postoperative week; in both, a 
raised serum bilirubin level (4.7 and 5.3 
mg. per hundred cubic centimeters) was 
the only biochemical abnormalit}'. The 
jaundice was attributed to hemolysis of 
transfused blood. 

Mild infection of wounds was not un¬ 
common, but the occurrence was not al¬ 
ways recorded in the case notes, and con¬ 
sequently the incidence is not known. 

CONCLUSIONS 

In a series that includes emergency 
gastrectomies a mortality rate of 2.1 per 
cent might be considered satisfactory, but 
detailed analysis of the 5 deaths shows 
that 3 of them (Cases 2, 3, and 5 of the 
duodenal and anastomotic leak group) 
might have been prevented with better 
technic at operation or improved postoper¬ 
ative management. It is difficult to see how 
death could have been prevented in the 
patient who had the vasovagal attack or 
in the patient with the stomal ulcer. It is 
unlikely that in any large series the mor¬ 


tality rate will ever be much less than 1 
per cent. 

This investigation has confirmed certain 
points that ai*e worth restating: 

1. The lung fields of each patient should 
be examined roentgenographically to elim¬ 
inate pulmonary tuberculosis. If a lesion 
is present, even though it is considered 
inactive, partial gastrectomy, if it must 
be done at all, should be delayed to allow 
time for adequate preoperative antituber¬ 
culosis treatment. 

2. If there is any evidence of prostatic 
enlargement, the condition should be as¬ 
sessed and a decision made on the line of 
treatment to be adopted, before acute re¬ 
tention of urine develops as a complication 
of partial gastrectomy. 

3. At operation the anastomosis and the 
duodenal stump must be adequately su¬ 
tured, but the blood supply must not be 
compromised; if there is any doubt about 
the security of the suture line, the area 
should be drained. 

4. During the immediate postoperative 
period the patient must be observed by 
someone who has sufficient knowledge and 
expei’ience to recognize the early signs of 
such complications as hemori’hage and 
leaking suture lines, so that ti’eatment can 
be initiated before irrevei’sible damage has 
occuiTed. 

5. Antibiotic-i’esistant staphylococci ai’e 
unwelcome i-esidents in sui-gical wards 
and, as the danger that postgastrectomy 
staphylococcic enterocolitis may develop 
seems to be gi’eater when the broad spec¬ 
trum antibiotics are used, their use should 
be restricted. 

6. Intravenous fluid after operation is 
usually unnecessai-y and can be harmful; 
it should be given only when specialty 
indicated. 
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ZUSAM MENFASSUNG 

Es liegt eine Untersuchung des unmit- 
telbaren postoperativen Krankheitsverlau- 
fes bei 240 aufeinander folgenden Krank- 
heitsfallen vor, in dene wegen peptiseher 
Geschwfire eine partielle Magenresektion 
ausgefiihrt worden war. In dieser Krank- 
kenserie kamen fiinf Todesfalle vor. Die 
Ursachen, die Behandlung und die Yor- 
beugung der auftretenden Komplikationen 
werden erortert. Undichtigkeiten des Duo- 
denalstumpfes und der Anastomose sowie 
postoperative Blutungen geborten zu den 
haufigsten ernsten Komplikationen. Die 
Nachpriifung der Falle zeigt, dass manche 
Komplikationen auf Fehlern in der Tech- 
nik oder in der postoperativen Versorgung 
beruhten, und dass die Sterbichkeitsquote 
sich auf ein Prozent berabsetzen liesse. 

RfiSUMfi 

Les progres postoperatoires immediats 
d’une serie de 240 malades ayant subi une 
gastrectomie partielle pour ulcere peptique 
sont etudies. La statistique comprend 5 
decee. Les causes, le traitement et la pre¬ 
vention des complications rencontrees sont 
analyses. Des suintements du moignon 
duodenal et de l’anastomose, ainsi que 
l’hemorragie postoperatoire sont a l’origine 
des complications graves les plus frequen- 
tes. Cette etude montre que certaines com- 
lications sont a mettre sur le compte d’er- 
reurs de technique ou du traitement 
postoperatoire, et que le taux de mortality 
pourrait etre red u it a 1%. 

RESUMES* 

Se ban estudiado en este trabajo los 
progresos consoguidos, en el postoperatorio 
inniediato de 240 enfermos de ulcera pep- 
tica operados de gastrectomia parcial. 
Cinco de los operados murieron a conse- 
cuencia de la operacion. Se estudian la« 
causes, trataminto y prevencidn de las 
complicaciones. Las eomplicaciones mas 


frecuentes fueron le dehiscencia del mufion 
duodenal, la de la anastomosis y la hem- 
orragia. La observacion atenta demuestra 
que parte de estas complicaciones se deben 
a errores de tecniea o de los cuidados post- 
operatorios y por ello creen los autores que 
la cifra de mortalidad podra rebajarse 
hasta un 1%. 

SUMARIO 

Os progressos posoperatorios imediatos 
numa serie de 240 doentes submetidos a 
gastrectomia parcial por ulcera peptica 
constutuem os motivos deste trabalho. 
Nesta serie houve 5 mortes. Discutem as 
causas e prevenqao das complicates en- 
contradas. As complicates comuns mais 
serias foram a deiscencia do coto duo¬ 
denal, e as hemorragias na anastomose e 
no posoperatorio. Ficou demonstrado que 
algumas dessas complicacoes foram devi- 
das a erros de tecnica ou de assistencia no 
posoperatorio e que a taxa de mortalidade 
poderia ter sido reduzida a 1 por cento. 
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Fat has a scanty blood supply, and therefore a poor resistance to trauma and in¬ 
fection. It must be treated gently, cut cleanly, not torn or undermined. The fatty 
layers of a wound should be drained under conditions of contamination in which 
more vascular tissues could be trusted. Fat is on the whole the enemy of surgical 
handicraft. It tends to alternate with connective tissue in the interspaces of the 
body, such as the subcutaneous layers and the mesenteries. Where there is little 
fat there is much fibrous tissue and stitches hold well; where there is much fat 
blood vessels have hardly any adventitious sheath, and tear easily or slip out of 
ligatures, and stitches tend to cut out. 

—Ogilvie 
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T HE treatment of urethral stricture is 
governed by the etiopathogenic proc¬ 
ess and the canalicular periurethral 
and para-urethral anatomotopographic 
process. The etiopathogenic process guides 
one to the site of surface extension in the al¬ 
teration of the canalicular diameter, either 
of the cicatricial epitheliosclerous or of the 
inflammatory-sclerous type; but, besides 
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The author describes the nature, 
pathogenesis, pathologic picture and 
treatment of urethral stricture, listing 
the indications for surgical interven¬ 
tion and discussing the operative 
technic employed. 

He points out that the pathologic 
process is not confined to the peri¬ 
canalicular areas of the corpus spon¬ 
giosum but may extend to the para¬ 
urethral area, silently invading the 
bulbus cavernosus of the aponeu- 
rofic muscle and the superficial tissue 
cells of the perineum. 

Preoperative and postoperative 
urethrograms are presented to dem¬ 
onstrate the results obtained. The 
author has demonstrated the advan¬ 
tages of his technic on patients for¬ 
merly too difficult to cathetcrize and 
patients who had undergone hypo¬ 
gastric cystectomy. 



Fir,'. I (s*-e text). 

"hat the anatomopathologic alteration of 
the stricture means in itself as regards 
its location in the urethral wall, to the 
prognosis and to present and future treat¬ 
ment. the extension of the pathologic 
process beyond the apparently limited area 
"1 the stricture should be eon-id.Ted <*-•-.■n- 
tial. This oblige-, one t«» i»-ar in mind the 
roles of the periurethral and the para¬ 
urethral areas in the integral j.rr, 
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Fig. 2 (see text). 


Classic authors have been absolute in 
describing extension of the urethral proc¬ 
ess to the area of the corpus spongiosum 
whereon the body of the urethral gland 
rests. This was the basis of the work of 
Finsen-Wassermann and of the Necker 
school brought up to date by Motz. The 
urethral alteration process, however, is 
not circumscribed in general to the peri¬ 
canalicular area of the corpus spongiosum; 
it easily extends to the para-urethral 
areas, silently invading the cavernous bulb 
of the aponeurotic muscle and the super¬ 
ficial cell tissue of the perineum. 

Ureterographic study of the stricture 
will show the participation of the spongiose 
and perispongiose area, invading by propa- 
gation (lymphatic or venous) sections of 


the perineum, and it will be understood 
that these conditions, whether silent or 
more or less noisily revived in the long 
run through lack of treatment or in spite 
of it, will form areas of sclerous reaction 
capable of maintaining and even intensify¬ 
ing the canalicular constriction. Certain 
topographic areas are to be considered nu¬ 
clei of such an inflammatory-sclerous re¬ 
action: (a) the corpus spongiosum which 
—partly—is taken in any case of stricture 
for a peridenitic or phlebitic process show¬ 
ing areas of sclerosis; (b) the aponeurosis 
investing the corpus spongiosum, a lamina 
that compresses that vascular body and, 
responding to the initial infectious process, 
firmly adheres to that body aiding to pre¬ 
vent its expansion; (c) the bulbocavernous 
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muscle with the superficial perineal apon¬ 
eurosis investing it, by infiltration, also 
becomes an agent in constricting the corpus 
spongiosum, and (d) the area of super¬ 
ficial adipose connective tissue (Colies' 
space) which readily thickens in the 
presence of a urethral infectious exten¬ 
sion process. Thus, it will be understood 
that this aggregation of inflammatory al¬ 
terations, generally silent in appearance 
and development, should be considered an 
agent of sclerous constriction in the face 
of the apparently isolated canalicular proc¬ 
ess. 

As a matter of fact, when a case of ca¬ 
nalicular stricture is examined, it will be 
easy to find several situations: either the 
alteration is localized in the urethral ceil¬ 
ing as hard infiltrations, or alterations of 
the corpus spongiosum as hard nuclei- 


diaphragm-section types are present, par¬ 
ticularly near the meatus and in the peri¬ 
neal-bulbar area; or again the process will 
extend to the whole of the cylinder in the 
spongiose and aponeurotic muscular areas 
and that of the superficial cell tissue and 
will have formed a sort of armor investing 
the urethral canal, so that the organ can 
hardly be displaced, either sidewise or 
backward. 

The original cause is extensions by 
lymphatic or venous infiltration and not 
by immediate progression, silently follow¬ 
ing the urethral process. It is not difficult, 
therefore, to find the various apparently 
isolated localizations; for instance, super¬ 
ficial infiltration of the adipose tissue, to¬ 
gether with stricture of the canal, with 
apparent indemnity of the intermediate 
areolar and muscular areas. 



Fiv. 3 <*■(*< u At). 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 




Fig. 4 (see text). 


The aforementioned ureterographic ex¬ 
ploration illustrates these distance inva¬ 
sions, showing, in addition to the appar¬ 
ently silent urethral process without any 
degree of dysuria, irregularities of ure¬ 
thral filling, with alterations of the spon- 
giose-muscular sheath and the superficial 
extensions. 

These surprising results of the explora¬ 
tion show that in the presence of canalicu¬ 
lar stricture one should face the problem 
of the distance lymphatic-venous repercus¬ 
sion, which may be the cause of complica¬ 
tions. The result of such chronic invasion 
is a slow but progressive formation, 
through sclerofibrous reaction, of a con¬ 
striction process which, involving one 
after another of the periurethral and 
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'ig. 7.—Preoperative (left) and postoperative (right) urethrogiams, indicating results (see text). 



Pgr. 8. —Preoperative (left) and postoperative fright) urethrograms, indicating rc-ults fc Cf . 
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Fig. 9—Pieopeiative (left) and postopeiative (right) urethrograms, indicating results (see text). 



Fig. 10.—Preoperative (left) and postoperative (right) urethrograms, indicating results (see text). 
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para-urethral areas, maintains, increases, 
and renews itself, notwithstanding dila¬ 
tions of the stricture and the lack of ca¬ 
nalicular extensibility. 

The operation recommended will reveal 
the presence and participation, in varying 
degrees, of sclerous invasion of sections 
of the periurethral and para-urethral 
areas. In cases of unsuspected benign le¬ 
sions, which would make one think of a 
process localized to the epitheliodermic 
canalicular wall, one will find thickening 
of the superficial conjunctive fat tissue, 
alteration of the muscular plane of the 
bulbus cavernosus and, near the area of the 
corpus spongiosum, great difficulty in sep¬ 
arating, in the normal way, its investing 
aponeurosis. Once the latter is lifted it 


will be possible to see the pallor of the or¬ 
gan, its lack of expansion and hardening 
solidity of the urethral walls. 

For this double reason the processes of 
the periurethral and para-urethral areas 
should be examined ureterographically in 
all cases of urethral constriction, and the 
facts observed should be borne in mind 
with regard to prognosis and the treat¬ 
ment. 

Indications for Operation .—The opera¬ 
tion should be performed when the semi- 
ologic urge is not well realized, or when, 
being well realized, it presents extension 
of the process to the periurethral area. 
Other conditions justifying its use are ex¬ 
tended invasion of the corpus spongiosum, 
invasion of the area of the aponeurotic 
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muscle and infiltration of subcutaneous 
cellular-adipose tissue. 

For this reason either a single or a mul¬ 
tiple stricture, being hard and intense, 
will respond to this procedure, as will the 
strongly sclerotic type, hard to expand, 
which retracts over itself; the irritable, 
bleeding stricture that causes fever; the 
stricture associated -with fistula, and the 
urethral scissure due to trauma. 

The Operation. —This therapy consists 
in principle of perineal intervention, of 
course with care not to open the scrotal 
loggiae. 

First Stage (Fig. 1) : The extra-aponeu¬ 
rotic cell adipose tissue (Colles’ space) 
which infiltrated shall appear in concre¬ 
tions compressing the superficial perineal 
aponeurosis. 

Second Stage (Fig. 2, A and B) : Inci¬ 
sion of the superficial perineal aponeu¬ 
rosis together, with the bulbocavernous 
muscle, which will “free” the space that 
surrounds the corpus spongiosum (attri¬ 
tion area to be borne in mind, especially 
in the presence of acute perineal proc¬ 
esses) . 

Third Stage (Fig. 3, A and B) : Incision 
and careful detachment of the lamina in¬ 
vesting the corpus spongiosum (aponeu¬ 
rosis) , which will leave that body free to 
expand, allowing one to see its volume 
and color alterations in case of mere con¬ 
striction. This will not happen in the fre¬ 
quent cases of sclerous alterations, which 
maintain the corpus spongiosum in its re¬ 
duced volume, without expansion and with¬ 
out assumption of the normal dark bluish 
color. During this stage, one should be 
careful not to cut the bulbar spongiose 
body, in order not to expose the urethra. 

Fourth Stage (Fig. -1): In the excep¬ 
tional case it is sometimes necessary, as 
a complementary procedure, to incise the 
corpus spongiosum, leaving the urethra 
free in a wide space, without opening it, 
if there is suppuration or strong fibrous 


infiltration of the corpus spongiosum or if 
it is necessary to catheterize through the 
perineal meatus; unexpected operative 
opening of the urethra would not have, on 
the other hand, great importance. 

Fifth Stage: At this point an attempt 
is made to catheterize the urethra through 
its natural channel, and, surprisingly 
enough, it is possible to pass large cathe¬ 
ters where only filiform ones passed which 
enables one to use, rapidly and success¬ 
ively, probes of larger and larger size and 
to leave permanently the largest one used 
in the operation. One may use successively 
single and conducted filiform sounds, from 
the bequill to the olive-tipped and beniqve, 
starting with the smaller calibers. The op¬ 
erating surgeon stands to the left or to 
the right of the patient in directing their 
progress, thus avoiding perforation of the 
canal, which otherwise would not cause 
serious consequences. In no case should 
one employ round or straight Olivares 
stretchers, which would not pass through 
the narrow channel and so icovld damage 
the canal. 

Sixth Stage (Fig. 5) : When the penile 
prescrotal portion of the urethra is pro¬ 
foundly altered, it will be possible to em¬ 
ploy, in the altered area, the same handling 
of separation of the planes, care being 
taken on reaching the corpus spongiosum 
body, which is more vulnerable than in 
the restroscrotal sector. 

Seventh Stage (Fig. 6) : The perineum 
thus opened is closed by union and full 
joining of the superficial planes. No spe¬ 
cial suture is placed in the periparaure- 
thral block incised. A light drain of iodo¬ 
form gauze, introduced through the rear 
end of the incision, is left for forty-eight 
hours. This stage ends with a compressive 
dressing. 

Postoperative Period. —The urethral 
catheter should be kept in place for a 
week, and after a fortnight it will be 
possible to complete the dilation that al- 
r-g* 
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lows one to obtain the largest possible di¬ 
ameters in a few sessions. 

With a short postoperative period it is 
possible to maintain long-lasting urethral 
dilations not obtained by other treatments, 
besides the anatomopathologic modifica¬ 
tions obtained through the opening of the 
constrictions and of chronic and silent 
areas of infection. 

A counterproof will sustain my technic. 
I have pei'formed my intervention of re¬ 
leasing the para-urethral and periurethral 
planes without leaving urethral drainage 
in patients who were too difficult to cathe- 
terize and on whom hypogastric cystosto- 
my had been performed, and was able to 
prove a few days later that it was pos¬ 
sible to catheterize and widen the urethra 
with urethral catheters of higher caliber. 

ZUSAMMENFASSUNG 

Der Verfasser beschreibt die Natur, die 
Pathogenese, das pathologische Bild und 
die Behandlung der Harnrohrenstriktur, 
zahlt die Indikationen zum chirurgischen 
Eingriff auf und erortert die von ihm 
angewandte Operationstechnik. 

Er weist darauf hin, dass der Krank- 
heitsprozess nicht auf die perikanalikula- 
ren Gebiete des Schwellkorpers beschrankt 
zu sein braucht, sondern sich durch la- 
tentes Eindringen in den Bulbus caverno- 
sus des aponeurotischen Muslcels und in 
das oberflachliche Gewebe des Dammes auf 
paraurethrale Gebiete ausdehnen kann. 

Zur Darstellung der erzielten Behand- 
lungserfolge werden praoperative und 
postoperative Urethrogramme gezeigt. Der 
Verfasser hat die Vorziige seiner Technik 
an Patienten nachgewiesen, bei denen 
vorher eine Katheterisierung zu schwierig 


war und bei anderen, an denen eine hypo- 
gastrische C.vstostomie ausgefiihrt worden 
war. 

RESUME 

L’auteur decrit la nature, la pathogenie, 
le tableau pathologique el le traitement du 
retrecissement urethral, enumerant les in¬ 
dications chirurgicales et discutant la tech¬ 
nique operatoire. 

II montre que le processus pathologique 
ne se limite pas aux regions precanalicu- 
laires du corps spongieux mais peut s’eten- 
dre a la region para-urethrale avec en- 
vahissement muet du tissu musculaire et 
des tissus superfieiels du perinee. 

Des urethrogrammes pre- et postopera- 
toires eclairent les resultats obtenus. 
L’auteur a demontre les avantages de sa 
technique dans des cas oil un catheterisme 
s’averait trop difficile ainsi que dans des 
cas avant subi une cystostomie hypogas- 
trique. 

SUMARIO 

Descreve a patologia e o tratamento da 
estenose uretral, fazendo as indicates 
cirurgicas e discutindo as tecnicas opera- 
torias. 

Acentua que o processo patologico nao se 
limita as areas pericanaliculares dos cor- 
pos esponjosos mas pode se extender a 
area para-uretral invadindo, pi'incipal- 
mente, o bulbo cavernoso do musculo- 
aponeurotico e as do tecido superficial do 
perineo. As uretrografias no pre e no pos- 
operatorios sao apresentadas. 0 A. dem- 
onstra as vantagens de dua technica nos 
casos em que inicialmente era dificil cate- 
terizar e que foram submetidos a cisto- 
stomia hipogastrica. 
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O bstruction to the free flow of 
urine anywhere between the glom¬ 
erulus and the external urinary 
meatus is an urgent problem requiring 
immediate relief. An understanding of 
the basic uropathologic and the regional 
anatomic background is mandatory. 

Review of the records at Sequoia Hos¬ 
pital, Redwood City, California; Commu¬ 
nity Hospital, San Mateo, California and 
of the private practice of one of us shows 
that 98 cases of obstruction of the lower 
part of the urinary tract were observed 
and treated during the past two years 
(exclusive of prostatism). So large a num¬ 
ber of cases emphasizes the importance of 
this problem. 

To discuss congenital and acquired ob¬ 
struction of the urinary tract both from 
our own viewpoint and from that of others 
proved such an ambitious undertaking 
that our remarks herein will be limited 
to the commoner obstructions of the lower 
part of the tract in the male (see table). 
In subsequent articles other obstructive 
liropathic conditions will be considered. 

History, —Historically, Folsom noted a 
reference by the Hindus to the treatment 
of urethral pathologic changes as early as 
500 B.C. About *100 B.C., Hippocrates de¬ 
scribed urethral abscesses. Coleus, at the 
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A brief review of the commoner 
causes of urethral obstruction is 
presented, emphasizing congenital 
phimosis, stenosis of the external 
urinary meatus, valve of the pos¬ 
terior urethra, and contracture of the 
vesical neck. 

Acquired inflammatory and trau¬ 
matic strictures are considered, as 
well as foreign bodies, calculi and 
tumors. Basically, treatment is aimed 
at promoting an adequate flow of 
urine by removal of the lesion or 
urethral dilation. The history, em¬ 
bryonic background and anatomic 
aspects of the urethra are con¬ 
sidered. 

Most prominent causative factors 
were instrumentation and poslgonor- 
rheal urethritis. 

The need of early recognition of 
these obstructive lesions is empha¬ 
sized. Prompt, adequate treatment 
must be given to prevent irreversible 
damage to the upper part of the 
urinary tract. 


beginning of the Christian era, discussed 
impacted urethral stones. Shortly after¬ 
ward, Galen described perineal urethrot¬ 
omy. 
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During the sixteenth century bougies of 
wax, gum elastic, whalebone and flexible 
ivory were used, and in 1855 McDowell 
employed slippery elm bark for urethral 
dilation. The technic of internal and ex¬ 
ternal urethral compression was practiced 
by the French in the early nineteeth cen¬ 
tury. Although cauterization of strictures 
was first described five centuries ago, this 
technic persisted into the nineteeth cen¬ 
tury. 

Internal urethrotomy was reported by 
De Yega and Diaz four hundred years ago 
but did not come into wide use until 1825, 
when it was employed by Stafford. The 
widely used Maisonneuve urethrotome was 
developed in 1854. External urethrotomy 
was reported by Wiseman in the seven¬ 
teenth century and used extensively by 
Jameson (1844) and Syme (1884). In 
1878 Otis studied pathologic conditions of 
the male urethra and theorized that “the 
normal urethral calibre” was “definitely 
larger than had been previously thought.” 
Otis demonstrated a relation between 
the penile circumference and the anterior 
urethral calibre, and his urethrometer 
successfully calibrated the anterior ure¬ 
thra. The existence of strictures of large 
calibre and the cause of persistent “gleet” 
was also discussed. 

Although the history of gonorrhea goes 
back to the fifteenth century B.C., as re¬ 
corded in the Old Testament, the disease 
was not so named until Galen’s day. In 
the nineteenth century Finger noted sub¬ 
mucosal penetration of the organisms and 
deep tissue reactions. In the twentieth 
century Pelouze described the immunity 
of squamous epithelium and the suscep¬ 
tibility of columnar epithelium to this 
disease. 

Roentgenographic study of the lower 
part of the urinary tract was first done by 
Von Zeissel on a cadaver in 1902. Air 
contrast studies were performed by Keller 
in 1904. Stricture visualization, with the 


use of radiopaque Argyrol, was described 
by Cunningham in 1910. In 1922 Beclere 
and Hertz described the oblique position 
now employed. Although iodized oil media 
were described by Sicard and Forescier in 
1924, it remained for Flocks, in 1933, to 
suggest the use of radiopaque media in 
jelly suspension for good visualization. We 
use this type of medium for our studies. 
Recently, the use of Thixokon® for ure- 
thrographic procedures has been favorably 
reported upon by Kaufman and Denman. 
They noted the lack of bubbles in the solu¬ 
tion, which is easily injected and is con¬ 
sidered safe even if absorbed intravascu- 
larly. 

Embryonic Development .—For a thor¬ 
ough understanding of obstructive ure¬ 
thral disease a brief consideration of the 
pertinent embryologic aspects of the 
region is advisable. Division of the com¬ 
mon cloaca into the dorsal rectal area and 
the ventral urogenital sinus is completed 
by the seventh intrauterine week, when 
the urorectal septum fuses with the cloacal 
membrane. The urogenital sinus sub¬ 
divides into two portions: the dorsal sec¬ 
tion, into which the mesonephric ducts 
enter to form the bladder and the poste¬ 
rior portion of the urethra, and the ven¬ 
tral section, which forms the remainder 
of the urethra. 

The genital tubercle forms on the sur¬ 
face of the ventral body and becomes 
elongated. The cloacal membrane in- 
vaginates to form a vertical urethral 
groove, into which the urogenital sinus 
opens caudally. On the undersurface of 
the elongated genital tubercle paired 
lateral urethral folds appear, while more 
laterally labioscrotal swellings arise. The 
perineum forms as the urethral groove is 
separated from the anal pit. By the 
twelfth week the urethra is formed as the 
urethral folds fuse from the base of the 
penis forward, closing off the urogenital 
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Fig. 1—Normal urethrograms Film at lover right illustrates angulation at penoscrotal juncture 
from inadequate penile traction. (From Beard, D. B., Goodyear, TT. B., and Weems, H. S.: Radiologic 
Diagnosis: Lover Urinary Tract, 1952. Reproduced by courtesy of Charles C Thomas, Publisher.) 


sinus. These fused edges form the peno¬ 
scrotal raphe. At the ventral base of the 
glans penis the urethral plate splits and 
closes last, forming the fossa navicularis 
and the external urinary meatus. The 
prepuce develops from the growth of ven¬ 
tral epithelium arising at the glans area 
of the genital tubercle. Internally, the 
verumontanum develops from remnants of 
the mullerian duct at the fourteenth week 
of fetal life. 

Anatomic Features .—The normal male 
urethra average- 20 cm. in length and 
run*' ari S-shaped course. An elastic tube, 
the urethra prmides for the passage of 
urine, ejaculatory fluid and glandular 


secretions. The prostatic portion of the 
urethra, lined with transitional cell epi¬ 
thelium, is 2.5 cm. Jong and extends from 
the neck of the bladder to the triangular 
ligament. This is the widest and most 
dilatable portion of the urethra and has 
an average calibre of 45 F. On the 
floor of the urethra the prostatic acini ter¬ 
minate and the verumontanum eminence, 
with its ejaculatory ducts. appears. 

Stratified columnar epithelium lines the 
short (1 cm.), narrow membranous por¬ 
tion of the urethra, which lies firmly fixed 
within the triangular ligament behind the 
symphysis pubis. The lumen here is only 
moderately dilatable and averages 27 F. 
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Fig. 2.—Contrast air study of special value in 
location of nonopaque urethral calculi. 


Cowper’s bulbouretheral glands lie pos- 
terolaterally in the urogenital diaphragm. 
Together the prostatic and membranous 
areas form the posterior portion of the 
urethra. 

The long anterior portion of the urethra 
is lined by pseudostratified epithelium as 
far as the fossa navicularis, where squam¬ 
ous cells appear. In its obliquely forward 
17 cm. course from the outer layer of the 
triangular ligament, the anterior portion 
is surrounded by the corpus spongiosum, 
except about the proximal bulbous area, 
Here fixed in position, the urethra is un¬ 
covered and easily traumatized. The bulb 
is wide and calibrates 33 to 36 F. The 
bulbourethral glands open on the floor of 
the bulbous portion of the urethra. Along 
the roof of the anterior portion lie the 


numerous mucus-secreting glands of Lit- 
tre. The pendulous portion of the urethra 
ranges from 27 to 33 F. The fossa navicu¬ 
laris is one of three wide areas (bulb and 
prostatic region) of the urethra. 

The external urethral meatus is a nar¬ 
row vertical slit (21 to 27 F). An in¬ 
strument that can pass through this least 
dilatable portion of the urinary canal 
should pass easily through the normal 
urethra. 

The urethra is so constructed that its 
diseases encroach upon and distort the 
lumen. The location and extent of these 
lesions are demonstrable on studies with 
contrast media. The normal urethrogram 
is a tubular opacity, widest in the bul¬ 
bous area and narrowing proximally about 
the sphincters (Fig. 1). The external 
meatus and the fossa navicularis are dis¬ 
torted by retrograde injection of dye and 
are best seen on voiding urethrograms. A 
posterior spindle-shaped filling defect rep- 
i-esents the verumontanum. Penoscrotal 
angulation may be present, unless traction 
is exerted on the penis at the time the 
roentgenogram is taken. An oblique film 
gives the best visualization of the entire 
urethra. The urethrographic process is 
simple, rapid and painless and provides a 
permanent record. 

Our technic is first to empty the bladder. 
Retrojection of radiopaque jelly has usu¬ 
ally been done by holding a 2-ounce Asepto 
syringe, fitted with a rubber acorn tip, 
against the meatus. Roentgenographic 
exposure is made during injection. In the 
past we have supported the penis with a 
bare or lead-gloved hand; recently, how¬ 
ever, our respective radiology departments 
have become concerned about the amount 
of exposure we have been getting, so that 
we are now using the Brodny clamp and 
are stepping out of the immediate roent¬ 
genographic field. Retrojection of air 
has been valuable in outlining pathologic 
conditions within the urethra, especially 
nonopaque calculi (Fig. 2). The lack of 
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Fig. —Plastic mental dilator 8 cm. long, 0 F to 
28 F calibei. Above, mental dilatox in place; 
below, shaip mental dilator perforating urethra. 

urethral irritation that results from this 
method favors its more widespread use. 

Comjnntal Urethral Obstructions .—By 
custom, first consideration is given to the 
congenital causes of urethral obstruction. 
Urethral anomalies are caused by mal- 
developmcnt of the genital tubercle and 
the urogenital sinus. Arrest may take 
place at any stage of embryonic develop¬ 
ment. 

1. Ah'< act of tin Ux thro is rare. It may 
be associated with ab-ence of the penis 
but is more commonly observed in male 


RITTER AND RITTER: URINARY" OBSTRUCTIONS 

infants in whom the penis is normally de¬ 
veloped, This condition may be incom¬ 
patible with life. Death in utero results 
from pressure of the distended bladder on 
fetal circulation. The child may survive 
with an outlet through the rectum or the 
urachus. Early urethrotomy is manda¬ 
tory and delayed secondary urethroplasty 
advisable. 

2. Imperforation of the External Uri¬ 
nary Meatus is not uncommon. It is rem¬ 
edied by immediately opening the outlet 
in the glans penis. If there is more ex¬ 
tensive obliteration of the urethra, the 



Fig. i.—Suggi-N'i treatment of m• ntn! •- 1 »r.'> i- 
uith nKwiifir'l urt'hral dilator. Taf-rid ddnt/r :• 
5 cm. In-g, caliber •*, F :.t tip a* <1 It F 1:*<. 
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chances that the child will live are poor. 

3. Congenital Cysts of the External Uri¬ 
nary Meatus may cause obstruction. 

4. Congenital Phimosis, or narrowing of 
the preputial orifice, is the result of mal- 
development. The prepuce cannot be re¬ 
tracted and is often made adherent to the 
glans by retained secretion. The hyper¬ 
trophic type covers the glans, and the ori¬ 
fice is small. In the atrophic form the 
prepuce is short and the opening small. 
The orifice is often so narrowed that uri¬ 
nation is obstructed. Treatment is by 
circumcision. 

5. Congenital Stenosis of the External 
Urinary Meatus is very common; yet it 



Fig. 5.—Congenital inframontal urethral valve 
with proximal dilatation of urinary tract. (Repio- 
duced by courtesy of Ciba Pharmaceutical Prod¬ 
ucts, Inc.) 
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Fig. 6 —Congenital hypertrophy of verumontanum 
in boy 5 years old. (From Kjellbcrg, S. R., Erics¬ 
son, N. O., and Rudhe, U.: The Lower Urinary 
Tiact in Childhood; icproduccd by courtesy of 
Ahnquist and Wikscl, Stockholm.) 

is frequently unrecognized until symp¬ 
toms occur (usually consisting of ul¬ 
ceration at the meatus and a drop of blood 
on the diaper). In Campbell’s opinion 
this condition, with its grave portent, is 
often inadequately diagnosed. He stated 
that one-fifth of all pediatric urologic dis¬ 
orders have meatal stenosis as their basis. 
In cases of hypospadias, the defect in fu¬ 
sion of the urethral folds is usually asso¬ 
ciated with external meatal stricture (50 
per cent). Smith has noted that, while 
the meatal orifice is in the midline, the 
penoscrotal raphe may deviate to one side 
or the other. Rau stated that 2.5 per 
cent of all urethral strictures occur at the 
external urethral meatus and that narrow¬ 
ing is limited to the distal 3 mm. of the 
urethra. Early circumcision has been ad¬ 
vised by Lowsley and Kirwin, in whose 
opinion meatal stenosis accompanies a 
long prepuce. On the other hand, Berry 
and Cross calibrated the meati of 200 cir¬ 
cumcised and uncircumcised infants under 
18 months of age: only 30 per cent of the 
patients in the circumcised group had a 
meatal opening of 14 F or larger, yet 53 
per cent of the patients in the uncircum¬ 
cised group did. Ten per cent of the 
patients in the circumcised group had 
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Fiji. 7.—Contracture of vesical neck in boy need 14. A, distended bladder; D, bilateral dilatation of 
upper part of urinary tract, with complete reduplication of ripht upper tract. C, same patient two 
years later (excretory uropram after second resection)./>, same patient nine years later; propre cc ive 

improvement in upper part of tract. 


stenoses tighter than 10 F, as compared 
with only ?, per cent of the uncircumcised 
infants. Berry and Cross postulated that 
early circumcision is related to ulcerative 
meatus and secondary stenosis; they sup- 


pested a delayed procedure. The basis of 
the ulceration is probably mechanical and 
chemical (wet diaper) irritation. We have 
speculated about the u^e of a thin, emol¬ 
lient, acidic ointment over the meatus of 
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Fig. 8.—A, urethrogram depicting bulbomembranous strictuie with posterior urethral fistula (“water¬ 
ing can” perineum). B, uiethiogtam demonstrating membranous stiictuie, spindle-shaped verumon- 

tanum and elongated posterior poition of urethra. 


the circumcised infant to prevent such ir¬ 
ritation. 

Manifestations of obstruction may in¬ 
clude straining at urination, distention 
of the bladder, overflow urinary inconti¬ 
nence, enuresis and ulceration about the 
meatal lips. Compressing the meatus 
horizontally will show the true size of the 
vertical meatal slit. Bai'nes calibrated 
the normal infant meatus at the age of 1 
year, at 10 F; at 5 years, at 15 F; at 10 
years, at 18 F, and in the adult, at 26 F. 
The diagnosis is confirmed by observation 
of the size and direction of the stream of 
urine. In a patient with a pinpoint 
meatus, urethrographic investigation and 
studies of the upper part of the tract are 
advisable to rule out the presence of the 
effects of back pressure. 

Early correction of this condition may 
well forestall the onset of acute pyelitis. 
Adequate meatotomy with subsequent di¬ 
lation is necessary. We slit the bottom 


commissure with a bistoury knife or a 
No. 11 scalpel blade gently inserted 1 cm. 
into the meatus in the trough of a grooved 
director. No anesthesia is used for 
infants and young boys. For adults, top¬ 
ical 4 per cent procaine hydrochloride is 
sufficient. Bleeding is controlled by dig¬ 
ital pressure. Immediate dilation with a 
well-lubricated meatal dilator is done. 
We instruct the parents or the older 
patients to hold the glans penis on the 
stretch between the thumb and fore¬ 
finger of one hand to straighten the ure¬ 
thra. The meatal dilator is held in the 
other hand and directed straight down 
along the course of the urethra to a 
depth that gives appropriate caliber to the 
meatus. 

One commonly used dilator (Fig. 3), 
made of rigid lucite, measures 8 cm. in 
length and ranges from 6 F to 28 F in 
diameter. In our opinion this instrument 
is too sharply pointed for safety. Since 
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there are no markings to guide the user, 
overzealousness may result in undue depth 
of insertion and perforation of the 
urethral wall. Catheter plugs have also 
been used for meatal dilation. Since they 
range from 17 F to 28 F in calibre, there 
is usually disproportion in introducing 
them through the external meatus. The 
use of oral thermometers has been advo¬ 
cated for meatal dilation. These range 
from 9 F to 13 F in calibre. After one of 
us spent a busy evening picking pieces of 
a broken thermometer from a baby’s 
urethra and calming his frantic parents, 


Fig. u 
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Fig. 10.—Urethrogram depicting obstruction due 
to carcinoma of urethra. 


this method was hastily abondoned. Some 
of our colleagues have used a well-lubri¬ 
cated cotton-tipped applicator stick for 
meatal dilation. For home use we do not 
consider this tapered well enough to facili¬ 
tate easy introduction. In addition, there 
is the possible danger of losing the tip of 
cotton in the urethra. We have recently 
designed a series of smooth, tapered plas¬ 
tic meatal dilators with rounded tips and 
limiting collars at their bases (Fig. 4).* 
These dilators are easily cleansed and do 
not require sterilization. The smallest di¬ 
lator ranges from 6 F to 14 F in a 4 cm. 
length and suffices for preliminary treat¬ 
ment. The medium-sized dilator meas¬ 
ures 12 F to 18 F and the largest 16 F 
to 24 F. Each of the dilators measures 
o cm. in length. These dilators are 
marked so that the proper size can be 
identified easily by the physician. Thus 
we hope to prevent the drawbacks pre¬ 
viously outlined. The projecting collar 
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limits the depth of penetration and makes 
this instrument relatively foolproof, yet 
it permits adequate meatal dilation. The 
best results are obtained from twice 
weekly, progressive use of these well- 
lubricated dilators for at least six weeks. 

6. Congenital Stenosis of the Urethral 
Canal is not an uncommon condition in the 
anterior portion of the urethra. The nar¬ 
rowing usually occurs at the bulbomem- 
branous juncture or at the proximal mar¬ 
gin of the fossa navicularis. True scar 
tissue due to local inflammatory change 
is usually absent. The diagnosis is con¬ 
firmed by urethroscopic and uretliro- 
graphic study and the use of sounds. 
Treatment consists of intermittent dila¬ 
tion until the area has reached a suit¬ 
able calibre that becomes permanent. 

7. Congenital Valve of the Posterior 
Portion of the Urethra is frequently listed 
as a cause of urinary disturbance in male 
children, resulting in back pressure with 
progressive dilation of the bladder and 
the upper part of the tract. The condi¬ 
tion was first described by Langenbeck 
in 1902. Young (1913) classified the 
most common form as inframontal (Fig. 
5), extending from the verumontanum 
anteriorly to the circumference of the ure¬ 
thra in the bulbomembranous region. The 
less common supramontal form extends 
upward toward the internal sphincter. 
The iris form is unrelated to the verumon¬ 
tanum and may be observed above or be¬ 
low this structure. The passage of an 
instrument from below is unimpeded, 
since the valves collapse inward. Outflow 
of urine is inhibited, since the valves bal¬ 
loon against the roof on voiding. Etio- 
logic theories include persistence of the 
urogenital membrane, wolffian-mullerian 
duct remnants and fusion of the urethral 
roof with the verumontanum at a time of 
embryonic epithelial overactivity. The 
symptoms are obstruction and secondary 
infection, and resemble those of prostatic 


obstruction. The valves are usually diag¬ 
nosed in young persons but may not be 
seen for many years. Pulling at the pre¬ 
puce and glans penis in infants may be a 
significant sign, as may redness of the 
face from straining at urination. Over¬ 
flow incontinence and bedwetting are often 
present. A distended bladder may be ob¬ 
served. In differential diagnosis, chronic 
nephritis must be considered. Urinalysis 
usually reveals pus, and there may be 
diminution of renal function. Excretory 
urographic study often demonstrates prox¬ 
imal distention of the urinary tract. 
Urethroscopic study is essential, since the 
valves are best seen as the instrument is 
withdrawn. Controversy exists as to 
whether treatment should consist of trans¬ 
urethral resection or open excision. 

8. Congenital Hypertrophy of the Vent- 
montamm has been observed ' urethro- 
scopically (Fig. 6). The verumontanum 
is greatly enlarged and elongated, may 
obstruct the posterior urethra and is 
frequently associated with posterior ure¬ 
thral valves. Campbell noted Brody and 
Goldman’s etiologic hypothesis of stimula¬ 
tion by circulating estrogens during fetal 
life. Although partial endoscopic excision 
has been advocated when the hypertrophy 
is obstructive, the danger that infertility 
may result from this procedure must be 
considered. 

9. Congenital Obstruction of the Vesical 
Neck is more common than was once be¬ 
lieved, according to Burns and Shashy. 
Til a study of 129 cases of obstructive 
lesions of the lower part of the urinary 
tract in children, these authors noted such 
contractures in 123. The condition must 
be differentiated from urethral valves, 
hypertrophy of the verumontanum and 
neurologic maldevelopment. Neuromuscu¬ 
lar imbalance between the nerve fibers 
supplying the detrusor muscle and the 
external urinary sphincter may cause this 
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condition. Careful examination to rule 
out defects of the spinal cord is empha¬ 
sized. Barnes and Hadley questioned 
whether stenosis of the vesical outlet may 
be due to fibrosis, muscular hypertrophy 
or sphincteric spasm. A great many pa¬ 
tients with enuresis are said to have ob¬ 
structive lesions of the lower part of the 
tract. In discussing congenital contracture 
of the vesical neck in children, Deakin ex¬ 
pressed the opinion that with regard to 
this condition the male predominates in 
at least a 2 to 1 ratio, whereas Burns 
stated that the incidence is equal for the 
sexes. 

The dangers are those of embarrass¬ 
ment of the upper part of the urinary 
tract, impaired renal function, infection, 
malnutrition, acidosis and even uremia. 
Parenchymal destruction, rather than ob¬ 
struction of the lower part of the urinary 
tract, proves fatal. Common symptoms 
observed in patients with obstruction of 
the lower part of the tract include strain¬ 
ing to urinate, overflow incontinence, re¬ 
tention of urine and bedwetting. Chills and 
fever, associated with pyuria, are common. 
Diurnal wetting in older children may be 
a significant sign. The diagnosis is made 
cystourethroscopically. 

No single type of treatment has been 
uniformly successful. Removal of the 
primary lesion and secondary plastic re¬ 
pair are usually advisable, although simple 
dilation may suffice. Long-term drainage 
is needed when there is damage to the 
upper part of the tract. Deakin stated 
that T-tube ureterostomy with endoscopic 
resection of the vesical neck is the treat¬ 
ment of choice. Postoperative dilation is 
required. The age of the patient governs 
the approach, since the urethral calibre 
must be large enough to accommodate an 
instrument of adequate size if transure¬ 
thral therapy is considered. In Burns' 
opinion this factor rules out endoscopic 
treatment for children less than -5 years 
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old and that an open direct approach to 
the neck of the bladder is best for these 
patients, with revision of the obstructive 
area. We have used the infant (12 F) 
McCarthy resectoscope in this region with 
some degree of success, but essentially we 
agree that resection is best done by larger 
instruments in older children with larger 
urethras. The prognosis depends upon 
the extent of damage to the upper part of 
the tract. 

The problem of retrograde ejaculation 
following transurethral resection proxi¬ 
mal to the verumontanum is of grave im¬ 
port. Ten years ago a 14-year-old boy 
was examined who had passed blood in 
his urine after abdominal trauma during 
a football game. A greatly distended 
bladder and a bilaterally dilated upper 
portion of the urinary tract were observed 
(Fig. 7, A and B) . Endoscopic resection 
of the contracted neck of the bladder was 
carried out on two occasions during the 
next three years (Fig. 7C), resulting in 
progressive improvement in function of 
the upper portion of the tract (Fig. ID). 
The patient is now 24 years old, married, 
and wants children. The urethroscope re¬ 
vealed backward tilting of the orifices of 
the ejaculatory ducts, due to proximal ure¬ 
thral scarring. The patient has retrograde 
ejaculations. He and his wife now speak 
in terms of bitterly disappointed parent¬ 
hood. 

Acquired Obstructions. —1. Inflamma¬ 
tion: a. Inflammatory stricture is the most 
common acquired urethral obstruction and 
is reported by some authors as comprising 
90 per cent of all urethral strictures. It 
is usually observed in persons 25 to 50 
years of age. Strictures resulting from 
gonorrhea or nonspecific urethritis are of 
wide calibre and usually involve the bulb¬ 
ous area of the anterior part of the ure¬ 
thra (Fig. S.-l). Ten per cent of the-e 
are multiple, and the narroue-t stricture 
lies posteriorly. The opening of the stric- 
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ture is usually round. In the gradual 
pathologic process, mucosal inflammation 
is followed by fibroblastic infiltration, 
destruction of the lining membrane, sub¬ 
mucosal fibrosis and periurethral glandu¬ 
lar reaction. Thrombophlebitis of the 
corpus spongiosum results in further ob¬ 
structive scarification of the urethral 
canal. The symptoms include obstruction, 
infection, painful erection, retrograde 
ejaculation, epididymitis and gleet. Ure- 
thrographic study may reveal the length, 
calibre, multiplicity and location of the 
stricture. It also determines whether the 
stricture is impenetrable. These observa¬ 
tions are confirmed urethroseopically and 
by instrumentation. 

Primarily, inflammatory strictures are 
best treated with urethral dilation. It 
has been postulated that such dilation may 
lead to the absorption of scar tissue. Stric¬ 
tures tend to contract after dilation, and 
the frequency of treatment is dependent 
upon individual response. It is best to 
start with a larger dilator and drop down 
to one of an acceptable calibre. These 
instruments should never be forced. If 
the calibre is 16 F or less, we tend to use 
flexible filiforms and followers. We never 
use a rigid instrument unless the calibre 
is at least 18 F, since we are convinced 
that smaller rigid instruments are too 
sharply pointed and may cause false pas¬ 
sages. We consider that the easy passage 
of a 26 F sound indicates a good result. 
We inform the patient that this is a long¬ 
term, perhaps permanent condition that 
requires regular treatment. Initial dila¬ 
tion may be intermittent or continuous. 
In the continuous type, difficult insertion 
may require tying the dilator in place and 
keeping the patient at bed rest. Without 
retention, intermittent dilation usually 
suffices. The dangers are false passage, 
bleeding with clot formation, and infec¬ 
tion. 

If the strictures resist dilation, a variety 


of surgical procedures is available, start¬ 
ing with external meatotomy. Many text- 
tooks condemn internal urethrotomy as a 
dangerous and outmoded procedure. Not 
only in our practices, but in those of many 
of our colleagues, we have been gratified 
to learn that this is not the case. If done 
carefully, it is a simple, effective proce¬ 
dure, especially in the anterior portion of 
the urethra. The precautions include 
asepsis, hemostasis and careful incision. 
The incision is made from within outward. 
We have been accustomed to a dorsal inci¬ 
sion, but Emmett stated that he noted no 
difference whether the cut was made 
ventrally or dorsally. If the stricture ac¬ 
cepts only a filiform, the Maisoneuve 
urethrotome is preferred. For strictures 
of large calibre which re-form rapidly, the 
Otis urethrotome is employed. Immediate 
postoperative dilation to 26 F or 28 F is 
advised. External urethrotomy or stricture 
resection may be necessary for extensive, 
rigid, impassable strictures, which com¬ 
monly occur in the bulbomembranous area, 
and also applies when perineal fistulas 
occur (Fig. 85). 

The local injection of hydrocortisone 
has been reported by Lyons and Bonner 
to inhibit fibroblastic proliferation. They 
consider the success of treatment un¬ 
related to the duration of the stricture. 
Raines and his co-workers, after sounding, 
have used oral pregnisolone effectively to 
prevent the re-formation of strictures. 

b. Tuberculosis of the urethra is rela¬ 
tively uncommon. Ulceration of subepi- 
thelial tubercles tends to form fibrosis 
and subsequent strictures, which are usu¬ 
ally located in the posterior portion of the 
urethra. Such strictures are obstructive, 
dense and resistant to all forms of ther¬ 
apy. Diversion of urine may be necessary. 

c. Urethritis secondary to an indwelling 
catheter left for a long period is another 
cause of the formation of inflammatory 
stricture leading to obstruction. 
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<3. Acquired phimosis may be traumatic 
or inflammatory. The elastic fibers of the 
prepuce are destroyed. Fibrosis occurs, 
together with abnormal narrowing of the 
preputial opening and urethral obstruc¬ 
tion. Inflammatory causes include balani¬ 
tis, lack of cleanliness, venereal disease 
and incontinent dribbling of urine. 

c. Paraphimosis is a condition in which 
the glans penis is strangulated by a tightly 
retracted prepuce, the urethra is com¬ 
pressed and obstruction results. A cer¬ 
tain degree of phimosis preexists. Para¬ 
phimosis is a common complication of 
inflammatory urethral disease. Early re¬ 
duction of the strangulated tissue and 
treatment of the causative urethral inflam¬ 
matory disease are advised, both for 
phimosis and paraphimosis. Division of 
the constricted area by dorsal slit or cir¬ 
cumcision must be considered. 

f. Inflammatory hypertrophy of the 
verumontanum so severe that urethral ob¬ 
struction resulted, has been described by 
Campbell. This condition has been ascribed 
to sexual irregularity, with repression, 
coitus interuptus and chronic masturba¬ 
tion playing major roles. We have not 
been able to substantiate the cause-and- 
effect relations with any regularity. 

2. Acquired Traumatic Obstruction: a. 
The commonest sequal to urethral trauma 
is the formation of obstructive strictures. 
Such strictures are extremely dense, and 
their openings are irregular in outline. 
Internal trauma may be the result of over- 
zealous instrumentation in an already dis¬ 
eased urethra. Creation of false passages 
may occur, or penetration of the rectum 
may result. These complications are often 
present when urethral pathologic condi¬ 
tions already exist. Instrumental over¬ 
distention of the urethral lumen has been 
responsible for numerous strictures, either 
at the fossa navicularis or in the bulbo- 
membranous portion of the urethra (Fig. 
h). Five per cent of all patient* on whom 
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transurethral prostatic resections are per¬ 
formed are said to present such strictures. 
We have attempted to prevent this by 
calibrating the urethra preoperatively and 
gently dilating it to the required instru¬ 
mental calibre. We cannot overemphasize 
the importance of using well-lubricated 
instruments; we always retroject lubricat¬ 
ing jelly directly into the urethra prior 
to instrumentation. Emmett and his col¬ 
leagues have advocated preliminary inter¬ 
nal urethrotomy to prevent strictures oc¬ 
curring after transurethral resection. 
They so treated 450 patients whose ure¬ 
thral lumens measured less than 26 F at 
the external meatus and 36 F in the bulb¬ 
ous portion. Emmett and his collaborators 
estimated that this procedure was needed 
prior to 22 per cent of all transurethral 
operations done by them. 

b. Burns of the urethra are uncommon. 
Formerly, caustic solutions were used to 
treat inflammation and as prophylaxis 
against venereal disease. Silver nitrate, 
bichloride of mercury and alcohol were the 
most common agents. The injury was usu¬ 
ally aggravated by passage of instruments. 
Immediate mucosal swelling occurred, fol¬ 
lowed by mucosal slough, formation of 
stricture and then obstruction. Idiosyn¬ 
crasy to intraurethral medications may 
cause allergic reactions similar to chemi¬ 
cal burns. The mercurials are the agents 
chiefly responsible. Electrical burns may 
occur owing to faulty insulation of elec¬ 
trodes during resection or cauterization. 
Strictures resulting from burns are long 
and extensive. They usually follow the 
direction of the solution or electric current 
that caused the reaction and are highly 
resistant to dilation. 

c. External urethral trauma usually re¬ 
sults in rupture of the urethra, extravasa¬ 
tion of urine, suppuration in the fascial 
planes and formation of stricture. Separa¬ 
tion of the symphysis pubis, often asso¬ 
ciated with fracture of the pubic bone?. 
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traumatizes the urethra behind the tri¬ 
angular ligament and may involve the neclc 
of the bladder. Extravasation into the 
prevesical space and the region of the 
inner thigh is not uncommon. 

Straddle injury of the bulbous portion 
of the urethra is fairly common and may 
be followed by extravasation of urine in 
front of the triangular ligament traveling 
beneath Colies’ fascia and up over the 
abdomen. Penetrating wounds within the 
triangular ligament of the membranous 
portion usually extravasate about the 
prostate and through the ischiorectal 
space. Adequate early repair of the rup¬ 
tured urethra minimizes stricture foi'ma- 
tion. 

3. Urethral Spasm: Spasmodic stric¬ 
tures of the urethra have been reported 
which are neither congenital nor acquired. 
These obstructions are temporary and may 
be due to contracture of the deep urethral 
muscles, particularly the external sphinc¬ 
ter, and to edema of the neck of the blad¬ 
der. In our experience this condition is 
usually of psychic origin. Spasm may 
occur on the basis of irritation from a 
foreign body, inflammation, rapid or 
forceful instrumentation, intercourse, 
masturbation, and alcoholic or physical 
overindulgence. Overheating and chilling 
may be causative factors. Fiedler re¬ 
ported having observed this condition in 
association with pneumonia, cerebral ac¬ 
cident, cardiac decompensation and un¬ 
related surgical procedures. In his opin¬ 
ion it is commonly associated with rectal 
distress. The differential diagnosis is 
difficult when true organic stricture is 
present. Urethrographically a smooth con¬ 
stricted area is demonstrable. Treatment 
consists of local anesthesia, heat, anti- 
spasmodics, gentle pressure and reassur¬ 
ance. 

4. Urethral Tumors : Granulomatous 
urethral lesions, associated with inflam¬ 
mation or trauma, are more prevalent than 


true urethral tumors. Growths are com¬ 
monly associated with strictures. The 
greatest incidence of urethral tumor is 
reached in the sixth decade of life. Benign 
urethral tumors (papillomata and polyps) 
commonly occur in the posterior portion 
and are usually near the verumontanum. 
Local excision is the treatment of choice. 

The anterior portion of the urethra is 
the common site of malignant urethral 
tumors. The majority occur in the bulb¬ 
ous portion (Fig. 10), although the fossa 
navicularis is another common site. The 
onset is insidious and may be asso¬ 
ciated with perineal swelling, priapism, 
infection, ulceration and progressive ob¬ 
struction. Regional adenopathy is not un¬ 
common. Tumors of the bulbous portion 
often involve deep, inaccessible pelvic 
nodes, but tumors of the fossa navicularis 
usually spread to the more accessible in¬ 
guinal glands. Unfortunately, metastases 
usually occur before the diagnosis is made. 
Complete removal of the growth is the 
best therapy. Radical dissection of the 
involved nodes is governed by the extent 
of the spread as well as the site of the 
growth. 

5. Foreign Bodies: The urethra is an 
easily accessible portal of entry for many 
obstructive foreign bodies. Thermometers, 
bits of paper and wood, chewing gum, 
candles and thread are but a few of the 
objects that have been reported. Usually 
these foreign bodies have been inserted 
by children, senile persons, sexual per¬ 
verts, intoxicated persons and the men¬ 
tally disturbed. Iatrogenically introduced 
foreign bodies result from broken instru¬ 
ments, such as bits of resectoscope sheaths, 
endoscopic forceps and torn pieces of 
catheters. The obstructive symptoms are 
dependent upon the size of the foreign 
body and the duration of its presence. The 
formation of stone about a foreign body 
is not uncommon. The diagnosis is readily 
made by palpation and by urethroscopic 
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and roentgenographic examination. The 
treatment is removal of the object in the 
least traumatic way possible, preferably 
by a closed method. 

6. Urethral Calculi: These commonly 
occur behind strictures, especially in the 
narrow membranous portion of the ure¬ 
thra. The next most frequent site is at 
the narrowed edge of the fossa navicularis. 
The calculi are usually solitary and small. 
Primary urethral stones may arise from 
the prostate, about a foreign body, or may 
form proximal to a stricture. They are 
soft, small and often nonopaque. The 
usually associated stricture prevents ade¬ 
quate direct visualization of these objects. 
They are best located with a sound or by 
urethral palpation. The use of nonopaque 
air contrast urethrographic procedures is 
suggested. The symptoms are usually of 
long duration, and the calculi grow slowly 
until they progress to the point of urethral 
obstruction. Secondary urethral stones 
descending from the upper portion of the 
tract are more common (11:1). They are 
usually radiopaque and are easily located 
on roentgen examination. The anterior 
portion of the urethra is usually normal 
in these cases. Symptoms include perineal 
or penile pain and hematuria, followed by 
sudden stoppage of urine. The stone may 
be palpable. Treatment consists of remov¬ 
ing the stone transurethrallv, if it is small. 
An open operation is often necessary to 
remove large and impacted stones. 

7. Prostatic Abscess: This is not a com¬ 
mon lesion. It is characterized by painful 
urination, chills and fever, perineal pain 
and a sense of perineal fullness. Urinary 
obstruction is often reported. Rectal pal¬ 
pation usually reveals an enlarged, warm, 
tender, asymmetric gland, which may be 
fluctuant. Incision and drainage are ad¬ 
vised. 

8. The Entnrpid Prostate: Enlargement 
of the prostate is a common cause of ure¬ 
thral obstruction in elderly patients. Much 
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has been written about this condition. 
Briefly, symptoms of progressive obstruc¬ 
tion develop for some time. Rectal palpa¬ 
tion and urethrocystoscopie study confirm 
the diagnosis. Urethrographic examina¬ 
tion usually reveals a urethra elongated 
in its posterior portion. In a patient with 
purely median lobe hypertrophy there is 
a forward tilt of the prostatic portion. In 
patients with hypertrophy of the lateral 
lobe there is increase in the anteroposte¬ 
rior urethral diameter, with side-to-side 
flattening. We attempt to reconstruct the 
vesical neck after open prostatic enuclea¬ 
tion, thus hoping to avoid postoperative 
obstructive narrowing. Prostatic malig¬ 
nant lesions must also be mentioned, pri¬ 
marily the sarcomas; these cause pro¬ 
nounced urethral obstruction. 

COMMENT AND SUMMARY 

A brief review of the commoner causes 
of urethra] obstruction is presented, em¬ 
phasizing congenital phimosis, stenosis of 
the external urinary meatus, valve of the 
posterior urethra, and contracture of the 
vesical neck. Acquired inflammatory and 
traumatic strictures are considered, as 
well as foreign bodies, calculi and tumors. 
Basically, treatment is aimed at promot¬ 
ing an adequate flow of urine by removal 
of the lesion or urethral dilation. The 
history, embryonic background and ana¬ 
tomic aspects of the urethra are con¬ 
sidered. 

In the authors’ review of 98 recent 
cases of urethral obstruction, 50 examples 
of congenital mental stenosis in infants 
were included. In 3 of these the condi¬ 
tion was associated with hypospadias. 
Contracture of the neck of the bladder was 
noted in 31 patients (7 children and -1 
adults). Thirty-four urethral strictures 
were observed in adults (13 anterior and 
23 posterior). Obstructive urethra] tumors 
were present in 3 patients. It is obvious 
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Common Types of Urethral Obstruction 


A —Congenital 

Absence of urethra 
Imperforation of urethra 
Cyst of external urinary meatus 
Phimosis 

Stenosis of external urinary meatus 
Stenosis of urethral canal 
Valves of posterior urethra 
Hypertrophy of verumontanum 
Obstruction of vesical neck 

B —Acquired 

I. Inflammatory 
Strictures: 

Gonorrheal 
Non-specific disease 
Tuberculosis 
Indwelling catheter 
Phimosis 
Paraphimosis 

Hypertrophy of verumontanum 

II. Traumatic 
Internal 

Instrumentation 

Burns 

Allergies 

External 

III. Spasm 

IV. Tumor 

V. Foreign body 

VI. Calculi 

VII. Prostatic abscess 

VIII. Prostatic hypertrophy 


from these figures that congenital meatal 
stenosis in infants is quite common. The 
authors encourage their colleagues in other 
fields than urology, primarily pediatri¬ 
cians and general practitioners, to be 
aware of the signs and significance of this 
condition; this may account for the large 
number of such cases in their series. Their 
technic of meatotomy is detailed, and a 
newly designed set of urethral meatal 
dilators is described. There is also a sur¬ 
prisingly large number of posterior ure¬ 
thral strictures in this list, which may be 
due to an overlapping error in classifica¬ 
tion of bulbomembranous strictures. The 
most prominent causative factors were in¬ 
strumentation and postgonorrheal ure¬ 
thritis. 

The need of early recognition of these 
obstructive lesions is emphasized. Prompt, 
adequate treatment must be given to pre¬ 


vent irreversible damage to the upper part 
of the urinary tract. 

ZUSAJI menfassung 

Es wird ein kurzer Dberblick fiber die 
haufigeren Ursachen der Undurchgangig- 
keit der Harnrohre gegeben. Hervorge- 
hoben werden die kongenitale Phimose, die 
Verengung der ausseren Harnrohrenoff- 
nung, die IClappe der hinteren Harnrohre 
und die Yerengerung des Blasenlialses. 

Weitere Erwahnung finden entzfindliehe 
und traumatische Strikturen, Fremdkor- 
per, Harnsteine und Geschwfilste. Die Be- 
liandlung hat grundsatzlicli die Schaffung 
eines ausreichenden Harnabfiusses durch 
Entfernung des Hindernisses oder durch 
Erweiterung der Harnrohre zum Ziel. Auf 
die Geschiclite dieses Kranklieitszustandes, 
die embryologischen Hintergrfinde und die 
anatomischen Verhiiltnisse der Harnrohre 
wird eingegangen. 

Unter den von den Verfassern nach- 
untersuchten 98 neuen Fallen von Harn- 
rohrenverstopfung befinden sich 50 Bei- 
spiele angeborener Verengerung der 
Harnrohrenoffnung bei Kleinkindern. In 
drei Fallen war die Erkrankung mit Hypo- 
spadie vergesellschaftet. Verengung des 
Blasenhalses wurde bei 11 Kranken (7 
Kindern und 4 Erwachsenen) beobachtet. 
Verstopfende Geschwfilste der Harnrohre 
bestanden bei der Kranken. Aus diesen 
Zahlen geht hervor, dass die angeborene 
Stenose der Harnrohrenoffnung bei Klein¬ 
kindern ziemlich hiiufig ist. Die Verfasser 
fordern die Arzte, die keine Urologen sind, 
besonders Kinderarzte und Allgemein- 
praktiker auf, die Symptome und die 
Wichtigkeit dieser Erkrankung im Auge 
zu behalten. Die von den Verfassern an- 
gegebene Teclinik der Operation der Harn- 
Ieiteroffnung ist genau ausgearbeitet, und 
eine neu entworfene Serie von Enveite- 
rungsinstrumenten ffir die Harnrohren¬ 
offnung wird beschrieben. Das Kranken- 
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material der Verfasser enthalt auch eine 
erstaunlich grosse Anzahl von Strikturen 
der hinteren Harnrohre, was vielleicht auf 
eine tiberschneidung mit bulbomembrano- 
sen Strikturen durch irrttimliche Klassi- 
fizierung zuruekzufiihren ist. Die 
bervorragenden ursachlichen Faktoren be- 
standen in instrumenteller Behandlung 
und in postgonorrhoischer Harnrohrenent- 
ziindung. 

Die Notwendigkeit friihzeitiger Erken- 
nung dieser obstruierenden Erkrankungen 
wird hervorgehoben. Zur Vorbeugung ir- 
reversibler Schadigungen der oberen 
Harmvege muss sofortige und ausrei- 
chende Behandlung erfolgen. 

RESUME 

Une breve revue des cause les plus 
courantes de l’obstruction urethrale est 
presentee. Les auteurs insistent sur le 
phimosis congenital, la stenose du meat 
urinaire externe, la valve de l’urethre pos- 
terieur et la contracture du col vesical. 

Les retrecissements acquis inflamma- 
toires et traumatiques sont assimiles aux 
corps etrangers, aux calculs et aux tu- 
meurs. La base fondamentale du traite- 
ment consiste a creer un ecoulement uri¬ 
naire suffisant par l’extirpation de la lesion 
ou par la dilatation urethrale. L’historique, 
le tableau embryonnaire et les aspects 
anatomiques de 1’urethre sont analyses. 

La serie etudiee par les auteurs—98 cas 
reccnts d’obstruction urethrale—comprend 
50 exemples de stenose congenitale du 
moat dans la premiere enfance; 3 de ces 
cas presentaient un hypospadias associe. 
Une contracture du col de la vessie a ete 
constatee chez 11 malades (7 enfants et 
•1 adultes), et dans 3 cas des tumeurs de 
l’urethre. T1 ressort de ces chifTres quo 
la stenose congenitale du meat est tres 
couranlc dans la premiere enfance. Los 
auteurs encouragcnt lours collogues spe¬ 
cialises dans d’autres domnines quo celui 
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de l’urologie—particulierement la pedia- 
trie et la medicine interne—a tenir compte 
de cet etat dans leurs examens. Leur tech¬ 
nique de meatotomie est exposee et s’ac- 
compagne de la description d’un nouveau 
jeu de dilatateurs pour le meat urinaire.— 
Cette serie de cas comprend egalement un 
nombre etonnemment eleve de retrecisse¬ 
ments posterieurs de 1’uretre, qui pour- 
raient etre du a un chevauchement 
d’erreurs dans la classification des retre¬ 
cissements bulbomembraneux. Les fac- 
teurs responsables les plus importants sont 
1’urethrite instrumentale et postgonor- 
rheique. 

RIASSUNTO 

Viene fatto un elenco delle cause piu 
frequenti di ostruzione dell’uretra, con 
particolare riguardo alia fimosi congenita, 
alia stenosi del meato urinario, alia valvola 
dell’uretra posteriore e alia contrattura del 
collo vescicale. 

Vengono prese pure in considerazione le 
stenosi traumatiche, i corpi estranei, i cal- 
coli e i tumori. Sostanzialmente la cura 
viene diretta versol l’asportazione dell'- 
ostacolo e il ripristino di un noi’male flusso 
urinario. Viene trattata, inoltre, la storia, 
1’embriogenesi e 1’anatomia dell’uretra. 

In una rassegna di 98 casi di ostruzione 
dell’uretra, sono incluse 50 stenosi conge- 
nite del meato nell’infanzia; in 3 di questi 
malati vi era anche un’ipospadia, in 11 (7 
bambini e 4 adulti) una contrattura del 
collo vescicale. in 3 vi erano tumori 
ostruenti dell’uretra. Da questi dati re- 
sulta che le stenosi meatali congenite sono 
abbastanza frequenti nei bambini. L’autore 
raccomanda ai colleghi, e soprattutto ai 
pediatri e ai medici generici. di far atten- 
zione ai segni e al significato di questa 
affezione. Egli descrive la technica della 
meatotomia e l’impiego di un nuovo appa- 
recchio dilatatore dell’uretra. Xell'elenco 
vi e anche un co-spicuo numoro di stenosi 
dell’uretra ]K»steriore la cui causa princi- 
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pale e l’impiego di strumenti e l’uretrite 
gonococcica. 

Queste lesioni debbono essere ricono- 
sciute precocemente e trattate adeguata- 
mente per prevenire lesioni irreversibile 
delle vie urinarie prossimali. 

SUMARIO 

Apresenta uma revisao das causas mais 
comuns da obstrucao uretral, salientando 
a fimose congenita, a estenose do meato 
urinario, valvula da uretra posterior e eon- 
tratura do colo vesical. 

Cita as estenoses inflamatorias e trau- 
maticas, c o r p o s extranhos, calculos e 
tumores. Descreve os objetivos do trata- 
mento fundamental e os aspectos embio- 
logico, anatomico da uretra. 

0 A. teve 98 casos recentes de obstrucao 
uretral, inluindo 50 casos de estenose 
meato de origem congenita, sendo 3 asso- 
ciados com hipospadia. Contratura do colo 
vesical em 11 casos e obstrucao tumoral 
em 3 pacientes. 0 A. salienta os pedia- 
tras e clinicos a verdadeira significacao e 
sintomatologia dessa afeccao. Descreve a 
tecnica da meatotomia e apresenta um 
novo tipo de dilatador. Diz que ha um 
numero imenso de estreitamento uretrais 
posteriores nesta lista devidos a um erro 
de classificacao dos estreitamentos bulbo- 
membranosos. Como causas etiologicas 
cita a instrumentagao e a uretrite gono¬ 
coccica. 

Descreve cinco casos de paralisia cere¬ 
bral complicada por epilepsia ou defeitos 
mentais. As idades variaram entre 9 
meses e meio e 7 anos e meio. Todos foram 
necropsiados e os 4 casos mencionados de 
angioma foram observados. Biopsias dos 
regioes frontal, parietal, occiptal e cerebe- 
lar sem evidencia de porencefalia. Es- 
sasobserva§oes, na opiniao do A., podem 
causar modificacoes encefalicas devidas 
aos angiomas, possivelmente, de carater 
reversivel: a excisao do tecido doente du¬ 


rante a operacao concedeu uma oportuni- 
dade de recuperagao a ci’ianqa. Nos so- 
breviventes registrai’am-se melhorias sob 
determinados aspectos. 

RESUMEN 

Se trata de una breve revision de las 
causas mas frecuentes de obstruccion ure¬ 
teral con especial mention de la flmosis 
congenita, la estenosis del meato urinario 
externo, la valvula de la uretra posterion 
y la contractura del cuello vesical. 

Tambien se estudian las estrecheces 
traumaticas e inflamatorias asi como los 
cuerpos extranos, los calculos y los tu¬ 
mores. Esencialmente el tratamiento 
tiende a buscar una salida facil de la orina 
por la extirpation del obstaculo o por la 
dilatation. Se estudian especialmente la 
historia, el desarrollo embrionario y la 
anatomia patologica. 

En una revision de 98 casos recientes 
de obstruccion uretral hecha por el autor 
hay que incluir 50 de estenosis congenita 
del meato en ninos, en tres de los cuales 
existi tambien hipospadias. En once en- 
fermos (7 ninos y 4 adultos) se trataba 
de contractui'a del cuello vesical. En tres 
enfermos la obstruccion se debia a tumor. 
Estas cifras dan evidencia de que la este¬ 
nosis del meato es la causa mas frecuente 
de obstruccion ureteral en los ninos. Los 
autores llaman la atencion de sus colegas 
de campos distintos a la urologia, pedia- 
tras y medicos generales para que esten 
atentos a la presencia de la estrechez del 
meato. Describen a continuation su tec¬ 
nica operatoria y presentan una nueva 
serie de dilatadores ureterales de su in¬ 
vention. En esta estadistica se estudia 
tambien un numero considerablemente im- 
portante de estrecheces ureterales poste¬ 
riores. Sus causas mas frecuentes son 
traumas instrumentales y uretritis post- 
gonocoeica. 

Se llama la atencion sobre la importan- 
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cia del diagnostic precoz en tales lesiones 
obstructivas. El tratamiento debe ser 
precoz para prevenir lesiones irreversibles 
del tracto urinario superior. 
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T HIS report represents an extension of 
efforts begun in 1954 and described in 
1957 1 on the subject of lavage of the 
endometrial cavity as an aid in the diagno¬ 
sis of endometrial carcinoma. There has 
been great need for a more reliable office 
test than the vaginal smear when the pos¬ 
sibility of corpus carcinoma existed. Since 
the reliability of the vaginal smear method 
in diagnosing carcinoma of the endome¬ 
trium has been only 40 to 50 per cent, 
whereas for cervical carcinoma it has been 
85 to 90 per cent, it was concluded that the 
difference might lie in less representative 
material in the former instance. The pur¬ 
pose of our studies was to develop and 
evaluate a method for obtaining better 
specimens from the uterine cavity for cy¬ 
tologic study than were provided by the 
ordinary vaginal smear. 

Our approach involved lavage of the en¬ 
dometrial cavity with 2 to 4 cc. of sterile 
physiologic solution of sodium chloride, 
collection and centrifugation of this solu- 
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tion after it flowed back into the vagina 
and subsequent smearing and staining of 
the x-esidue for cytologic study. Dilute 
hydrochloric acid was used before staining 
to hemolyze red cells when the specimen 
was bloody. The method was described in 
detail in our oi'iginal article and will not 
be repeated here. Our preliminai'y results 
showed that carcinoma of the upper part 
of the tract was indicated by this test in 
92.3 per cent of the cases in which it actu¬ 
ally existed. With similar purpose in mind, 
Hect 2 and Reagen and Sommerville 3 have 
reported the use of aspiration of the endo¬ 
metrial cavity as a means of obtaining 
moi-e representative material for cytologic 
study, and both have obtained excellent re¬ 
sults also. 

Our material is presented in Table 1. Al¬ 
though we have obtained lavage specimens 
from 1,265 unselected patients (through 
October 1957), we shall confine our atten¬ 
tion here to the 398 patients in whose cases 
histologic confirmation was provided by 
curettage and/or hysterectomy. In this 
group there were 46 carcinomas of the up¬ 
per part of the genital tract; 44 were endo¬ 
metrial adenocarcinomas, 1 was a sarcoma 
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and 2 were ovarian adenocarcinoma. Cy¬ 
tologic examination of the lavage specimen 
led to the correct suspicion of carcinoma 
in 40 of the 46 cases, or 87 per cent. Car¬ 
cinoma cells were not detected (or cor¬ 
rectly interpreted) in 6 of the 46 cases. 
This degree of proficiency approaches 
closely that obtained with ordinary vaginal 
smears in the diagnosis of cervical carci¬ 
noma (Table 2). 

We have restudied our material care¬ 
fully to see whether the reason for failure 
in the 6 cases could be discovered. Actually, 
in the case of one of the 6 patients, the 
result was classified as a “false negative” 
on the basis of an original normal lavage 
specimen in a 44-year-old woman com¬ 
plaining of menometrorrhagia, although a 
correct positive result was obtained two 
months later when the patient returned 
with a recurrence of symptoms. This re¬ 
sult might have been classified as a “cor- 


Table 1. 


Total number of patients investigated 

12G5 

Total number of patients investigated 

with histological confirmation 

398 


Table 2. —Results in the 398 Cases Verified 
Histologically 


Carcinoma of the upper part of the 
genital tract 

4G 

Suspected on basis of lavage 

40 

Missed on lavage 

G 

Per cent correct 

87 

(As of Nov. 1, 1957) 

TABLE 3. — Fatse Positive Result.’! in the 
Histologically Verified Cases 

398 

Squar~f)vt 
Ca + 

P eA*r Krdorff- 

Irjrtl Cc — 

n r. 

Original interpretation 19 

Ivoovaluation 7 2 

1 

o 1 


(A« of Nov. 1, 1937) 


Recog nizin g the need of a reliable 
office test for carcinoma of the uter¬ 
ine fundus, the authors have resorted 
to cytologic examination of a lavage 
specimen from the uterus, with good 
results. Positive results were obtained 
in approximately 90 per cent of the 
cases in which malignant disease 
was actually present. A fair number 
of false positive results are encoun¬ 
tered. The possible reasons for these 
errors are analyzed. It is pointed out 
that a considerable amount of expe¬ 
rience in reading endometrial smears 
is requisite to the best possible re¬ 
sults. Fortunately, the aulhors add, a 
false positive diagnosis involves no 
serious consequences, meaning only 
that a curettage may be performed 
that later proves to have been un¬ 
necessary, and this at least is an 
error on the side of caution. Con¬ 
versely, the test, once brought to 
perfection, would eliminate the need 
of curettage in many cases. 


rect positive” with considerable justifica¬ 
tion. This would have raised the percentage 
of correct positive reactions to 90. In an¬ 
other of the 6 cases, a second lavage speci¬ 
men revealed a correct positive result, 
whereas the initial specimen showed no 
carcinoma. In this instance we were look¬ 
ing for the positive results since a correct 
histologic diagnosis had been made in the 
interval; it cannot be considered diagnos¬ 
tically significant. 

We were not able to explain the false 
negative results in the other 4 cases. It 
did not appear that we had failed to recog¬ 
nize suspicious or frankly malignant cells, 
but rather that the lavage had failed to 
produce such cells, although there seemed 
to be adequate numbers of cells for slndv 
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Fig. 1.—Clumping of cells in lavage specimen, with hypevchromatic nuclei lesulting from superimpo¬ 
sition (see text). 


in 5 of the 6 cases. The possibility must 
be considered that in some 10 to 15 per 
cent of cases the technic itself cannot be 
relied upon to carry malignant cells down 
into the vagina. This point will have to 
be settled by further investigation. 

Table 3 shows our false positive results. 
In our original interpretation there were 
19 such results. From a practical stand¬ 
point, it would not matter so much if a sig¬ 
nificant proportion were called “suspicious” 
or “positive” erroneously—it would only 
mean that the women concerned would be 
subjected to a curettage that later would 
prove to have been unnecessary. In search¬ 
ing for explanations of these mistakes, 
however, our false positive results were 
carefully restudied. Subsequent columns 
in Table 3 show that upon reevaluation 
there were only 7 false positive results and 
2 cases in which the lavage specimen re¬ 
vealed squamous carcinoma cells but gave 
negative results for endometrial carci¬ 
noma. The remaining 10 cases of the 


original 19 with false positive results were 
classified as HR, meaning that they gave 
no definite evidence of carcinoma cells but 
showed clumps of cells that could not be 
interpreted because of crowding; in such 
instances, we are now convinced that no 
diagnosis can be made and that repeat 
specimens should be examined. 

The chief sources of error leading to 
false positive diagnoses were (1) clump¬ 
ing of cells, in which event cellular detail 
usually could not be made out and the nu¬ 
clei appeared hyperchromatic because of 
superimposition (Fig. 1) ; (2) the presence 
of rather dyskariotic endoeervical cells 
which, we observed, could be much more 
bizarre than endometrial cells and still re¬ 
main in the benign (Fig. 2) category; (3) 
cannibalism, resulting in cells filled with 
nuclear remnants which obscured the true 
nucleus of the epithelial cells (Fig. 3),* and 
(4) the presence of squamous carcinoma 


•This feature was observed in both benign and malignant 
cells and often obscured the diagnosis. 


572 


MORTON ET AE-: ENDOMETRIAL LAVAGE 


fOL. 31, NO. 5 



l'ijr. Vi.—Coll 1 - filled with nuclear remnant* obscuring true nuclei of epithelial cell* Iwp text). 


(in 2 cases). It may he that it will never 
he possible to avoid making- false positive 
diagnoses in a significant number of cases, 
although, of course, continued study has 
enabled us to detect our errors much more 
readily now than in the beginning. A? has 


been pointed out, false positive diagno'C- 
are not serious, since they do not lead to 
neglect. Figures 4 and 5 show examples 
of true positive diagnosis, lat<T confirmed 
histologically. 

No complications have b<-<-n associated 
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Figs. 4 (above) and 5 (belo%v ).—Lavage specimens revealing true positive diagnosis, later con¬ 
firmed histologically. 


with the use of the lavage technic. While 
it is theoretically possible for the solution 
to traverse the tubes, carrying tumor cells 
or infection into the peritoneal cavity, thus 


far thei-e has been no evidence of either. 
A sterile solution is employed, and only 2 
to 4 cc. is injected (under low pressure), 
depending upon the size of the uterus. On 
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occasion the external cervical os is so small 
and tight that even a small cannula cannot 
be introduced. Such a patient can be in¬ 
vestigated only in the operating room 
under anesthesia. 

Of special interest are the results in 
women who complain of bleeding, for it is 
probably only in these individuals that one 
would feel called upon to make an investi¬ 
gation of this type. In this respect, the 
lavage technic differs from the ordinary 
vaginal smear, which it is logical and wise 
to employ in all women whether they have 
symptoms or not. Table 4 depicts the re¬ 
sults in the 299 cases with histologic veri¬ 
fication in which menorrhagia, metrorrha¬ 
gia or menopausal and postmenopausal 
bleeding were the presenting symptoms. 
As might be expected, the vast majority of 
the carcinomas of the upper part of the 
tract occurred in those who complained of 
bleeding at the time of the menopause or 
in the postmenopausal years. Thirty-nine 
of the 45 carcinomas in this group of pa¬ 
tients were suspected on the basis of the 
lavage specimen. Actually there is little 
need for such a test in the cases of women 
with frank postmenopausal bleeding for 
they must be subjected to curettage in 
any circumstances. Careful study of the 
histories of the 136 women in our series 
with menopausal and/or postmenopausal 
bleeding revealed that in 18 per cent the 
bleeding had returned after a period of 
amenorrhea of le«s than twelve months 
(usually less than six months) or spot¬ 
ting had been noticed in association with 
hormone therapy or hypertension, or the 
patient was in doubt as to whether spotty 
bleeding had occurred from the vagina, 
the bladder or the rectum. These women, 
as well, no doubt, as many of those who 
have menorrhagia at an earlier age, 
were probably bleeding for some rea«on 
other than the existence of a neoplasm; 
\et one feels obligated in «uch case- 
to perform a curettage in the ab-ence of 


some additional reassurance, such as a neg¬ 
ative result from lavage might afford 
(Table 5). This is not to suggest that 
curettage should be replaced, but only that 
it could sometimes be deferred or even 
eliminated if there were an office test such 
as the one described which could be relied 
upon to indicate normal conditions—or the 
opposite. Obviously, if bleeding persisted 
or recurred even in spite of a normal 
lavage specimen, curettage would be indi¬ 
cated. 

Curettage is a minor procedure and 
should not be avoided if there is any doubt; 
nowadays, however, hospitalization for 
even such a minor operation involves a con¬ 
siderable amount of disability and eco¬ 
nomic burden. 


Table 4 — Results in 299 Cases Verified Histolog¬ 
ically m which Menonhagia, Mctionhagia or 
Postmenopausal Bleeding IPas the Presenting 
Symptom—(Omits One Positive Laiagc in Pa¬ 
tient Without Bleeding) 


Pomhre I’omtne 
Cagr * Larapr limlotopy 

Menorrhagia 47 0 1 

Metrorrhagia 11G 1 1 

“Menopausal” and 
‘'postmenopausal" 

bleeding 13G 38 43 


(As of Now 1,1957) 


Table 5 .—Justification 


In the puzzling group of 13G cases of “meno¬ 
pausal” and/or “postmenopausal” bleeding, the 
following were instances in which the bleeding 
was not clearly postmenopausal: 

Tn f al t 

Cnerg (iroup 1 10 

Recurrence of bleeding after 
Ic-s than 12 months of 
amenorrhea 15 

Postmenopausal spotting due 
to hormone', h\ pe rtension, 
or other causes rot clearlj 
Paginal " 11 

2G P< r c< n* lfr 

(Kiglton pc- cr-t mv v t If rally l-,.., 

'< s'lgrtf 1 ! j It. ag' ) 
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dade quando lia carcinoma presente. 
Analisa as posiveis razoes dos casos de tes¬ 
tes duvidosos. Uma grande experiencia do 
citologista e necessaria para correta lei- 
tura das laminas. Felizmente um falso 
positivo nao e muito serio, indican do 
apenas que algumas poucas mulheres fo- 
ram submetidas a curetagem. Para con- 
firmaqao de um teste “positivo” ou pelo 
menos quando houver dtivida como pode 
ocorrer quando as hemorragias voltam ou 
persistam apos um teste “negativo” o te- 


cido endometrial deve ser submetido a his- 
tologia depois da curetagem. 
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The Anatomy Lesson of Professor Dcyman, by Rembrandt. This Rembrandt picture is less well 
known than the “Anatomy Lesson of Professor Tulp.” It shows the cadaver with the abdomen al¬ 
ready dissected and the anatomist at work on the brain, which has been exposed. One of the criti¬ 
cisms of Rembrandt has been his designing of the nude, in which it is said that the whole figuie 
was often out of proportion, the hands and feet too large or too small. In spite of the allowance for 
foreshortening in the present picture, some of these defects may be lecognized. (Reproduced by cour¬ 
tesy of the Rijlcsmuseum, Amsterdam, The Netherlands.) 

—Hamilton Dailey, F.R.C.S. {Eng.), F.A.C.S., F.R.S. (Edin.), F.I.C.S. (Hon.) 
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Carbonic Anhydrase Inhibitors: Their Effect on 
Water and Electrolyte Metabolism 
in Toxemia of Pregnancy 

JOSE FILIPE AFONSO, M.D., and RUSSEL R. DE ALVAREZ, M.D. 

SEATTLE, WASHINGTON 


T OXEMIA is a serious complication of 
pregnancy, resulting from an enig¬ 
matic derangement of physiologic 
mechanisms. Ti-eatment is directed to¬ 
ward returning the patient to a state of 
metabolic homeostasis, and various means 
to attain this end are available. Of course, 
attentive vigilance over the prenatal and 
puerperal patient, so that any early signs 
and symptoms of toxemia can be brought 
under control before the condition be¬ 
comes advanced, is the best preventive 
measure against this complication. 

Two early warning signs of impending 
preeclampsia are edema and excessive 
gain in weight, both of which almost al¬ 
ways precede the appearance of proteinu¬ 
ria and hypertension. It seems well estab¬ 
lished that moderate retention of water 
and sodium does occur during normal 
pregnancy and that this retention is 
greatly augmented in patients in whom 
toxemia of pregnancy develops. 1 The 
mechanism responsible for the increased 
retention of sodium in toxemia of preg¬ 
nancy remains unknown, but it is the 
general impression that it may he related 
to a decrease in glomerular filtration rate, 
an increase in circulating steroids and an 
increase in the secretion of antidiuretic 
substances. There is strong evidence to 
fhow that this retention may be mediated 

•1 r. e , I>,-• , ; O'.,r — 1 ' 0 5 r,r. • 

'•tMM c f \\»*V rg*,i Sc v » 1 i f i-r, hca’tV f., Wi** v - 

l» l*t •' 

k * 7« « -Tl v- a’ r. En'*, 1 
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through an increase in tabular reabsorp¬ 
tion. 2 


The administration of acetazola- 
mide, a carbonic anhydrase inhibi¬ 
tor, increases the urinary excretion 
of sodium, chloride and potassium. 
It decreases the excretion of am¬ 
monia and the titratable acidity in 
toxemic patients v/ith excessive ex¬ 
tracellular fluid volume. Acetazola- 
mide is an effective natriuretic agent 
for toxemic pregnant or puerperal 
patients. 

The daily administration of 250 
mg. of this agent to patients whose 
water and electrolyte imbalance has 
been corrected produces minimal 
natriuretic and v/ater-diuretic effect 
but a pronounced kaliuretic effect. 
This suggests the possibility that 
continuous administration of the 
drug to toxemic patients who have 
no clinical signs of excessive extra¬ 
cellular fluid volume may result in 
hypokalemia. 

Even though no obvious toxic ef¬ 
fects were noticed in the mothers or 
babies with the schedule of dosage 
used in this study, it would seem de¬ 
sirable to maintain vigilant control 
over not only the total dose of cce- 
tczolamide but the duration of its 
administration. 
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Since the enzyme carbonic anhydrase 
deals intimately with the mechanisms in¬ 
volved in the tubular reabsorption of 
sodium, it would seem logical to evaluate 
the usefulness of one of its inhibitors in 
the prophylaxis and treatment of the toxe¬ 
mia of pregnancy. Acetazolamide (Diamox 
R.) was chosen for this study. This drug 
is known to inhibit the carbonic anhydrase 
of the tubular cells, thus causing increased 
excretion of sodium and potassium. This 
is accompanied by a decrease in the ex¬ 
cretion of ammonia and titratable acidity. 3 

Materials and Methods. — Forty-eight 
patients with toxemia of pregnancy com¬ 
prise the study group. These patients 
were treated during fifty hospitalisations 
by means of bed rest, a neutral ash salt- 
free diet, barbiturate sedation, hydration 
and acetazolamide. On admission, each 
patient was weighed on a specially de¬ 
signed bedside scale, and the serum 
sodium, potassium, chloride and carbon 
dioxide content and the blood urea nitro¬ 
gen level were determined. Acetazolamide 
was administered orally in a daily dose 
of 250 mg. during a first course of three 
days, discontinued for a three-day rest 
period, and given again in the same dosage 
for a second course of three days. Records 
were kept for each patient on the average 
daily intake of calories (1,200), sodium 
(30 mEq. per day), protein (90-100 Gm), 
neutral ash, and water (3,500-4,000 ml.). 


The carbon dioxide content was re¬ 
tested in blood drawn under oil after the 
first course of acetazolamide, after the 
rest period and after the second course of 
the drug, by the method of Van Slyke and 
J. N. Neil. -1 The serum concentrations of 
sodium, potassium and chloride were 
determined daily before breakfast for ten 
days. Twenty-four hour urine collections 
were obtained daily during the nine-day 
study period, and from these the total per 
diem excretion of sodium, potassium and 
chloride was ascertained. Determinations 
of serum and urinary sodium and potas¬ 
sium were performed with use of a Baird 
internal flame photometer (Ser. No. DB- 
2-302). Serum and urine chloride deter¬ 
minations were done by the method of 
Schales and Schales. 5 Urinary excretion of 
ammonia was determined as described by 
Van Slyke and G. E. Cullen, 0 and titratable 
acidity as described by Hawk, Oser and 
Summerson. 7 The pu of the urine was 
measured with a Beckman pn meter. 

In order to appraise the differences be¬ 
tween pregnant and puerperal patients, 
we shall consider separately an antepar¬ 
tum and a postpartum group, according to 
the period in which the study was car¬ 
ried out. 

The antepartum group consisted of 13 
patients and the postpartum group of 37 
in 23 of whose cases the diagnosis was 
made before delivery and in 14 during the 
puerperium. 


Table 1. — Water Intake and Urinary Output of Patients with Total Toxemia, 
Ante Partum and Post Partum: Daily Average 




Antepartum Group 


Po8tparttim Group 



Intake 


Output 

Intake 

Output, Ml. 


Daily 

Daily 

Standard 

Daily 

Daily 

Standard 


Mean 

Mean 

Deviation, 

Mean 

Mean 

Deviation, 


Value, Ml, 

Value, Ml. 

Ml. 

Value, Ml. 

Value, Ml. 

Ml. 

1st course 

3,700 

3,500 

890 

3,400 

3,100 

1,100 

Rest period 

3,700 

2,900 

1,300 

3,400 

2,800 

818 

2d course 

3,800 

3,200 

1,200 

3,100 

2,800 

848 
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All data obtained from both groups of 
patients were analyzed statistically. The 
“Student t” test was used to appraise the 
differences between the means. Each of 
the differences encountered -was consid¬ 
ered significant if the probability of its 
occurrence by chance was less than 2 in 
100. After final classification of the type 
of toxemia, which was based upon pre- 
gravid, antenatal, puerperal and postpuer- 
peral data, mean levels were obtained for 
each group. The differences between the 
mean levels in cases of the various types 
of toxemia were not evaluated statistically, 
because of the small number of patients 
with each type. 

Results. — 1. Urinary Excretion of 
Water: Accurate records of the intake and 
output of each patient were kept through¬ 
out the period of study. Daily averages 
of urinary output and water intake were 
determined for the first course of aceta- 
zolamide therapy, for each day of the first 
course, for the rest period and for the 
second course (Table 1). 

In order to determine the effect of the 
drug upon water excretion, the means of 
daily urinary output during each course 
of acetazolamide were compared with the 
mean output of the rest period, the exact 
values of water intake during each of these 
periods being taken into consideration. 
The differences observed were small and 
had no statistical significance. In the an¬ 
tepartum group the urinary output during 
the first course of acetazolamide adminis¬ 
tration was 3,500 ml., while during the 
rest period it was 2,000 ml. This differ¬ 
ence, however, could have occurred by 
chance, the probability being less than 
0.05 but greater than 0.02. 

2. Urinary Excretion of Sodium: In 
order to estimate sodium excretion, daily 
determinations of total urinary sodium 
(mEq. per twenty-four hours) and sodium 
concentration (mEq. per liter) were per¬ 


formed in all cases. Daily averages were 
determined for the first course of aceta¬ 
zolamide (days 1, 2 and 3), for the rest 
period (days 4, 5 and 6), and for the 
second course of the drug (days 7, 8 and 
9). Mean values for these three periods 
are shown separately for antepartum and 
postpartum patients in Table 2. In both 
groups of patients a marked difference 
was noticed in sodium excretion, per twen¬ 
ty-four hours and per liter, between the 
first course of the drug and the rest period. 
The total amount of sodium excreted in 
urine was approximately four times greater 
during the first course of acetazolamide 
than during the resting interval, and the 
sodium concentration was three times 
greater in the first course. The difference 
between the mean of the first course and 
the mean of the rest period observed in 
both groups of patients, expressed either 
in mEq. per liter or mEq. per twenty-four 
hours, is statistically significant as evalu¬ 
ated by the “Student t” test (P<0.001). 

Among the patients treated before par¬ 
turition, the second course of the drug 
failed to elicit any increase in sodium 
excretion (mEq. per twenty-four hours or 
mEq. per liter) as compared with that of 
the rest period. The differences between 
these means are small and not statistically 
significant (01<P<0.5). In patients 
treated after delivery, the total sodium 
excretion and sodium concentrations were 
significantly increased during the second 
course of treatment as compared with the 
rest period, the probability of the differ¬ 
ences being P<0.001. 

When comparing the means of total 
sodium excretion (mEq. per twenty-four 
hours) of the first course of drug therapy 
with those of the second course (Table 2), 
we observed that the amount of this elec¬ 
trolyte excreted during the first course 
was four times as great in the antepartum 
group and twice as great in the po-tpar- 
tum group than the amount excreted dur- 

CSJ 
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ing the second course of treatment (the 
difference between these means, PC0.001). 
The differences in excretion of sodium per 
liter between the two periods were not as 
great, hut they were nevertheless statis¬ 
tically significant (0.001<P<0.01). 

The amount of sodium excreted per 
twenty-four hours during the first course 
of acetazolamide was greater in the ante¬ 
partum than in the postpartum group, 
while the converse prevailed during the 
second course. Similar changes were ob¬ 
served in the concentration of sodium 
excreted. Although these differences ap¬ 
pear to be significant, statistical analysis 
showed that they could have occurred by 
chance. 

When the values for daily sodium ex¬ 
cretion during the first three days of drug 
therapy were considered, it became appar¬ 
ent that in both groups the greater na- 
triuresis occurred during the first two 
days. 

After final diagnosis of each patient’s 
particular type of toxemia had been made, 
new mean values were determined for 
each of the types. Because of the small 
number of patients with each kind of 
toxemia, it was not considered fruitful to 
subject these to statistical analysis. The 
few degrees of freedom available would 
require extremely large differences in 
order to be statistically important. 

When sodium excretion for each type of 
toxemia during the two courses of therapy 
was compared with that of the rest period, 
the changes observed were similar to those 
reported when the patients were grouped 
under the generic diagnosis of toxemia. 
The only exception was the group of post¬ 
partum patients with benign essential 
hypertension, in which minimal sodium 
diuresis was observed. Natriuresis in¬ 
creased during the second course of drug 
therapy. 

The degree of natriuresis observed in 
antepartum patients during the first 


course of acetazolamide seemed to be pro¬ 
portionate to the severity of the disease. 
Patients with severe preeclampsia ex¬ 
creted the greatest amount of sodium; the 
mildly preeclamptic patients showed slight¬ 
ly less sodium diuresis, and those with 
benign essential hypertension with super¬ 
imposed mild preeclampsia still less. Pa¬ 
tients with edema only showed a lesser 
degree of natriuresis. It would thus seem 
that the degree of response paralleled the 
degree of electrolyte imbalance present. 

3. Urinary Potassium Excretion: An in¬ 
crease in total potassium excretion (mEq. 
per twenty-four hours) was observed in 
both antepartum and postpartum patients 
during each course of acetazolamide. The 
daily mean values for the rest period and 
for each course of drug therapy are shown 
in Table 3. In both groups of patients, the 
differences between potassium excretion 
during the rest periods and the periods 
of drug administration were statistically 
significant (PcO.OOl). This reflected a 
kaliuretic response to acetazolamide. This 
increase in potassium excretion was 
greater during the second course of the 
drug in the postpartum group, in which 
the differences between the mean values 
of two courses was 19.5 mEq. per twenty- 
four hours (PcO.OOl). In the antepartum 
group, the difference between the two 
courses of drug treatment was small 
(2 mEq. per twenty-four hours) and not 
statistically significant (P<0.5). 

In considering the potassium excretion 
per unit of urine volume (mEq. per liter), 
it was observed that there was no differ¬ 
ence between the values in the first course 
of acetazolamide and those in the rest 
period. During the second course the ex¬ 
cretion increased by 5.9 mEq. per liter in 
the antepartum group and 9 mEq. per 
liter in the postpartum group. These dif¬ 
ferences were statistically significant, the 
pi’obabilities being 0.001<P<0.02 and 
PC0.001, respectively. When the ante- 
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partum and the postpartum group were 
compared, no difference was detected in 
the excretion of potassium per units of 
volume (mEq. per liter). 

The excretion of potassium per twenty- 
four hours was greater in the antepartum 
group during the first course (10 mEq.) 
and greater in the postpartum group dur¬ 
ing the second course (11.4 mEq.). The 
differences had no statistical significance 
(0.1<P<0.05). Estimation of the potas¬ 
sium excretion during each day of the first 
course of acetazolamide therapy revealed 
no change in excretion per unit of volume, 
while an appreciable increase in total ex¬ 
cretion of potassium occurred during the 
second day. 

Comparison of the daily mean values 
for potassium excretion for each type of 
toxemia revealed the following trends: in 
the antepartum and postpartum patients 
the degree of kaliuresis seemed to main¬ 
tain an inverse proportion to the severity 
of the disease. This is in contradistinction 
to sodium excretion, which was directly 
proportionate to the severity of the tox¬ 
emia. Patients with edema only had the 
greatest potassium excretion, patients with 
essential hypertension and mild pre- 
eclampsia had a somewhat lower potassium 
excretion, and those with severe pre¬ 
eclampsia excreted the smallest amount of 
urinary potassium in response to aceta¬ 
zolamide. 

4. Urinary Chloride Excretion: Daily 
averages of urinary chloride excretions 
are shown in Table 4. Here again, meas¬ 
urements were made separately for the 
antepartum and postpartum patients, and 
the determinations were made for each 
day of the first course of acetazolamide. 
for the rest period and for the second 
course of the drum 

Ant< yartvm Group: The amount of 
chloride excreted daily during the first 
course of drug therapy was twice the 
amount excreted during the rest period 


and three times the amount excreted dur¬ 
ing the second course. Chloride concentra¬ 
tion rose in a similar manner (for the dif¬ 
ferences between these means, PC0.001). 
The excretion of chloride per twenty-four 
hours and per liter during the second 
course of acetazolamide was less than that 
of the rest period (0.001<P<0.01). 

Postpartum Group: In this group, too, 
the excretion of chloride per twenty-four 
hours and per liter was greater during the 
first course of the drug than it was for 
either the rest period or the second course 
of treatment. Among these patients, the 
excretion of chloride during the second 
course did not differ from that of the rest 
period. The probability that these dif¬ 
ferences occurred by chance is significant 
(0.001 <P<0.01). 

When the antepartum group was com¬ 
pared with the postpartum group, the 
chloride excretion was greater in the 
antepartum group during the first course 
of the drug and in the postpartum group 
during the second course, but these dif¬ 
ferences could have occurred by chance, 
since the probability was greater than 
1 in 10. 

The mean values for daily chloride ex¬ 
cretion, expressed as mEq. per twenty- 
four houi's and as mEq. per liter for each 
day of the first course of acetazolamide. 
were evaluated. In both antepartum and 
postpartum patients the greater chlor- 
eusis occurred during the first two days. 

Urinary chloride excretions were eval¬ 
uated for each type of toxemia. 

Chloride excretion, like sodium excre¬ 
tion, was proportionate to the severity of 
the electrolyte imbalance in antepartum 
patients. The highest values were ob¬ 
served in patients with severe preeclamp- 
sia, while patients with mild precclampsia 
excreted somewhat less chloride. Tho-'e 
with benign essential hypertension with 
superimposed mild preeclampsia excreted 
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a still smaller amount, while patients with 
edema only excreted the smallest amounts. 

In the postpartum group, the greatest 
chloruresis occurred in patients with 
transitory hypertension. 

5. V rin ary Excretion of Ammonia; 
Titratable Acidity and Urinary p»: Uri¬ 
nary excretion of ammonia, titratable 
acidity and urinary p« were determined 
in the cases of 5 patients of the antepar¬ 
tum group and 13 of the postpartum 
group. Daily averages were obtained sep¬ 
arately for each group during each course 
of drug therapy and in the intervening 
rest period (Figs. 1 and 2). Ammonia 
excretion and titratable acidity decreased 
in both groups during the administration 
of acetazolamide and increased during the 
rest period. The decrease in ammonia ex¬ 
cretion and titratable acidity during the 
second course was less marked in the ante¬ 
partum patients. Inversely, the urinary 
fin increased during drug administration 
and decreased during the rest period. In 
the antepartum group, the urinary of 
the third day of the second course equaled 
that of the first day of the rest period. 
These changes are in agreement with the 
reports of other workers/ 

G. Scrum Electrolytes: For estimation 
of the changes in serum sodium, potas¬ 
sium, chloride, and carbon dioxide content 
produced by the administration of aceta¬ 
zolamide, blood was drawn daily from 
each patient during the entire period of 
study. Daily mean values for serum 
sodium, potassium and chloride concentra¬ 
tions were determined for each three-dav 
course of therapy and for the rest period. 
To detect further changes in the serum, 
potassium and chloride balances brought 
about by the two course?, of drug adminis¬ 
tration and the rest period as well, serum 
electrolyte concentration- were compared 
for «ach patient on tin fir.-t morning be¬ 


fore acetazolamide was begun, on the first 
and last days of the rest period and on 
the first day following the second course 
of treatment. Mean values for the in¬ 
dividual differences were determined sep¬ 
arately for the antepartum and the post¬ 
partum groups. The values obtained are 
shown in Figure 3, above. 

The differences between the mean levels 
of serum sodium, potassium, and chloride 
concentrations in each period of study 
were minimal in both groups. Those of 
the changes that occurred in each period 
and the differences between them were 
too small to have any significance. 

The serum carbon dioxide content of 
each patient was determined on admission, 
after each course of acetazolamide and 
after the rest period. Mean values for 
these determinations were obtained for the 
antepartum and postpartum groups (Fig. 
3, above). The serum concentrations of 
carbon dioxide remained essentially un¬ 
changed. In the antepartum group the 
serum carbon dioxide decreased slightly 
after each course of acetazolamide. In the 
postpartum group a slight rise followed 
the first course of the drug. 

Our study indicates that administration 
of acetazolamide to patients with toxemia 
of pregnancy, in the doses used by us, does 
not significantly alter the serum electro¬ 
lyte concentrations. 

COMMENT 

The pharmacologic aspects of aceta¬ 
zolamide have been studied extensively in 
animals and in man, and appraisal of its 
clinical value in many diseases has been 
reported/ 

It has been reported that the rapid de¬ 
velopment of unresponsiveness to repeated 
use of this agent, even when drug-free 
intervals are spaced between period-- of 
administration, appear- to limit its tw. 
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Fig. 1.—Charts showing daily averages of ammonia excretion (above) and titratable acidity of urine 

(beloiu ). 


fulness as a diuretic. 10 This self-limiting 
action seems to be due to the production 
of hyperchloremic metabolic acidosis. We 
observed a certain decrease in the effec¬ 
tiveness of acetazolamide after repeated 
use of the drug. This was shown during 
the first course of therapy by a gradual 
decrease in natriuresis and urinary p n and 


a gradual increase of ammonia excretion 
and titratable acidity. We observed that, 
contrary to our observations of antepar¬ 
tum patients, there was natriuretic re¬ 
sponse during the second course of the 
di’Ug in postpartum patients. This dif¬ 
ference was probably due to the increased 
serum bicarbonate level observed in puer- 
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peral patients as a result of the disappear¬ 
ance of the compensated physiologic al¬ 
kalosis of pregnancy. The changes ob¬ 
served in serum electrolytes were minimal, 
and neither acidosis nor hyperchloremia 
was present. The lack of response to 
acetazolamide was observed as the water 
and electrolyte imbalances were corrected. 

No rebound phenomena followed the use 
of acetazolamide. The sodium balance, as 
measured by the sodium intake and uri¬ 
nary sodium output, remained normal dur¬ 
ing each course of therapy and during the 
rest period (Fig. 3, beloiu). 

The excretion of potassium was in¬ 
creased during both courses of acetazol¬ 
amide administration, but more markedly 
so during the second course in postpartum 
patients. This is probably due to the in¬ 
creased endogenous production of potas¬ 
sium during the puerperium, which 
results in a greater concentration of potas¬ 
sium in the glomerular filtrate. The 
kaliuretic response was greater during the 
second course of the drug, when the water 
and electrolyte imbalance had been cor¬ 


rected; this suggests that hypokalemia 
could conceivably result from prolonged 
administration of the drug to patients who 
did not have excess salt. 

It has been shown by other authors that 
the effect of carbonic anhydrase inhibi¬ 
tion upon chloride excretion is variable, 
increasing or decreasing it slightly or 
leaving it unchanged. We observed a 
considerable chloruretic response to aceta¬ 
zolamide during the first three days of 
therapy in both antepartum and postpar¬ 
tum patients. During the second course 
of acetazolamide, the chloride excretion 
decreased in antepartum patients and re¬ 
mained unchanged in those treated during 
the puerperium. 

Increase of water excretion was noted 
only in antepartum patients, during the 
first course of the drug, the water diuresis 
occurring on the second and third days. 
The electrolyte excretion (total amount 
excreted) per twenty-four hours and per 
liter was increased, and was also greater 
during the first and second days. 

The diuretic response was smaller than 
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Fig. 3.—Charts showing observations on serum electrolytes (above) and sodium balance (below). 


the lyuretic. We agree with the concept 
that acetazolamide has a primary effect on 
the renal excretion of electrolytes but not 
on the renal excretion of water. Water 
was excreted as an indirect result of in¬ 
creased electrolyte loss and served to 
maintain stable osmolarity. 

The effect of acetazolamide is dependent 


to a certain degree upon the concentration 
of sodium bicarbonate in the glomerular 
filtrate. Govan has shown that relative 
metabolic acidosis is present in patients 
with preeclampsia as a result of increase 
in phosphates and organic acids, possibly 
from disturbed carbohydrate metabolism. 
A slight decrease of serum bicarbonate ac- 
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companying the well-known reduced 
glomerular filtration rate of patients with 
preeclampsia will result in decreased con¬ 
centration of sodium bicarbonate in the 
glomerular filtrate. One would expect, 
therefore, a poor response to acetazola- 
mide in preeclamptic patients. In this 
study this was not substantiated, since the 
best response was observed in such pa¬ 
tients and seemed to parallel the presence 
of excessive extracellular fluid volume and 
the severity of preeclampsia. 

In evaluating the toxic and side effects 
of acetazolamide, one must know the dis¬ 
tribution and role of carbonic anhydrase. 
an enzyme present in various organs and 
tissue fluids. The erythrocytes have the 
highest concentration of carbonic anhy¬ 
drase of all the tissues in the body. In 
fetal blood the concentration is much 
lower. In adults acetazolamide does not 
significantly alter the erythrocyte concen¬ 
tration of active carbonic anhydrase, but 
no similar studies have been carried out 
with newborn infants. In certain doses, 
acetazolamide administered to dogs 11 and 
man 1 - may interfere with the release of car¬ 
bon dioxide from the pulmonary capillary 
blood to the alveoli. This fact is insignif¬ 
icant if the drug is used in therapeutic 
dosages, but in the human being it does 
raise the question of possible interference 
with respiratory exchange between mother 
and fetus, since the concentration of car¬ 
bonic anhydrase in fetal blood is much 
lower. 

hven though the role of encephalic car¬ 
bonic anhydrase is not well known, it is 
reasonable to wonder whether its inhibi¬ 
tion in infants may not produce noxious 
etlects upon the higher centers of the fetus 
in iitn-o. Acute and chronic toxic states 
caur-ed by the inhibiting action of aceta- 
rolamide on carbonic anhydrase have been 
studied in dog-, and rats. and. to a certain 
extent, in monkeys and in man. 1 * Of the 


various signs of toxicity which have been 
reported in connection with the drug, the 
more common ones are drowsiness, pares¬ 
thesias, and numbness or tingling in the 
face or the extremities. 14 Drug fever and 
agranulocytosis have been encountered 
only rarely. 15 In my patients no side reac¬ 
tions of any sort were noticed, nor were 
any toxic effects observed in babies, either 
at birth or during breast feeding, when 
their mothers had been given acetazola¬ 
mide. 

Summary of Resvlts .—In both the ante¬ 
partum and postpartum groups of patients 
with toxemia of pregnancy, a remarkable 
increase in natriuresis and a smaller in¬ 
crease in chloruresis and kaliuresis was 
observed during the first course of aceta¬ 
zolamide. 

In the antepartum group, the second 
course of the drug failed to alter the ex¬ 
cretion of sodium. The excretion of chlo¬ 
ride was decreased, but the potassium ex¬ 
cretion was increased. The concentrations 
of sodium and chloride were increased, 
while there was no significant change in 
the concentration of the potassium ex¬ 
creted. In the postpartum group, no 
change was encountered in chloride excre¬ 
tion, but there was a significant increase 
in total excretion of sodium and potassium 
and in the concentration of these ions dur¬ 
ing the second course of treatment. 

In both groups of patients, ammonia 
excretion, titratable acidity and urinary 
P" changed during periods of drug ther¬ 
apy, as has been reported by other 
workers. 

The serum concentrations of sodium, 
potassium, chloride carbon dioxide re¬ 
mained essentially unchanged during the 
ten days of study. 

In neither group of patient- wa- th<- 
excretion of water significant];.- altered bv 
the admini-trati-'n of ac'-ta-nlam-di-. 
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SCHLUSSFOLGERUNGEN 

1. Die Verabreichung von Acetazolanid, 
einem kohlensauren Anliydrasehem- 
mungsstoff, erhoht die Wasserstoffionen- 
konzentration des Harns und die Aussehei- 
dung von Natrium, Chlorid and Kalium 
aus der Blase. Es fiihrt zu einer Harab- 
setzung der Ammoniakausscheidung und 
des titrierbaren Sauregehalts bei toxjimi- 
schen Kranken mit einem tibermass an 
extrazellularem Fliissigkeitsvolumen. 

2. Acetazolanid ist ein wirksames Mit- 
tel zur Anregung der Natriumausschei- 
dung bei toxamischen Schwangeren oder 
Wochnerinnen. 

3. Bei Kranken, bei denen das gestoi’te 
Gleichgewicht des Wasser- und Elektro- 
lytenhaushalts korrigiert worden ist, ruft 
die Verabreichung einer taglichen Dosis 
von 250 mg des Mittels nur einen minima- 
len Einfluss auf die Ausscheidung von 
Natrium und Wasser hervor; es besteht 
die Moglichkeit, dass die fortgesetzte An- 
wendung des Mittels bei toxamischen 
Kranken, die keine klinischen Zeichen 
eines iibermassigen extrazellularen Fliis- 
sigkeitsvolumens aufweisen, zu einem 
Mangel an Kalium im Blut fiihrt. 

4. Obgleich mit der im vorliegenden 
Studium angewandten Dosis keine offen- 
sichtlichen toxischen Wirkungen bei den 
Miittern oder den Sauglingen beobachtet 
wurden, erscheint es doch wiinschenswert, 
nicht nur die Gesamtdosis des verabreich- 
ten Acetazolanids sondern auch die Dauer 
der Anwendung des Mittels sorgfaltig zu 
iiberwachen. 

CONCLUSIONS 

1. L’administration d’acetazolamide, une 
anhydrase carbonique inhibitrice, aug- 
mente le pH urinaire et l’excretion de 
sodium, de chlorure et de potassium par la 
vessie. Elle diminue l’excretion d’ammo- 


niaque et l’acidite dosable chez les malades 
toxemiques presentant un exces de liquide 
extracellulaire. 

2. L’acetazolamide est un agent natriu- 
retique efficace chez les femme encientes 
et puerperale atteintes de toxemie. 

3. L’administration quotidienne de 250 
mg de ce produit aux malades dont le 
desequilibre des liquides et des electrolytes 
a ete corrige, produit des effets natriure- 
tiques et aquadiuretiques minimes. II 
existe la possibilite que l’administration 
continue de ce medicament a des malades 
toxemiques ne presentant pas de signes 
eliniques d’un exces de liquide extracellu¬ 
laire provoque de l’hypokalemie. 

4. Malgre 1’absence d’effets toxiques 
evidents chez les meres ou les nouveaux- 
nes avec les doses utilisees pour cette 
etude, il semble indique de maintenir un 
controle vigilant non seulement sur la dose 
totale administree mais aussi sur la duree 
du traitement. 

CONCLUSIONI 

1. La somministrazione di acetazola- 
mide, aumenta il pH urinario e 1’elimina- 
zione di sodio, cloro e potassio; diminuisce 
1’eliminazione di ammonio e abbassa 1’aci- 
dita titolabile nei malati tossiemici con un 
volume eccessivo di liquido extracellulare. 

2. L’acetazolamide ha una spiccata effi- 
cacia sull’eliminazione del sodio nelle tos- 
siemie gravidiche o nel puerperio. 

3. La somministrazione giornaliera di 
250 mg di questo farmaco a pazienti in cui 

10 sbilancio idroelettrolitieo sia gia stato 
corretto ha un effetto minimo sull’elimina¬ 
zione del sodio e dell’acqua. 

4. Benche non si sia mai avuto alcun 
effetto spiacevole ne sulle gravide ne sui 
neonati, tuttavia anche alle dosi eonsigli- 
ate e opportuno sorvegliare attentamente 

11 dosaggio e la durata di somministra¬ 
zione del farmaco. 
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CONCLUSIONES 

1. La administracion de acetazolaraida, 
un inhibidor de la anhidrasa carbonica, 
aumenta el pH de la orina y la excreeion 
de cloro, sodio y potasio. Asi mismo dis- 
minuye la excreeion del amoniaco y la 
acidez intratable de los enfermos toxemi- 
cos con excesivo volumen liquido extrace- 
lular. 

2. La acetazolamida es un evidente eli- 
minador del sodio en la toxemia del em- 
barazo y en puerperio. 

3. La administracion diaria de 250 mg. 
de este producto a enfermos cuyo balance 
de agua y electrolitos alterado ha sido cor- 
regido, produce un efecto minimo sodio- 
diuretico e hidrodiuretico, lo que hace 
posible que la dosis continuada de la droga 
en enfermos toxemicos sin signos clinicos 
con excesivo liquido intracelular conduzca 
a la hipokalemia. 

4. Aun cuando con las dosis citadas en 
este trabajo no se han producido efectos 
toxicos en ninos o madre, es conveniente 
mantener un control vigilante no solo sobre 
la dosis total sino a lo largo de todo el 
tiempo de administracion. 

CONCLUSOF.S 

1. A administraqao de acetazolamide, 
um inhibidor de anhidrase carbonica, 
aumenta o Ph urinario e a excre<;ao de 
sodio, cloretos e potassio. Faz decrescer 
a excre<;ao da amonia e de acidosa dos pa- 
cientes toxemicos com volume extracelular 
cxcessivo. 

2. A acetazolamide e um natriuretico 
eficiente para a toxemia gravidica ou 
puerperal. 

3. A adnunistra^ao diaria de 250 mg 
quando o balan^o eletrolitico e normal pro- 
duz um efeito hidrico e sodicio minimo. 
levando. nos pacientes toxemicos sem si- 
nais clinicos dc volume liquido extracelu¬ 
lar excessive a uma hipocaliemia. 


4. Emboram nao tenham sido assinala- 
dos efeitos toxicos nas maes e filhos com 
a dosagem usada neste estudo, mostra-se 
desejavel manter a vigilancia sobre a dose 
total e duraeao do tratamento pela aceta¬ 
zolamide. 
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In addition to sensitiveness to horses, some people are sensitive to cattle, to sheep, 
hogs, dogs, cats, rabbits, mice, chickens, ducks, and geese. Many individuals are 
known to be sensitive to chicken feathers and have attacks of asthma whenever they 
sleep on a feather pillow. Many patients long subject to asthmatic attacks have 
seen a complete disappearance of their symptoms when they abandoned the use of 
sleeping-pillows. 
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Ophthalmologic Surgery 


A New Type of Tendon Transplant Operation 

for Abducens Paralysis 

ROBERT J. SCHILLINGER, M.D. 

LOS ANGELES, CALIFORNIA 


T HE operation for abducens paralysis 
has two main component problems 
that must be solved in order to obtain 
a good result. The main one consists of 
balancing the pull of the internal rectus 
muscle against that of the externus; the 
second, of strengthening the abducting 
power of the eye by transplantation of the 
superior and inferior recti in such a man¬ 
ner as to enhance their secondary function 
of abduction. 

Spaeth 1 discussed in detail the futility 
of the tendon transplant operation when 
the paralyzed eye does not move spontane¬ 
ously to the midline when both eyes are 
directed to the paralyzed side. If the 
paralyzed eye cannot do this, a preliminai-y 
recession of the internal rectus muscle is 
indicated, or it may even be necessary to 
do this at a subsequent operation. At any 
rate, he advised against doing a tendon 
transplant and a recession of the internal 
rectus simultaneously. Lateral rectus re¬ 
section, however, is done at the same time. 

Kerens- usually combines both a resec¬ 
tion of the lateral rectus and a recession 
of the interims with the tendon transplant 
unless there is a definite contraindication, 
such as a poor near point of convergence 
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The basic elements of a successful 
tendon transplant for abducens pa¬ 
ralysis are discussed, and a simpli¬ 
fied procedure is described, which 
does not require splitting the tendons 
of the vertical recti. Two cases are 
reported, with preoperative and post¬ 
operative illustrations , showing that 
vertical muscle balance has been 
preserved. 


or a greater esotropia for far than at near 
vision. He believes that if a recession of 
the internus is possible, it will greatly en¬ 
hance the end result. 

Unless this main problem of lateral bal¬ 
ance is solved in each individual case, the 
tendon transplant operation is doomed to 
failure. In my own opinion, the use of 
the forced duction test is of great Help in 
arriving at a decision, and if at operation 
the eye rotates easily in both lateral direc¬ 
tions the second step of the operation (ten¬ 
don transplant) may be carried out. 

Kerens’ modification of the original 
Hummelsheim operation (Fig. 3) is prob¬ 
ably the most popular today. Figure 2 
shows my own procedure, in which, in¬ 
stead of splitting tin* superior and inferior 
rectus tendons, all that i- nece--ary L to 
transplant the intact tendon^ midway be- 
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Fig. 1.—Berens’ modification of the tendon trans¬ 
plant operation. 


tween the lateral and vertical rectus muscle 
insertions. A double-armed No. 00000 
chromic catgut suture is passed through 
the tendon in the following manner: First 
a central bite is taken and a square knot 
made, tying the central fibers; then each 
ai'm is threaded through the sides and a 
whipstitch taken at each border. The steps 
taken are depicted in Figure 3. This is 
the type of suture I use on the lateral recti 
also, for either recession or resection. The 
technic of transplanting the entire tendon 
offers the following advantages over split¬ 
ting the tendons: 

1. It is much more easily performed. 

2. It is less hazardous, because the very 
thin halves of the tendon may conceivably 
tear during the operation. 

3. It maintains the integrity of the ten¬ 
dons. 

4. The secondary abduction function of 


the vertical recti is greatly enhanced. 

When the idea of this modification first 
occurred to me, the possibility of disturb¬ 
ing vertical function had to be taken into 
consideration. Logical reasoning, however, 
can only conclude that, even if vertical 
muscles are split in two, the resultant pull 
will be exerted halfway between the two 
tendon slips. The real proof of this state¬ 
ment can be found only in actual operation, 
of course. This is a report of two such 
operations, in neither of which did verti¬ 
cal imbalance occur and in each of which 
the paralyzed eye could abduct and adduct 
30 arc degrees postoperatively (total of 60 
degrees). 



Fig. 2.—Author’s modification, showing trans¬ 
plantation of the intact superior and inferior 
rectus tendons halfway between their points of 
insertion and that of the lateral rectus. 
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Case 1.—A 9-year-old boy with complete 
congenital paralysis of abduction of the left 
eye had vision of 6/6 in each eye, with third- 
degree fusion. Since the eye moved to the 
midline spontaneously when looking to the left 
(Fig. 4 A, B and C),'the internal rectus muscle 
was not recessed. The lateral rectus was left 
intact and the superior and inferior recti 
transplanted midway between their insertions 
as shown in Fig. 5, A - H inclusive. The 
forced duction test at the end of the operation 
showed difficult abduction. The result of this 
operation was disappointing, and six weeks 
later a 5 mm. recession of the internal rectus 
was performed, with a good final result. The 
affected eye can rotate in and out more than 30 
arc degrees as measured on the perimeter. Ver¬ 
tical motion is not affected (Fig. 6, A - E inclu¬ 
sive) . 

Case 2.—A 4-year-old girl had congenital 
abducens paralysis of the left eye. The eye 
moved to the midline spontaneously when look¬ 
ing to the left (Fig. 7, A, B and C). The ver¬ 
tical recti were transplanted in the manner 
aforedescribed. Forced duction revealed lack 
of lateral mobility of the eye; therefore, a 4 
mm. recession of the internus was done, with 
a 4 mm. tuck of the lateral rectus muscle, all 
at the same sitting. The result is shown in 
Fig. 8 , A - E inclusive. There is no vertical 
imbalance, and lateral motion is 30 arc degrees 
each way as measured on the perimeter (total 
of 60). The child’s vision is 6'7 in both eyes, 
with second-degree fusion. 


COMMENT 

A review of the English literature shows 
that at least two other investigators hit 
upon the same idea before it occurred to 



Fig. 3.—A double-armed No. 00000 chromic cat¬ 
gut suture is used. A central bite is first taken 
( 1 ) and a square knot tied (2); then each arm 
is threaded through the sides and a whipstitch 
taken at each border (.?, 4). 


me. Hildreth n mentioned it in 1953, with 
the report of a most interesting experi¬ 
ment. While operating on a young man for 
esotropia, with local anesthesia, he com¬ 
pletely severed the internal and external 
recti from their insertions. No horizontal 
movement was now possible. The tendons 
of the vertical recti were then exposed, 
and a loop of silk thread was passed around 
them to approximate them (Fig. 9). The 
more the loop was tightened, the better 
could the patient abduct while on the oper¬ 
ating table, showing that no training was 
required and displacement of the tendons 




Fig. 6.—Postoperative appearance of patient in Case 1. Patient looking to right (j 4), in primary 
position ( B ), looking to left (C), looking up and down and to left ( D,E ), showing no impair¬ 
ment of vertical rectus action. 


Fig. 5 (opposite ).—Tendon transplant operation. Superior rectus isolated (A) ; bite taken in center 
of tendon (B ); square knot tied (C); arms have been threaded through the sides and a whipstitch 
taken at each border, tendon cut free (£>) ; lateral rectus demonstrated (E) ; needles having passed 
through sclera, tendon is now anchored (F) in new position (superior rectus stump, 1 ; superior 
rectus tendon, 2; lateral rectus, 3). Same procedure has been done below (G). (Inferior rectus stump, 
1; inferior rectus tendon, 2; lateral rectus, 3); conjunctiva closed with No. 00000 plain catgut (H). 
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Fig- 7.—Pieoperative appearance in Case 2. Patient looking to light (/l), in pumary position 

(B), and looking to left (C). 



Fig. 8—Postopeiative appeaiance of patient in Case 2. Patient looking to light (^4), m piimaiy 
position (B), looking to left (C), and looking up and down and to left (D, E ), showing no nnpaii- 

ment of vertical lectus action. 


laterally is all that is required. Hildreth 
then removed the suture and finished the 
operation for esotropia as planned. He did 
not pursue this idea any further, however, 
because of O’Connor’s experiences. 

O’Connor 4 actually performed the total 
tendon transplant operation for abducens 
paralysis in 6 cases. In none was the in¬ 
terims cut. The results were variable, and 
in the last case he obtained a “marked ver¬ 
tical deviation” that required another oper¬ 
ation. He did not identify the type of 
hypertropia obtained, but it made him 


abandon the procedure in favor of trans¬ 
planting the medial thirds. In my opinion 
there is a good possibility that this verti¬ 
cal deviation might have occurred no mat¬ 
ter what type of transplant was used. It 
is not always possible to state preopera- 
tively whether a patient has hypertropia 
or not, since the eyes cannot be examined 
in all cardinal directions of gaze. A latent 
vertical deviation can therefore easily be¬ 
come manifest once the patient can move 
the eye toward the paralyzed side. I am 
therefore convinced that the many advan- 
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cede simplifie est decrit, qui n’exige pas la 
division des tendons des grands droits. 
Deux cas sont rapportes avec illustrations 
montrant l’etat pre- et post-operatoire; 
l’equilibre musculaire a ete conserve dans 
la verticale. 


k 


Fig. 9.—Hildreth’s experiment. The lateral recti 
have been completely severed from their insertions 
and a temporary silk suture passed around verti¬ 
cal recti, approximating them over temporal side 
of globe. Patient could then ahduct eye. 

tapes of this simplified procedure make it 
the operation of choice, especially since 
vertical action is not affected. 

RESUMES 

Sc train en este trabao de los elementos 
basicos para el exito del transplante tendi- 
noso a la paralisis de la abduccion que no 
requieve trnnsfision logitudinal de los ele¬ 
mentos verticalcs del tendon. Se presentan 
dos casos. incluyendo el pre y el postopera- 
torio quo muestran como se ha conscrvado 
la organizneibn vertical. 

resume 

Les elements de base d’tine bonne trans¬ 
plantation de tendon on cas de paralysie 
des abdticteurs di.-cutos, et un pr>>- 


SU MARIO 

Sao discutidos pelo A. os elementos basi¬ 
cos dos enxertos tendinosos para paralisia 
do abductor que descreve um metodo sim- 
plificado. Apresenta dois casos com ilus- 
tracoes pre e pos operatorias mostrando 
que o equilibrio muscular pode ser preser- 
vado. 

ZUSAMME.VFASSUNG 

Die grundlegenden Voraussetzungen fur 
eine erfolgreiche Transplantation der Seh- 
nen bei Fallen von Lahmung des N. abdu- 
cens werden erortert. Es tvird ein verein- 
fachtes Verfahren beschrieben, das keine 
Spaltung der Sehnen der vertikalen Rek- 
tusmuskeln erfordert. An Hand von II- 
lustrationen vor und nach der Operation 
wird fiber zwei Falle berichtet, die zeigen, 
dass die Balance der vertikalen Muskeln 
erhalten blieb. 

P.IASSUNTO 

Vengono discussi gli dementi necessari 
quando si voglia esequire con successo il 
trapianto tendineo per la paralisi dell’ab- 
ducente e viene descritta una tecnica sem- 
plificata che non comporta la sezione del 
tendine del muscolo retto. Vengono ripor- 
tati due casi. 
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Fig. 7.—Preoperative appearance in Case 2. Patient looking to right (4), in primary position 

( B ), and looking to left (C). 



Fig. 8.—Postoperative appearance of patient in Case 2. Patient looking to right (yl), in primary 
position (B), looking to left (C), and looking up and down and to left (D,E), showing no impair¬ 
ment of vertical rectus action. 


laterally is all that is required. Hildreth 
then removed the suture and finished the 
operation for esotropia as planned. He did 
not pursue this idea any further, however, 
because of O’Connor’s experiences. 

O’Connor 4 actually performed the total 
tendon transplant operation for abducens 
paralysis in 6 cases. In none was the in¬ 
terims cut. The results were variable, and 
in the last case he obtained a “marked ver¬ 
tical deviation” that required another oper¬ 
ation. He did not identify the type of 
hypertropia obtained, but it made him 


abandon the procedure in favor of trans¬ 
planting the medial thirds. In my opinion 
there is a good possibility that this verti¬ 
cal deviation might have occurred no mat¬ 
ter what type of transplant was used. It 
is not always possible to state preopera- 
tively whether a patient has hypertropia 
or not, since the eyes cannot be examined 
in all cardinal directions of gaze. A latent 
vertical deviation can therefore easily be¬ 
come manifest once the patient can move 
the eye toward the paralyzed side. I am 
therefore convinced that the many advan- 
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Fig. 9.—Hildreth’s experiment. The lateral recti 
have been completely severed from their insertions 
and a temporary silk suture passed around verti¬ 
cal recti, approximating them over temporal side 
of globe. Patient could then abduct eye. 

tapes of this simplified procedure make it 
the operation of choice, especially since 
vertical action is not affected. 

RESUMES 

Se trata en este trabao de los elementos 
basicos para el exito del transplante tendi- 
noso a la paralisis de la abduccion que no 
requiere transfision logitudinal de los ele¬ 
mentos verticales del tendon. Se presentan 
dos casos, incluvendo el pre y el postopera- 
torio que muestran como se ha conservado 
la orgnnizacion vertical. 

RESUME 

Los elements de base d’une bonne trans¬ 
plantation de tendon en cas de paralvsie 
des abducteurs sont discutes, et un pro- 


cede simplifie est deerit, qui n’exige pas la 
division des tendons des grands droits. 
Deux cas sont rapportes avec illustrations 
montrant l’etat pre- et post-operatoire; 
Tequilibre musculaire a ete conserve dans 
la verticale. 

SUMARIO 

Sao discutidos pelo A. os elementos basi¬ 
cos dos enxertos tendinosos pai'a paralisia 
do abductor que descreve um metodo sim- 
plificado. Apresenta dois casos com ilus- 
tracoes pre e pos operatorias mostrando 
que o equilibrio muscular pode ser preser- 
vado. 

ZUSAM MENFASSUNG 

Die grundlegenden Voraussetzungen fur 
eine erfolgreiche Transplantation der Seh- 
nen bei Fallen von Lahmung des N. abdu- 
cens werden erortert. Es wird ein verein- 
fachtes Verfahren beschrieben, das keine 
Spaltung der Sehnen der vertikalen Rek- 
tusmuskeln erfordert. An Hand von II- 
lustrationen vor und nach der Operation 
wird fiber zwei Falle berichtet, die zeigen, 
dass die Balance der vertikalen Muskeln 
erhalten blieb. 

RfASSUNTO 
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quando si voglia esequire con successo il 
trapianto tendineo per la paralisi dell’ab- 
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Reflections on the Conquest of Pain, 
Infection and Hemorrhage 

EUGENE M. K. GEILIXG, M.D., F.I.C.S. 

CHICAGO, ILLINOIS 

E VER since man’s advent on earth 
three great evils have plagued him: 

1 pain, infection and hemorrhage. 

These same terrors embittered the healing 
ax*t and impeded its progress for many 
centuries. Then in a relatively short space 
of time, the quarter century from about 
1846 to 1873, a new era dawned. In this 
brief span the three evils aforementioned 
were suddenly robbed of most of their 
terror. Probably more was accomplished 
in this short period to place surgery on 
a truly scientific basis than in all the cen¬ 
turies that preceded this wondrous period 
(Halsted). 

Introduction of Anesthesia .—Pain pre¬ 
sented what seemed an insoluble problem 
to the surgeon, even though such sub¬ 
stances as alcohol, mandragora, and opi¬ 
ates as well as physical methods, had been 
known and used for centuries. The best 
surgeons of the day were those who 
worked rapidly. For example, an efficient 
surgeon, before the discovery of anes¬ 
thesia, could hack off a limb in thirty sec¬ 
onds. The seemingly insurmountable 
problem of pain was largely resolved with 
dramatic suddenness in 1816, with the in¬ 
troduction of ether as an effective general 
anesthetic. 

Surgery was thus largely freed from 
one of its three great evils. The story of 
this discovery has been told factually as 
well as dramatically in many places. A 
few additional comments seem warranted. 


however, to link antisepsis, asepsis and 
anesthesia with surgical development. 

The immediate benefits to humanity of 


During the forthcoming months of 
1959 and as long thereafter as pos¬ 
sible, the editorial pages of the 
Journal of the International College 
of Surgeons v/ill be occupied by 
presentations of rare and extraordi¬ 
nary historic value, the lectures pre¬ 
sented at the International Surgeons' 
Hall of Fame on medical and surgi¬ 
cal history from the earliest recorded 
achievements to those of cur own 
times. We believe that Journal read¬ 
ers who were not able to attend the 
lectures v/ill find them as exciting as 
did the audiences present at their 
delivery. The story of progress in 
the healing arts and the giants cl 
medicine and surgery to whom we 
owe the amazing brilliance and 
scope of modern achievement is in¬ 
trinsically thrilling and is a vital 
part of the education cf every cul¬ 
tivated man and woman, inside or 
outside the profession. It is al 
together litt'nq that it should appear 
in these pages, since the Interna¬ 
tional College of Surgeons is first, 
last and always a teaching institu¬ 
tion. 
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Pig. 1.-—Theodoric de Lucca (thirteenth century). 
From fourteenth century manuscript in the li¬ 
brary of the University of Leiden. Picture from 
The Surgery of Theodoric-Eldridge Campbell and 
James Colton, Appleton-Century-Crofts, Inc., 
1955. 

the discovery of anesthesia and its great 
influence upon medical science have never 
been questioned. William H. Welch refers 
to this discovery as “the happiest gift ever 
conferred upon mankind by medical sci¬ 
ence”; Weir Mitchell calls it “the death 
of pain.” 

A fact not generally recognized is that 
the first actual use of ether to produce 
deep anesthesia in human subjects was a 
daring, as well as a risky, procedure per¬ 
formed by surgeons and dentists who had 
little or no training in experimental meth¬ 
ods, even though animal experimentation 
was already well recognized in physiologic 
research. 

Ether anesthesia was widely employed 
immediately after the public demonstra¬ 
tion of its efficacy by Morton in 1846. It 
is regrettable that the pi'incipals, Morton, 
Wells and Jackson, were not actuated by 
idealistic motives in furthering the proper 
use of ether; they were concerned much 
more with personal gain. Their ultimate 
tragic fate is now a well-known fact of 
history. 

Chloroform, too, was widely used in the 


British Isles soon after Simpson’s initial 
use of it in 1847. The improper use of 
both these agents caused a number of 
deaths. Much credit, however, belongs to 
John Snow of London, a prominent phy¬ 
sician who recognized early the great 
value of these new agents, and stated that 
deaths caused by these drugs were due to 
their improper use. Through experimen¬ 
tation he devised suitable inhalers, de¬ 
scribed the different stages of anesthesia 
and showed that the depth of anesthesia 
paralleled the concentration of the anes¬ 
thetic in the blood. Snow’s work pointed 
the way toward a more rational use of 
chloroform and ether, eventuating in a 
marked reduction in the death rate asso¬ 
ciated with these agents. 

Another important fact that needs spe¬ 
cial emphasis is that the introduction of 
ether and of chloroform was not quite the 
perfect boon to mankind that had gen¬ 
erally been supposed. It is true that their 
use (a) spared the patient much suffer¬ 
ing, (b) enabled the surgeon to work more 
slowly with less tension, and (c) thereby 
facilitated the control of hemorrhage. 

Although these new anesthetics did 
make possible many more operations, the 
surgeon still had to operate with the ter¬ 
ror of infection constantly plaguing him. 
The postoperative mortality rate actually 
increased; and this state of affairs caused 
great concern to many surgeons, who still 
operated in unhygienic rooms with un¬ 
clean instruments and dressed in street 
coats often spattered with the blood and 
pus of previous operations. “Sepsis was al¬ 
most inevitable, and the mortality from 
erysipelas, septicemia, and hospital gan¬ 
grene rose in many cases to 90%. Pus that 
localized was ‘laudable’ pus, and was (gen¬ 
erally) deemed essential for healing. Heal¬ 
ing by ‘first intention’ was rarely observed. 
Because there was lacking a knowledge of 
the cause of secondai’y infection and of 
effective methods of preventing it, the 
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surgeon of that era predicted that the 
abdomen, the brain, and the chest are for¬ 
ever shut from the intrusions of the sur¬ 
geon.” 

Introduction of Antisepsis.—Early His- 
tory: As early as the thirteenth and four¬ 
teenth centuries there were a few sur¬ 
geons who were convinced that “laudable 
pus” was not necessary for wound healing. 
In the thirteenth and early fourteenth 
centuries at least three surgeons—Hugo 
de Lucca (circa 1160-1257), his son and 
follower, Theodoric (1205-1298) and 
Henry de Mondeville (1260-1320), the 
pupil of Theodoric, refuted the “laudable 
pus” idea. 

The views of Theodoric de Lucca are 
especially significant. He is generally re¬ 
ferred to as the forerunner of both mod¬ 
ern anesthesia (soporific sponge) and anti¬ 
septic surgery. He insisted that suppura¬ 
tion or pus formation in wounds was un¬ 
necessary and undesirable. “It is not 
necessary,” he said, “that pus should be 
generated in wounds. No error can be 
greater than this. Such a practice is in¬ 
deed to hinder nature, to prolong the dis¬ 
ease, and to prevent the conglutination and 
consolidation of the wound” (Book II, ch. 
27). Sir Clifford Allbutt points out that 





t'C. Steam -pf.iy u«ni !,y LKv>r (use nbar.- 
ciontd in ISS7). 



Fig. 3.—Joseph Lister, taken about the time he 
developed his antiseptic surgical technic (18G5). 


this simple, direct statement makes Theo¬ 
doric one of the most original surgeons of 
all time, for only Mondeville (his pupil) 
and Paracelsus upheld these principles 
before Lord Lister and von Bergmann. In 
the long interregnum “The advocates of 
suppuration won all along the line.” 
Theodoric urged cleanliness and the use 
of alcohol or wine to cleanse the wound. 
He rejected Galen’s pastes and salves, the 
application of which was the generally ac¬ 
cepted method of treating wounds. He was 
convinced that healing by first intent could 
be accomplished through cleanliness and 
approximation of the edges of the wound. 
Theodoric’s ideas were not accepted, and 
he was subjected to very severe criticism 
by most of the physicians of his time. Even 
Guy de Chauliae, the most eminent sur¬ 
geon of the fourteenth century, attacked 
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his views on wound healing and referred 
to him as a copyist and a plagiarist. 

Another kindred spirit who emphasized 
cleanliness was a sixteenth century barber 
surgeon and the greatest surgeon of the 
Renaissance, Ambroise Pare. He empha¬ 
sized the healing power of nature and re¬ 
jected the use of boiling oil, substituting 
turpentine as a cleansing agent. He did, 
however, subscribe to the necessity of pus 
formation in wound healing. 

Toward the end of the eighteenth cen¬ 
tury the infectious nature of childbed 
fever was beginning to be recognized, espe¬ 
cially in Britain, by such men as William 
Smellie, William Hunter, John Leake, 
Alexander Gordon (of Aberdeen) and 
notably Charles White, of Manchester, 
who in 1773 wrote “A Treatise on the 


Management of Pregnant and Lying-In 
Women.” In this paper he advocated the 
use of emollient and antiseptic injections 
into the uterine cavity in cases where the 
lochia had become fetid. He insisted upon 
strict cleanliness and adequate ventilation. 

In the field of obstetrics also, Ignaz Sem- 
melweis (1818-1865) and Oliver Wendell 
Holmes (1809-1894) stressed the impor¬ 
tance of cleanliness in reducing mortality 
due to childbed fever. Oliver Wendell 
Holmes, perhaps best known for his Medi¬ 
cal Essays (Baton, 1888) and as a man of 
letters, in 1843 wrote a very provocative 
essay, “The Contagiousness of Puerperal 
Fever.” In this medical classic, which he 
read before the Boston Society of Medical 
Improvement, he pointed out that this dis¬ 
ease was frequently carried by the doctor 
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from one patient to another, or from a 
patient with erysipelas to a mother re¬ 
cently delivered of a child. Holmes re¬ 
garded the dissecting room as a source of 
infection; he advised washing the hands 
in chloride of lime and changing clothes 
before attending a confinement. Needless 
to say, his views were vigorously attacked 
by the leading obstetricians of the day. 
Holmes’s essay was published four years 
before Semmelweis’s contribution to the 
problem. Holmes, however, did little to 
implement his views. Semmelweis, on the 
other hand, forbade students and phy¬ 
sicians to enter obstetrical wards directly 
from the dissecting room or from an 
autopsy. He required them to wash their 
hands thoroughly in a solution of chloride 
of lime. After this innovation was intro¬ 
duced the mortality rate dropped from 18 
per cent to 1 per cent; nevertheless, his 
views were so vigorously attacked by his 
colleagues that he was forced to resign. 
He had a severe nervous breakdown and 
died in a mental hospital at the earlv age 
of 46. 

Pasteur and Lister: From the foregoing 
brief review, it is apparent that there 
were partially successful, even though 
empirical, attempts to lower the mortality 
rate associated with childbed fever and 
surgical infections by cleanliness and the 
use of disinfectants. What surgery has 
oecome today it owes in large measure to 
the experimental work of Louis Pasteur 
and Joseph Lister, who were instrumental 
in “smashing the spectre of infection as it 
haunted the surgeon.” Their contributions 
were so revolutionary that many his¬ 
torians have divided the entire history of 
surgery into two epochs—before and after 
Lister. 

Joseph Varna Lister (1827-1012). one 
of the greatest figures in medical history, 
was not only a skillful surgeon hut a sea¬ 
soned investigator. While a medical stu¬ 


dent in the University' of London he did 
several highly creditable pieces of re¬ 
search, and published four research papers 
shortly after receiving his degree in medi¬ 
cine. After graduation he went to Edin¬ 
burgh and served under Svme, the leading 
British surgeon of his day. Then he was 
called to the Chair of Surgery in the Uni¬ 
versity of Glasgow (1860), and it was 
here that he began his epoch-making re¬ 
searches which led to the development of 
the technics of antiseptic surgery. 

Lister was distressed at the prevalence 
of hospital gangrene and the high mor¬ 
tality rate following surgical procedures 
that were technically correct. He also 
noted that open wounds, notably compound 
fractures, were much more liable to in¬ 
fection than injuries and simple fractures 
in which the skin remained intact. He 
sought every' available means of reducing 
this high mortality in his surgical wards. 
In spite of extreme cleanliness and the 
use of a solution of potassium perman¬ 
ganate (Condy r ’s fluid) and other deodor¬ 
ants, the incidence of infection and septice¬ 
mia showed little improvement. He was 
convinced, however, that wounds need not 
secrete pus, and that healing could take 
place by “first intent." The question re¬ 
mained with him how to reduce infection 
and consequent death following operation. 
In his research work on inflammation, he 
was led to suspect that the cause of sup¬ 
puration and infections of wounds was not 
the gases of the air, as was commonly be¬ 
lieved, but something carried by' the air. 
When he discussed this problem with 
Thomas Anderson, the professor of chem¬ 
istry at the University of Glasgow, the 
latter called his attention to the work of 
Louis Pasteur. Lister immediately studied 
Pasteur’s work and appreciated its sig¬ 
nificance. 

Pasteur's researches, published before 
I 860 , were the clues from which Lifter 
developed his antiseptic surgery: 
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(!) Before aseptic sur¬ 
gery. — Amputations 
were often carried out 
and wounds were cou- 
terised with instru¬ 
ments or with boiling 
oil to expel "poisons.” 


(2) Lister’s antiseptic 
treatment — Germs 
were removed from 
the surgeon's hands, 
instruments and dres- 
tinn with carbolic 
acid and the wounds 
were irrigated xjrtd 
dressed with this anti¬ 
septic. 


(3) World War L— 
Wounds were now 
"surgically cieoned” 
by removal of all 
foreign bodies and 
dead tissues, and were 
left open to drain, 
every care being taken 
to prevent more bac¬ 
teria entering from 
without. 


(4) World War $,— 
In an attempt to 
rid septic wounds of 
germs, antiseptic so¬ 
lutions such as Dakin’s 
were often passed con¬ 
tinuously into the 
wound (irrigation). 



Between the earliest recorded period and the early 19th Centurf little advance was made in 
the treatment of war wounds. Here we set some of the stages through which modern methods 
of treatment developed. 


Pig. 5.—Some historical highlights in the treatment of war wounds. Taken From Molecules Against 
Microbes, by E. S. Duthie. London. Sigma Books Ltd., 1946. 


“Putrefaction is a species of fermenta¬ 
tion. 

“It is caused by the growth of micro¬ 
organisms and does not occur independ¬ 
ently of their presence. 

“The micro-organisms that produce fer¬ 
mentation and putrefaction are carried by 
the air on the dust that floats in it. They 
also occur on and in solid and liquid sub¬ 
stances. 


“These micro-organisms can be de¬ 
stroyed by heat and other agencies or 
separated from the air by filtration. 

“Certain recognizable organisms pro¬ 
duce definite and distinct fermentative 
processes. 

“All of these organisms require oxygen. 
Some of them flourish only in the presence 
of free oxygen (aerobic), others only in 
its absence (anaerobic). The latter ac- 
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(6) World Wcr I?, D -day *—After “ xurffccl clecnin* " (in e n edrenced pert) the wound wer 
encased In plaster end penicillin was girtn. Penicillin wcr continued during transit end the 
greater number ef there wound* were dosed xuecesrfull/ toon efter crr'rrc) ct e bese hosphel 
Bettie fractures of the type illustrated usually healed rapidly, end with httJt or no permanent 
ducbihty. 


Fig. 5.—•CflltCiftlf'tf 


(juire their oxygen from the bodies which, 
by their growth, they are causing to fer¬ 
ment and putrefy. 

“Many natural animal and vegetable 
products have no tendency to ferment or 
putrefy, oven in the presence of oxygen, 
if collected with proper precautions and 
kept nncontaminated in sterilized vessels. 

"Spontaneous generation has never been 
observed to occur and thus may be re¬ 
garded as a chimera." 


Pasteur’s notable discoveries fired Lis¬ 
ter to seek means of destroying the or¬ 
ganisms. He reasoned correctly that if the 
microbes were the cause of suppuration, 
then means must be sought to destroy 
them, and if they were destroyed, healing 
of wounds by first intention could be ob¬ 
tained. He then sought effective agents, 
other than heat, to destroy them. 

After experimenting with various- 
chemicals he decided to \wo carbolic acid. 
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Fig. 6.—Louis Pasteur. 


or phenol. This he employed not only on 
dressings and operative instruments hut 
as a spray in an attempt to sterilize not 
only the operative field but the air in the 
operating room. Gradually he adopted 
milder antiseptics and steam sterilization 
for his instruments (introduced by von 
Bergmann) and dressings. He also aban¬ 
doned the use of the spray in 1887. He 
insisted that everything that touched the 
wound must be clean and treated with the 
antiseptic. 

His method, known as antiseptic sur¬ 
gery, immediately yielded gratifying re¬ 
sults. Surprisingly, however, his colleagues 
were critical of his methods, and relatively 
few of them adopted the new procedures 
until much later. It was the Franco- 
Prussian War of 1870 that was responsible 
for the acceptance of Lister’s method of 
treating wounds. The Army surgeons on 


both sides used Lister’s technic with suc¬ 
cess, thus greatly reducing the mortality 
from battle wounds. Lister himself wrote 
an article entitled “A Method of Antiseptic 
Treatment Applicable to Wounded Soldiers 
in the Present War,” which was published 
in the British Medical Journal in 1870. 
In this he described a simple method of 
dressing gunshot wounds with carbolic 
lotion and carbolized oil, with such dress¬ 
ing materials as were likely to be on hand 
in the ambulances of that day. He ex¬ 
plained also how the essential objects of 
the treatment could be applied in the man¬ 
agement of compound fractures. 

Lister’s methods, at first ridiculed, were 
progressively accepted, from the experi¬ 
mental domain to the atmosphere of the 
clinic. Lister was fortunate to witness dur¬ 
ing his lifetime the full acceptance of his 
great discovery and to end his days in 
worldwide acclaim. In accepting these 
honors, he always acknowledged publicly 
his intellectual debt to Pasteur. 

The transition from antiseptic to aseptic 
surgical technics was in part a change 
from the purely chemical to the chemical 
and physical methods of sterilization. The 
initial antiseptic technic relied upon de¬ 
struction of the bacteria by antiseptic solu¬ 
tions. It was soon recognized that the 
chemical agents used, while destructive to 
the bacteria, also injured the tissues. 

The later aseptic surgical technic was 
developed after it was recognized that in¬ 
fections were caused by bacteria intro¬ 
duced into the wound (a) from the skin 
of the patient, (b) from the hands and 
clothes of the surgeon and his assistants, 
and (c) from instruments, dressings and 
sutures. To eliminate these potential 
sources of contamination the following 
procedures were necessary: 

1. Increased care in the cleansing of 
the skin of the patient in the opera¬ 
tive field. 
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2. Scrubbing of the hands of the sur¬ 
geons and their assistants, and then 
immersion of the hands in antiseptic 
solutions. 

3. Boiling of instruments and certain 
suture materials, and 

4. Autoclaving the dressings, towels 
and sheets. 

Von Bergmann and others played an im¬ 
portant part in the development of these 
later technics. 

The role of the tissues themselves in 
combating infections was becoming well 
recognized, and will be mentioned in more 
detail in the next section dealing with 
Halsted’s contributions. 

No discussion of antisepsis and asepsis 
would be adequate without referring to 
William Stewart Halsted (1852-1922), 
one of the truly great scientific American 
surgeons. Having spent two years abroad 
in the laboratories and clinics of such men 
as Billroth, von Bergmann, Thiersch, and 
others, Halsted returned to New York in 
1889, fired with enthusiasm for the many 
new technics and ideas he had acquired. 
He was particularly well acquainted with 
the Listerian principles of antiseptic sur¬ 
gery and the later additions of asepsis. 
Unfortunately Halsted, too, found much 
opposition to Lister’s work among his 
surgical colleagues in the United States. 
He battled this opposition vigorously by 
precept and bv example. While he was on 
the staff of the Bellevue Hospital he found 
it impossible to carry out antiseptic pre¬ 
cautions in its operating rooms, “where 
the numerous anti-Lister surgeons domi¬ 
nated and predominated.” The hospital 
authorities refused to erect an operation 
building for his sole use. but they author¬ 
ized the erection of a “tent" designed for 
hi* special need-; at a cost of f 10,000 
(funds supplied by a friend): it served 
bis purpose admirably, but Hal-ted used 


it only for a few months, after which he 
left New York. 

Halsted’s guiding principle was that in 
operating one should attempt to restore 
the tissues to their normal or physiologic 
condition. To achieve this end it was es¬ 
sential to operate with great respect for 
the integrity and nutrition of the tissues, 
to stop hemorrhage from the tiny severed 
blood vessels, “to bring together the sepa¬ 
rated tissues in their natural relations if 
possible, and to leave no vacant spaces 
where stagnant fluid might collect and 
form a fertile medium for the growth of 
bacteria.” In some cases a blood clot was 
deliberately allowed to fill an unavoidable 
space. Halsted’s procedures combined the 
antiseptic technic of Lister and the aseptic 
technic of von Bergmann, Schimmelbusch 
and others with the necessity of maintain¬ 
ing the defensive power of the tissues by 
preserving their blood supply and protect¬ 
ing them from injury. Halsted demon¬ 
strated that bacteria could be introduced 
into the peritoneal cavity of a dog without 
ill effects, provided there was no mechani¬ 
cal injury to the tissues. If some small 
portion of the peritoneal tissue was 
bruised or deprived of its blood supply, 
then only a very small inoculum would 
rapidly produce fatal peritonitis. This 
simple experiment proved that the tissues 
possess a powerful defensive mechanism 
against bacteria if they are not injured. 

Half: fed’s Experiments with Cocaine .— 
In 1884, Holler announced that cocaine 
would produce anesthesia when applied 
topically to the conjunctiva and to the 
cornea. Halsted sensed the importance of 
Holler’s observation, and promptly began 
a series of experiment^ with cocaine by in¬ 
jecting the drug into him-rif. and hi- two 
a«ociates. The ro-ult-' of the-*- daring 
experiments led to what i- regarded by 
many a< the mo-i brilliant of Hal-ted*- 
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many discoveries; namely, that cocaine in¬ 
jected into the trunk of a sensory nerve 
would render insensible the area supplied 
by the branches of this nerve. He found 
that the effects of the drug last longer if 
the circulation to the part is impeded by 
a bandage or tourniquet. He also observed 
that the injection of a nerve with saline, 
water and other fluids could produce anes¬ 
thesia. Halsted’s discovery soon came into 
general use, especially by dentists who 
honored him by presenting him with a 
gold medal in recognition of his work. 

Halsted’s discovery stimulated an enor¬ 
mous amount of experimentation directed 
towards: 

fa) Search for new and less toxic local 
anesthetics, and for suitable anti¬ 
dotes. 

(b) Use of local anesthesia for minor 
and major surgery where a gen- 



Fig. 7.—Dr. Halsted in 1909. 


eral anesthetic is contraindicated. 

(c) Addition of pressor substances 
such as epinephrine, etc. to prolong 
the effect of the local anesthetic. 

(d) Use of local anesthetics for spinal 
anesthesia, regional anesthesia, in¬ 
filtration, etc. 

(e) Broadening the use of local anes¬ 
thetics and perfecting the technic 
of their administration. 

The addiction potentialities of cocaine 
were not known when Halsted began his 
experiments, and he became temporarily 
addicted to the drug. Fortunately, how¬ 
ever, through almost superhuman efforts 
and the sympathetic understanding and 
encouragement of a few intimate friends, 
he conquered this affliction. It left him 
with a changed personality. MacCallum 
states that before this episode, Halsted 
“was a powerful, restless and tireless 
worker spending himself physically and 
mentally in endless operations . . .” After 
this episode, “he came back to a far more 
thoughtful, leisurely life, with time for 
reflection and contemplation of his sur¬ 
gical problems, a life in the end far more 
fruitful than . . . the strenuous rush . . . 
in New York.” Perhaps, in his case it was 
probably no misfortune, but rather the 
reverse (Heuer). 

In 1886 Halsted came to the Johns Hop¬ 
kins University at the invitation of Wil¬ 
liam H. Welch in whose pathological labo¬ 
ratory he began his work on intestinal 
sutures. In 1890 he was appointed the first 
Professor of Surgery and Surgeon-in- 
Chief of the newly opened Johns Hopkins 
Hospital. During the thirty-two years as 
the head of this department he instituted 
the residency program, encouraged young 
men in his department to develop special 
skills. He was not a dynamic or inspiring 
teacher of undergraduates, because of his 
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quiet and reserved manner. However, by 
his irresistible example and encourage¬ 
ment of his assistants and residents, he 
built up one of the finest and most schol¬ 
arly surgical departments in this country. 

A "large number of his former residents 
became professors of surgery in some of 
our leading medical schools; others became 
leaders in their chosen field of work. 

In 1890 he made another noteworthy 
contribution by introducing rubber gloves 
into the operating room. This discovery 
had a romantic aspect. Dr. Halsted’s head 
nurse in his operating rooms suffered 
from dermatitis caused by the antiseptic 
cleansing solutions. With tender concern 
for the welfare of this woman, who later 
became his devoted wife, he explored the 
possibility of using rubber gloves to 
protect her hands. This exploration proved 
eminently successful. 

Halsted, like Lister, had a thorough 
knowledge of anatomy, physiology' and 
pathology and reduced surgical problems 
to their biologic basis. He sought advice 
from colleagues in the basic sciences, then 
proceeded to experiment on laboratory 
animals, exercising the same meticulous 
care with which he was accustomed to 
operate on patients. William H. Welch, in 
his introduction to MacCallum’s informa¬ 
tive biography of Halsted, characterizes 
his attitude towards research in the fol¬ 
lowing statement: “Halsted was a lover 
and seeker of truth, possessing in eminent 
degree the qualities of the productive sci¬ 
entific investigator—richness in sugges¬ 
tion, clearness in formulation of his prob¬ 
lems. keenness in observation, ingenuity 
in adapting experiment to solution of the 
pioblem in hand and lack of bias in the 
interpretation of results, even when in 
conflict with bis own published opinions. 
As others have pointed out, there was 
much of the spirit of John Hunter and of 
Claude Bernard in the emphasis placed 
bv HaHted upon experimental, biological 


methods in the study of many surgical 
problems.” 

His numerous contributions to surgery 
were best summed up in 1923 in a me¬ 
morial address by Matas, who said: “In 
every' advance that has marked the prog¬ 
ress of surgery' in the last thirty years 
(1890-1920) we find the impress of his 
hand and the reflex of his brain.” 

Hemorrhage and Restitution of Blood 
Volume .—The third great problem that 
hampered the progress of surgery for 
centuries is the control of hemorrhage and 
the maintenance or restitution of blood 
volume. The need for the restitution of 
blood and its use as a medicament goes far 
back into the ancient civilizations of the 
Egyptians and Hebrews. Blood was taken 
orally' as a medicament for the restoration 
of blood in the body and because the an¬ 
cients believed that therein lay the spirit 
of life. Efforts to control hemorrhage date 
back to the time of Hippocrates. It is not 
certain whether he inti'oduced cauteriza¬ 
tion, but the practice came into general 
use during his time and remained in vogue 
for many centuries. It was not until the 
time of Pare (sixteenth century) that the 
cautery iron was discarded in favor of the 
ligature; it was already known to Galen, 
who, however, restricted its use to super¬ 
ficial wounds and never used it in ampu¬ 
tations. Pare is credited with the reintro¬ 
duction of the ligature, which he found 
preferable to cauterization for arresting 
hemorrhage in amputations. The next im¬ 
portant advance was made by Morel, a 
little-known French surgeon who invented 
the tourniquet. More recently. Lister intro¬ 
duced the absorbable catgut ligature, hav¬ 
ing proved by animal experimentation 
that the ligature was resorbed. Many other 
refinements have since been added and 
need no further elaboration at this point. 

William Harvey’s rl< mon-tration of the 
circulation of the blood (]G1G) i- ranked 
a« one of the great contribution- of all 
cu 
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Fig. s.—Meeting of Pasteur and Lister at the 
Sorbonne, Paris, in 1892, on the occasion of 
Pasteur's seventieth birthday. (Painting by Count 
Caivi di Bergolo in the International Surgeons’ 
Hall of Fame in Chicago.) 

time. His work, like many other impor¬ 
tant discoveries, opened the way for a 
great deal of scientific work. Harvey did 
for physiologic experimentation what Ve- 
salius did for anatomy. 

Two further discoveries followed in 
rapid succession. Sir Christopher Wren 
and Robert Boyle in 1656 succeeded in in¬ 
jecting drugs intravenously into a dog 
by using a quill attached to a syringe. The 
first substances injected were opium and 
an infusion of oxide of antimony. This in¬ 
significant quill was the ancester of the 
modern hypodermic needle. 

In 1654 Francis Folli, a Florentine phy¬ 
sician, made the first successful trans¬ 
fusion of blood to an animal. He inserted 
a silver tube into the artery of a donor 


and a cannula of bone into the vein of the 
recipient. These were connected by a tub¬ 
ing of animal blood vessels. The ground¬ 
work for the use of blood transfusion 
without serious reactions was laid by the 
work of Landsteiner in 1900, when he in¬ 
troduced blood typing. This important dis¬ 
covery removed one of the great obstacles 
to the use of whole blood transfusions. 

Another great problem in blood trans¬ 
fusion was the clotting of blood. To over¬ 
come this difficulty a number of technics 
were employed, such as paraffin-coated 
tubes, direct arteriovenous anastomosis 
and the removal of blood in a syringe, with 
immediate reinjection into the recipient’s 
veins. The prevention of clotting led to 
the search for substances that would act 
as anticoagulants. The first pharmaco¬ 
logical agent to retard clotting was hirudin 
(obtained from leeches). It was developed 
by John J. Abel and his associates, who 
used it in their studies of vividiffusion and 
vividialysis (1913-1914). At about the 
same time, sodium citrate was introduced 
by Howell, who obtained it from the liver. 
From this point onward, a great deal of 
fundamental research was done on the 
factors that govern the coagulation of 
blood and the physiologic role of the vari¬ 
ous components of blood. Perhaps one of 
the most useful developments in this field 
was the establishment of blood banks, 
which originated in Russia in 1936. The 
first institution of this kind in the United 
States came into being at the Cook County 
Hospital in Chicago, through the efforts 
of the pharmacologist Fantus. The phe¬ 
nomenal growth of blood banks and their 
great service in the saving of lives of both 
civilians and wounded soldiers is now com¬ 
mon knowledge. 

The most recent development in this 
field is the search for agents that are use¬ 
ful as blood substitutes. At present there 
is intense activity on the part of experi¬ 
mental teams composed of chemists, phar- 
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macologists and surgeons, who are evalu¬ 
ating the numerous substances proposed 
as blood substitutes. It is recognized that 
the blood substitutes are not adequate for 
replacing whole blood; their primary pur¬ 
pose is to maintain blood volume, and they 
may be most effectively used in combating 
circulatory failure, especially in emer¬ 
gencies. Their main inadequacy is that 
they are not substitutes for the blood pro¬ 
teins and cellular elements. With these 
limitations, the need for the conservation 
of human whole blood and its components 
remains the paramount problem {The 
Status of Blood Substitutes, -J.A.M.A. 147, 
658-660, 1951). 

Shock resulting from blood loss, burns 
or severe trauma is a problem intimately 
associated with wars and possible civilian 
disasters. It is receiving serious considera¬ 
tion in many quarters, in order to fore¬ 
stall mass disasters from a possible atomic 
bomb attack. The treatment of burns cen¬ 
ters around the control of the loss of 
plasma, prevention of infection and the 
maintenance of an efficient circulation (see 
chapters 42 and 43 of Modern Treatment, 
by Austin Smith and Paul Wermer). The 
loss of plasma can be minimized by the use 
of pressure bandages, infection can be 
controlled by the newer anti-infective 
agents, and the circulation can be main¬ 
tained by the use of the so-called plasma 
volume expanders, provided there has not 
been too great a loss of blood; otherwise, 
whole blood is indicated. 

The prospect of coping with the injuries 
resulting from an atomic bomb explosion 
is a frightening task and presents the doc¬ 
tor with the colossal challenge of treating 
these injuries amid confusion and hysteria. 
The medical profession should accept this 
challenge in a spirit of calmness and de¬ 
termination. with the knowledge that 
workers in many fields are ready to assist 
the physician in every possible way. 


It hardly needs mention that the prog¬ 
ress in modern knowledge of hemorrhage 
and its control was gained by the coopera¬ 
tive efforts of workers in many fields of 
medical science. 

Conclusion .—With the further develop¬ 
ment of aseptic technics and, more re¬ 
cently, the introduction of the anti-infec- 
tives, especially the sulfonamides and anti¬ 
biotics, it may be truly said that infection 
is no longer an insurmountable problem 
in surgery. The great stimulus from the 
work of Pasteur and Lister has resulted 
in an enormous volume of research in 
many fields and illustrates the far-reach¬ 
ing influence of an important discovery. 

With the solution of their three major 
problems, pain, infection and hemorrhage, 
surgeons have been able to utilize fully 
the technologic advances of the biologic 
and physical sciences, to carry out their 
own experimental investigations, and, in 
collaboration with workers in other fields, 
to develop the great potentialities of this 
branch of the healing art. 
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Jenner threw himself with enthusiasm into Hunter's work on comparative anat¬ 
omy, and acquired the latter’s beautiful technique in preserving specimens. He 
spent two years in the house in Jermyn Street and then returned to the life of a 
country doctor. 

Soon after Jenner’s return to Gloucestershire an interchange of letters began 
which lasted until Hunter’s death. Jenner greatly treasured these letters from “the 
dear man,” as he called his friend, and kept them together in a cover inscribed 
“letters from Mr. Hunter to E. Jenner.’’ Fortunately many of them have survived 
and they help us to see a side of John Hunter which was not turned to the rest of 
the world. ... It was a free-and-easy correspondence between two friends who 
trusted each other in all things and had no secrets, between Hunter in London and 
“his second self down in Gloucestershire” as Paget puts it. There are the usual 
forceful Hunterian remarks and expletives, a few family details, thanks for presents 
of fish and cheeses from the West Country, clinical details about patients, chat 
concerning hobbies and a wealth of running commentary on natural history subjects, 
especially hedgehogs ad cuckoos. They were written in spare moments and like all 
good letters quite spontaneously; probably most of them were jotted down late at 
night after a long day’s work, and they were generally undated. They are the letters 
of a full life, bubbling over with ideas and questions to which no man knew the 
answers. 

—Gloyne 
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The following books have been re¬ 
ceived .by the Editor; they will be re¬ 
viewed critically as space and facilities 
permit. Omission of more extended re¬ 
view, however is not to be taken as criti¬ 
cism of the merit of the book. 
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and Rodney Smith. London: Butterworth &. 
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Yols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 
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Doin et Cie, 1956. Pp. 257. 
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lisher, 1957. Pp. 147, with 41 illustrations. 
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Charles C Thomas. Publisher, 1958. Pp. 463. 
Illustrated. 
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Knight. London: H. K. Lewis &’ Co., Ltd., 
1959; Philadelphia: The J. B. Lippineott 
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A Short Practice of Surgery. By Hamilton 
Bailey and McNeill Love, with chapters by 
John Charnley, William Cleland and Geoffry 
Knight. London: H. K. Lewis & Co., Ltd., 
1959; Philadelphia: The J. B. Lippincott 
Company, 1959. 11th ed. Pp. 1389, with 1,697 
illustrations, 285 in color. 

The eleventh edition of this monumental 
work is a new edition in fact as well as in 
intention. No effoi-t has been spared to bring 
the matei*ial strictly up to date, and the 
chapters on the thyroid, the ductless glands, 
the liver and the stomach have been com¬ 
pletely rewritten. There are two completely 
new chapters, one on radiotherapy and one 
on fluid balance. The bibliographic refer¬ 
ences have been rechecked for accuracy, 
brought up to date and, when necessary, 
amplified. 

In their preface to the new edition, the 
authors say rather ruefully that the Short 
Practice is not so short as it formerly was! 
We cannot sincerely say, however, that we 
foresee any complaints on this score. The 
book covers practically every known facet of 
surgical knowledge and practice and is writ¬ 
ten with the same masterly conciseness, clar¬ 
ity and economy that have always charac¬ 
terized it. What its character is well known 
to be is attested by the fact that the number 
of copies printed to meet the demand now 
exceeds 104,000; the demand may be judged 
by this and by the fact that an American 
edition will shortly be presented by the J. B. 
Lippincott Company of Philadelphia. 

The majority of the text is the work of the 
two senior authors, whose world-wide repu¬ 
tation for skill in surgery and integrity in 
authorship are beyond praise. Mr. Bailey’s 
work includes the new chapter on fluid and 
electrolyte balance, as well as the chapters 
dealing with surgical treatment of the face, 
jaws and palate; the teeth and gums; the 
mouth and tongue; the salivary glands; the 
neck; the thyroid gland and thyroglossal 
tract; the parathyroid, thymus and adrenal 
glands; the pharnyx; the esophagus; the 


stomach and duodenum; the spleen; the 
liver; the gallbladder and bile ducts; the 
pancrease; the intestines; the rectum and 
anal canal; symptoms of urinary disease, in¬ 
vestigation of the urinary tract and anuria ; 
the kidneys and ureters; the ui-inary blad¬ 
der; the prostate and seminal vesicles; the 
urethra and penis; the testes and scrotum, 
and infections of the hand. Mr. Love con¬ 
tributes chaptei's on nonspecific infections 
and wounds; specific infectious diseases; 
tumors; ulcei'ation and gangrene; blood and 
blood vessels; lymphatics and lymph nodes, 
and the skin. Two chapters were written by 
Mi\ Bailey and Mr. Love in collaboration, 
one on the peritoneum, the omentum, the 
mesentei-y and the i-etroperitoneal space, and 
the other on the vermifoi-m appendix. In four 
chapters, Mi-. Chai-nley discusses injuries and 
diseases of the bones and joints, and in two 
othei-s, respectively, the muscles, tendons 
and joints, and deformities in general. The 
chapter on thoracic surgery and the one deal¬ 
ing with the heart and pei-icardium are the 
woi-k of Mr. Cleland. Four chapters have 
been written by Mr. Knight, on nerves, the 
head, the cranial nei-ves and the spine re¬ 
spectively. 

The woi-k is too well known and too widely 
used to require any introduction to the read¬ 
ing public, the first edition having appeared 
in 1932. A special commendation is due to 
the layout artist, who, as far as is humanly 
possible, has placed the illustrations on the 
page of reference—not an easy task, as any¬ 
one knows who has tried it. The number and 
excellence of the illustrations also compel 
praise; they are unifoi-mly clear and well 
i-epi’oduced and offer an object lesson in 
economy of space. Those in color are highly 
l-eminiscent of the illustrations in Mr. Bai¬ 
ley’s earlier definitive work on the vanishing 
ai-t of diagnosis from the physical signs. 
The fact that there are 285 of these is fui*- 
ther evidence, if any were needed, of the 
high and exacting standards maintained by 
the authors. 

It might well go without saying, if it were 
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not such a pleasure to say it, that this book 
is, as always, indispensable to the library of 
every general surgeon, every hospital and 
everv medical school. 

—M. T. 


Congenital Anomalies of the Hand and 
Their Surgical Treatment. By Arthur Joseph 
Barsky. Springfield, Ill.: Charles C Thomas, 
Publisher, 1959. Pp. 165, with 76 illustra¬ 
tions. 

This is a compact but useful monograph. 
The author is an attending surgeon for plas¬ 
tic surgery at Mount Sinai Hospital, New 
York City, and Professor of Clinical Surgery, 
Albert Einstein College of Medicine, New 
York City. He holds many other hospital ap¬ 
pointments. This small book includes a brief 
discussion of the causation of congenital 
anomalies, a chapter on heredity' in the trans¬ 
mission of these deformities from one gen¬ 
eration to another, the embryologic picture 
and the diagnosis and treatment of both 
simple and complex congenital deformities 
of the hand. All who may be called upon to 
diagnose and treat such deformities will 
want a copy of this book. 

—Edward L. Compere, M.D. 


John Jacob Abel, M.D. Baltimore: The 
Williams & Wilkins Company, 1957. Pp. 80. 

The Williams and Wilkins Company has 
published, for private distribution particu¬ 
larly to members of the American Society 
for Pharmacology and Experimental Thera¬ 
peutics, a limited edition of papers by and 
about John Jacob Abel, who has been called 
the “father of American pharmacology.” 

I)r. Abel was a member of the first faculty 
of the Johns Hopkins School of Medicine and 
its first professor of pharmacology. In his 

long teaching career—189.1 to 191?_his 

primary interest was the role of chemistry 
in scientific medicine. Best known for hi's 
"°rk on the hormones, he is recognized as 
the man who first achieved the isolation of 
insulin in pure crystalline form. 


Dr. Abel was also instrumental in the 
founding of the Journal of Pharmacology and 
Experimental Therapeutics, and was its editor 
from 1909 to 1932. 

The book contains two papers about Dr. 
Abel and four written by him (two in col¬ 
laboration with colleagues), reprinted from 
the medical literature. It is published to 
mark the one hundredth anniversary of Dr. 
Abel’s birth, and is a worth-while addition 
to the history of medical progress. 

—0. C. 


The Management of Fractures and Dis¬ 
locations. By Anthony de Palma. Philadel¬ 
phia and London: The W. B. Saunders Com¬ 
pany, 1959. In 2 volumes. Pp. 960, with 1,927 
illustrations. 

The author describes this rather massive 
two-volume set as a “comprehensive atlas of 
fractures and other joint injuries.” That, in¬ 
deed, is an excellent way to describe it. Each 
of the two volumes measures 9 by 12 inches, 
and the two together contain 960 pages with 
1,927 illustrations. The text is limited to 
brief descriptions of the deformity, the pre¬ 
reduction roentgenogram, the technic of re¬ 
ducing each fracture or dislocation and the 
method of fixation or immobilization of the 
fracture after reduction. With few excep¬ 
tions the illustrations are line drawings, 
which are simplified so that the story told 
by each can be grasped at a single glance. 
Dr. De Palma, who is Professor of Ortho¬ 
paedic Surgery at Jefferson Medical College, 
Philadelphia, has described the method he 
personally prefers to use in the treatment 
of each injury, but he also lists alternate 
methods of treatment. Within the two vol¬ 
umes almost every conceivable fracture or 
dislocation of the spine and the extremities 
is described and illustrated, so that the es¬ 
sential characteristics of the lesions are 
readily recognized and the detailed methods 
of reduction, immobilization and po«treduc- 
tion management are clearly shown step by 
step. 


r.17 
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Vascular Surgery. By Geza de Takats. 
Philadelphia: W. B. Saunders Company, 1959. 
Pp. 726, with 382 illustrations. 

Dr. de Takats has presented a most com¬ 
plex subject in a clear and understandable 
fashion. True it is that no author is om¬ 
niscient; however, little is left wanting in 
this all-inclusive work on vascular surgery. 
For special commendation must be mentioned 
Chapter 5, “The Interview with the Patient” 
and Chapter 6, “The Examination.” These 
dovetail beautifully with the presentation 
of the more technical and theoretical sec¬ 
tions. Three hundred and eighty-two illus¬ 
trations, roentgenograms and microphoto¬ 
graphs embellish the text. This book can be 
recommended to anyone interested in the 
subject of vascular surgery. 

—Philip Thorek, M.D. 


Personality and Nature in Modern Medi¬ 
cine. By Franz Buchner. New York and Lon¬ 
don: Grune and Stratton, 1958. Pp. 36. 

This brief but thought-provoking essay, 
excei-pted from the author’s book The Spiri¬ 
tual Standpoint of Modern Medicine (Frei¬ 
burg in Breisgau, Germany: Hans Ferdinand 
Schultz, Publisher), was presented as the 
Festival Lecture on Faculties Day at the 
Fifth Centennial of the University of Frei¬ 
burg in Breisgau on June 27, 1957. Those 
already familiar with Dr. Buchner’s philo¬ 
sophic profundity will welcome this expres¬ 
sion of it from the medical point of view; 
those not acquainted with his work have a 
pleasant surprise in store. 

Reflecting on the origins of human disease, 
Dr. Buchner presents two possibilities: (1) 
that disease is inherent in the natural prem¬ 
ises of human life and represent part of 
the vulnerability and perishability of phy¬ 
sical existence, and (2) that disease is the 
result of man’s freedom, “the result of his 
individual biography”—i.e., the fruit of his 
neglects and inhibitions, his follies and ex¬ 
cesses. From these two postulates, which he 
considers in turn, he proceeds to a penetrat¬ 
ing consideration of the human body in rela¬ 


tion to the human soul. The close-woven in¬ 
terrelations of soma and psyche are explored. 
That some diseases and disturbances are 
psychosomatic is taken as a matter of course 
today; Dr. Buchner carries this acceptance 
to the point of inquiring whether the true 
reality of human existence is not represented 
by the soul, the body being only its symbol. 

This speculation, in one form or another, 
is almost as old as the human race itself, for 
no subject is more fascinating to the medita¬ 
tive mind. No definitive answer, of course, 
can be given, but this, in Dr. Buchner’s opin¬ 
ion and that of many other philosophers, does 
not alter the fact that modern medicine is 
challenged to neglect neither the one part 
of the human entity nor the other, since 
enough has been learned of man’s nature to 
establish their interdependence. The essay 
closes with the only conclusion thus far pos¬ 
sible: “. . . it remains the great task of sci¬ 
entific medicine to search with renewed in¬ 
terest for the essence of human ‘bodiliness’ 
and to regard man as a unit of body and soul, 
a task indispensable for the self-realization 
of man.” 

—M. T. 

Tuberculosis: Prevention and Control. By 
H. W. Hetherington and Fannie W. Eshle- 
man. New York: G. P. Putnam’s Sons, 1958. 
4th ed. Illustrated with photographs and 
charts. 

Revised, reset and retitled, this fourth edi¬ 
tion of a classic work takes cognizance of the 
increasing importance and success of pre¬ 
ventive measures conducted through public 
health service. The authors see the care of 
the tuberculous patient as no longer a mat¬ 
ter for the specialist only, but one for the 
physician, the family and the clinic. The 
development of chemotherapy, they point out, 
has shifted a great deal of responsibility to 
members of the nursing profession to per¬ 
sons working in dispensaries and to those 
engaged in family visiting services. The book 
is intended primarily for these groups but 
should be noted also by welfare organiza¬ 
tions and physicians in communities where 
public service is restricted. 

—0. C. 


Gig 



VOL. 31. >'0. 3 


SEW BOOKS 


Reflux Oesophagitis. By J. G. Ton. Uitge- 
verij: Born, N.V. Pp. 116, with 31 illustra¬ 
tions. 

Reflux esophagitis remains an intriguing 
and challenging subject. Dr. Ton has writ¬ 
ten a monograph that should be read by 
practitioner and specialist alike. As Prof. 
Boerema has correctly stated in his foreword 
to this book, esophagitis has been neglected 
in many modern textbooks. A most provoca¬ 
tive and logical discussion of the so-called 
cardiac sphincter is presented. It is further 
interesting to note that the terms “peptic 
esophagitis,” “reflux esophagitis,” and “pep¬ 
tic ulceration of the esophagus” are looked 
upon as different aspects of the same dis¬ 
ease. The author has the ability,' to condense 
much practical material into a few sen¬ 
tences. In a most pithy way he discusses the 
tetrad of symptoms of this condition, name¬ 
ly, pain, dysphagia, hemorrhage and regur¬ 
gitation. The text is amplified by clearly de¬ 
picted illustrations. The author has done a 
herculean task in assembling the 520 refer¬ 
ences that appear at the end of the book. 
This hook can he recommended most highly 
to anyone interested in the subject of reflux 
esophagitis. 

-—Philip Thop.ek, M.D. 


Third Biennial Conference on Charitable 
Foundations. New York: New York Univer¬ 
sity Press, 1957. 

New York University established its Con¬ 
ference on Charitable Foundations in 1953. 
The second session was held in 1955 and the 
third in May 1957. The purpose of the con¬ 
ference is to provide a recurring forum for 
persons interested in the purposes, functions 
and problems of foundations. 

These published proceedings represent 
the papers read at the 1957 conference, 
mostly by active workers for foundation*. 
Subject* di*cu*sed were fields of activity; 
problem- in the making of grants; adminis¬ 
tration; law, and taxes. Each paper was 
followed by a que*!ion-aml-nn*wer period, 
tho gi't of which is reproduced here. 


Here is the latest thought on all these 
matters, and the volume should prove valu¬ 
able to all who are interested in the conduct 
of foundations. 

—0. C. 


Milestones in Modern Surgery. Edited by 
Alfred Hurwitz and George A. Degenshein, 
with a foreword by J. Engelbert Dunphv. 
New Y r ork: Paul B. Hoeber, Inc., 1958. Pp. 
520. Illustrated. 

The glorious history of surgery—the work 
and lives of the men who in the past hun¬ 
dred years have developed the healing art 
to its present scientific level—reads like 
romance. It is romance, as exciting in retro¬ 
spect as in the limitless horizons this ground¬ 
work is pushing back for the future. 

This volume comprises the original papers 
of the “greats” in surgery, a galaxy of such 
shining lights as Auer, Billroth, Carrel. 
Crile, Fleming, Pare, Reid, Singer and some 
thirty others. 

There are twenty-eight “milestones” in ali, 
presented under 13 headings: Hemostasis, 
Anesthesia, The "Milieu Intcricur," Wound 
Healing, Head and Xecl: Surgery, Breast Sur¬ 
gery, Hernia, Gastrointestinal Surgery, In¬ 
testinal Obstruction, Thoracic Surgery, Car¬ 
diovascular Surgery, The Soul of the Surgeon, 
and Milestones on the Horizon. It is profusely- 
illustrated. Each section is preceded by a 
brief prefatory history of the development 
in that field, with biographical notes and a 
photograph of the surgeon whose paper is 
presented. In each case the editors have 
chosen the paper which, in their judgment, 
is the most significant in that field. A second 
criterion was that the paper be well written 
and that it demonstrate the scientific method. 
The last rule governing the choice was that 
the principle or operation described, whether 
in its original form or some variation there¬ 
of. is still of current value. 

Consequently, this collection of papers i* 
not only of current but of la*iing worth and 
is a milestone in it*elf. Every surgeon who 
i* devoted to hi* art and to the advancement 
of surgery should own and read thi* book. 


elf* 


M\\ Thoulk, M.D. 



Abstracts from Current Literature 


Survey of the German Literature on General 
and Orthopedic Surgery since 1956* 

PROF. K. BOSHAMER, M.D., F.I.C.S. 

VVUPPERTAL-BARMEN, GERMANY 
TRANSLATED BY 

KURT EICHELBAUM, M.D., F.I.C.S. 

CHICAGO, ILLINOIS 


Spinal Column .—According to Meisenhei- 
mer, Sehanerman’s disease is related to con¬ 
genital disturbances of subchondral ossifica¬ 
tion. These lesions, according to him, do not 
have the character of aseptic necrosis but are 
disturbances of ossification in the area of the 
vertebral and plate, which consists of hyaline 
cartilage. Lindeman and Rathdke discuss 
atypical phytosis occurring in the adolescent, 
which show a striking narrowing of the inter¬ 
vertebral disk. In their opinion, a congenital 
disturbance, such as aplasia of the disk or 
underdevelopment of the chondra, may be re¬ 
sponsible for the narrowing of the disk. Jent- 
schura ascribes scoliosis in the newborn, at 
least in a certain number of cases by fixation 
of habitually assumed postures in the pres¬ 
ence of poorly developed connective and fibrous 
tissue. Muscular contractures eventually cause 
the spinal deformity in which rickets and too 
much weight bearing by the small vertebral 
joint play important roles. Lange emphasizes 
the influence of disturbances of the inner 
secretory system on the development of so- 
called idiopathic scoliosis. Just prior to the 
progression of the deformity, which always 
takes place about the time of puberty, lesions of 
the epiphyses and local osteoporosis can be 
demonstrated. Changes in the protein metabo¬ 
lism and increased nitrogen discharge point to 


♦Continued from April issue. 


a disturbance of function of the adrenal 
glands. 

In the conservative treatment of scoliosis, 
the essential purpose of which is to prevent 
further deterioration, the active muscle¬ 
strengthening therapy is superior to passive 
correction, according to Jacoby and Penners. 
If, however, this type of treatment does not 
prevent further progress of the deformity, 
Lange considers operation indicated—not, 
however, until the patient is 14 years old. 
Lange reports his experiences with a span 
onlay and fusion of the facet joints, empha¬ 
sizing the importance of the correct choice 
and pretreatment of the section to be fused.** 

Schramm recommends the pillar plasty of 
Schade. Fixation of the spinal column with 
two plates similar to a Lane plate, combined 
with a span according to Reimers, is not ac¬ 
cepted by Lange. 

Spondylolisthesis in the vercila section of 
the spine is rare. Schlueter and Lissuer add 
3 recent cases to the literature. In their opin¬ 
ion, hysplasia of the vertebral arch is the 
cause of this condition. In Brocker’s, dyspla¬ 
sia of the arch is hereditary and is the decisive 
factor. Haubery and Schlueter are convinced 
that the treatment of this condition should be 
conservative if the cervical portion of the 
spine is stable and the nervous system intact; 


**If by "pretxeatment*’ correction of the deformity is 
meant, the review does not say so.— Translator. 
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in the case of instability and symptoms of 
root compression, however, fusion of the cer¬ 
vical portion of the spine by means of a bone 
span is indicated. The success of this proce¬ 
dure —75 per cent excellent results, and 20 
per cent good results—is convincing. 

In 3 cases, Forstmann has observed infec¬ 
tious spondylitis after injury of the anterior 
longitudinal ligament by a fragment of a 
grenade and paravertebral infection respec¬ 
tively. He has observed extension of the in¬ 
fectious process over fourteen vertebral bones. 
Both disk and vertebral body were involved, 
without defects or abscesses. 

In roentgen diagnostic study of the spinal 
column, views showing the entire column gain 
more and more importance in the diagnosis of 
funct : on. Schlegel and Leger discuss the par¬ 
ticular technic. 

The atlanto-occipital juncture is attracting 
increased attention in roentgen examination 
of the cervical portion of the spine. Decker, 
Fischgold and others, in a paper published by 
the department of Neurology’ of Munich in 
cooperation with the Department of Neurology 
of Paris, show that in order to demonstrate 
developmental disturbances in this area every 
roentgen technic (tomographic study, gas 
mvelographic investigation and views demon¬ 
strating function) must be employed. Com¬ 
pression at the base and assimilation of the 
atlas are often merely coincidental. Dickmann 
and Rohn describe the fullblown neurologic 
picture of compression of the medulla and 
also that of compression of the cerebellum, 
blockage of the spinal fluid and stretching of 
the nerves of the brain. The treatment is sur¬ 
gical decompression by resection of the arch 
of the atlas, and possibly resection of the arch 
of the second cervical vertebra, with enlarge¬ 
ment of the foramen magnum and incision of 
the dura. Nachtwey, Schliak and Rohr de¬ 
scribe the symptoms of these changes and. in 
addition, the occipital vertebral manifestation 
and the isolated os odnntoideum. The signifi¬ 
cance of the small vertebral joints and of the 
homijnints of Lu=chkn. as well as the impor¬ 
tance of the cotir-e of the vertebral artery in 
relation to the cervical spinal syndrome. i- 
emphasired (Rrocher, Kulilendahi. Rrimb-, 
and Weber'', while, according to Hardt and 


Through the unfailing kindness 
and cooperation of Prof. Dr. K. 
Boshamer, F.I.C.S., we are able to 
make available to Journal readers 
the second section of a comprehen¬ 
sive outline of surgical progress in 
Germany since 1956. Prof. Heinz 
Griessmcmn of Heumeunger-Holstein 
summarizes the literature on eso¬ 
phageal surgery; Prof. Dr. Otto Kin- 
green, F.I.C.S., of Ludenscheid, that 
on traumatic surgery. Orthopedic 
surgery is presented by Prof. Dr. 
Hans Galli of Munich. 

The hterature from which the ma¬ 
terial was selected included all 
significant publications, whether pe¬ 
riodical or in the form of books, 
monographs or Proceedings, to ap¬ 
pear in Germany during the period 
chosen. The compilers have made an 
excellent selection and presented the 
facts concisely. The Journal warmly 
appreciates this timely and valuable 
contribution. To Prof. Boshamer, who 
by initiating the work has added 
another distinguished achievement 
to his long record of dedicated serv¬ 
ice to the College ideal of world-wide 
dissemination of the latest in surgical 
knowledge, we extend our sincere 
thanks and congratulations. 


Tepe, spondylosis and osteochondrosis are fre¬ 
quently symptomless. Sprung discusses the 
physiopathologic aspects of the intervertebral 
foramens. The obliteration of the root sleeves 
in this area may account for circulatory dis¬ 
turbances. According to Teichert, skeletal de¬ 
ments derived from the lower order- of the 
vertebrates may stimulate pathologic changes 
in the upper cervical portion of the spine. 
Brocker call- the calcification of the int< r- 
spinous ligament n«-r«ciated with oMroarth* 
nof the spinous pr<-c<-''s "cab-ir o-i- cir- 
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cum scripta nuchal.” Bents of the anterior 
longitudinal ligament have a serious prog¬ 
nosis, because damage to the cord is fre¬ 
quently connected with this injury.* 

The necessary reduction should be done by 
a closed procedure without general anesthesia, 
i.e., by slow steadily increased traction, fol- 


♦Obviously it is the possible vertebral dislocation due to 
such injury that accounts for the damage of the cord.— 
Translator. 


lowed by surgical stabilization. In the lumbar 
area Barthman suggests resection of the spin¬ 
ous processes if they present osteoarthritic 
changes, as, in his opinion, they frequently do 
in persons of middle and advanced age. 

Glauner and Marquardt, in their book The 
Roentgen Diagnosis of the Hip Joint, discuss 
the normal hip joint, its development and its 
pathologic aspects. The illustrations are very 
good. 


Abstracts of Papers Presented at the Eighth Annual 
Congress of the Austrian Section, International 
College of Surgeons, Vienna, Oct. 18, 1958 


Pelvic Osteotomy for Roof of 
the Acetabulum 

K. CHIARI, M.D., F.I.C.S. 

For repair of the roof of the acetabulum 
surgical intervention is advised for children 
beyond the fourth year of life, since a spon¬ 
taneous development of the roof of the ace¬ 
tabulum cannot be expected. 

The best known of these methods are those 
advocated by Spitzy and Lance. They make 
possible the creation of a roof for the ace¬ 
tabulum by bone transplantation which by 
proper conditions of weight bearing can be 
rebuilt into a good support for the head of 
the femur. Even with the formation of a good 
roof, however, the pathologic position of the 
femoral head cannot be influenced, so that the 
insufficiency limp is often maintained even 
after a successful operation. 

A new surgical method has been developed, 
which results in the formation of an ace¬ 
tabular roof and in correction of the position 
of the femoral head by the tendency toward 
a medial shift at the same time. 

The method is as follows: An osteotomy of 
the pelvic isthmus is performed just above the 
insertion of the capsule of the hip joint. After 
the performance of an extra-articular oste¬ 
otomy the hip joint is shifted medially by 
abduction. Technic and results of the surgical 
procedure are demonstrated by film. 


•♦Chief of the Orthopedic Department of the First Surgical 
Clinic. Vienna, Prof. Dr. L. Schoenbauer. Chairman. 


Thus far the operation has been performed 
in 58 cases. In 32 cases surgical intervention 
was indicated by luxations that were treated 
without open reduction according to Lorenz. 
This led, however, to an insufficiently de¬ 
veloped socket with a tendency to recurrent 
luxation. 

In 10 cases, children beyond the age of 
4 years were admitted with complete luxations 
and without previous treatment. In these in¬ 
stances the hip joint was reduced without 
surgical intervention. Most of them had to 
be first immobilized in Lorenz’ primary posi¬ 
tion for two months. Afterward, the position 
of the hip joint was changed into abduction 
and internal rotation. After two more months 
the pelvic osteotomy, with formation of a 
roof for the acetabulum, was performed. In the 
remaining 16 cases there were subluxations 
of moderate degree with flatness of the socket, 
which during infancy had caused neither sub¬ 
jective nor objective symptoms. 

The ages of the patients were between 3 and 
19 years. More than three-fourths of the pa¬ 
tients were under 12 years of age. 

The results of the operation can be desig¬ 
nated as favorable. Of the 58 operations, 41 
were done more than a year prior to the time 
of writing, and the results in 31 instances 
can be classified as very good. The require¬ 
ments were complete mobility of the hip joint, 
normal gait and a negative Trendelenburg 
phenomenon. Nine patients were improved. 
The principal remaining difficulties are a 
moderate limp, insufficiency and, in a few 
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cases, moderate limitation of mobility. In 
only 1 case can the result be considered un¬ 
favorable. The reason for the less favorable 
results consisted, in 2 cases, of an insufficient 
dislocation of the hip joint medially. In most 
of the other cases the incomplete success was 
due to unfavorable conditions existing prior 
to surgical treatment. Especially to be men¬ 
tioned here are antirotation of the neck of 
the femur and changes in the femoral head 
prior to the operation. In the case in which 
the result was designated as poor, there was 
severe coxa valga, the correction of which was 
performed recently. 

The patients with a five-year interval after 
the operation show steady, good function. In 
1 boy an ideal acetabular roof was rebuilt 
spontaneously and has remained without un¬ 
favorable changes for the past five years in 
spite of the boy’s engaging in sports. 

Since the majority of the patients were 
girls, the transverse narrowing of the pelvis 
due to the operation seemed important. It 
can be shown by several diapositives that the 
pelvic entrance, after considerable initial nar¬ 
rowing, seemed to widen again spontaneously 
by resorption of the bony spike in the inner 
part of the pelvis. It is to be hoped that at 
least some of the girls who underwent the 
operation may later be delivered spontaneous¬ 
ly. Up to the time of this report 2 patients 
have been operated on bilaterally. The second 
surgical intervention was requested by the 
parents after the successful operation of the 
first side. In these cases the probability of 
an eventually necessary cesarean section was 
emphasized. 

A higher age limit is indicated if arthrosis 
deformans is already in the process of de¬ 
veloping. It would influence the result un¬ 
favorably. About 20 years of age is consid¬ 
ered the upper limit. 

In a 17-ycar-old girl, that one year after 
undergoing an operation for a high grade sub¬ 
luxation. reveal* a highly favorable result both 
clinically and roentpcnologically. 

Court union. — The operation, within the 
aforementioned limits of indication, can be 
recommended. It has the advantage that with¬ 
out bone transplantation a strong acetabular 
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roof can be formed. Immobilization in a cast 
is maintained only four weeks. The mobiliza¬ 
tion requires only a short stationary after- 
treatment. Function is gained quickly. The 
after-treatment consists mainly of active exer¬ 
cise to strengthen the insufficient gluteal mus¬ 
cles. 

Treatment of Scoliosis 

F. MEZNIK, M.D. 

There are certain common principles in the 
conservative and surgical treatment of the dif¬ 
ferent kinds of scoliosis. Although scoliosis in 
the overwhelming majority of cases must be 
approached conservatively, it must be pointed 
out that the only moderately slow progressive 
course in most cases is not the result of the 
therapy. This holds true first of all for idio¬ 
pathic scoliosis. Of all conservative methods 
of treatment the combined svmnastic-posterior 
plaster mold seems to be most justifiable. Even 
if no prominent correction can be expected 
from this approach, the entire body is 
strengthened and the patient only moderately 
burdened. Braces are indicated only in the 
presence of severe paresis-scoliosis when oper¬ 
ation is not undertaken. An important point 
of any conservative treatment for scoliosis is 
roentgen control, in order to arrive at an ob¬ 
jective estimate of its progress, in order to 
determine the proper time for intervention. 
As to the surgical approach, in my personal 
experience the method employed by Cobb of 
New York offers good possibilities of correc¬ 
tion. By means of the turnbuckle jacket and 
by careful approach, the correction is well 
maintained by the stiffening of the dorsal 
vertebrae. Operation is indicated for severe 
paresis-scoliosis, rapidly progressive idiopathic 
variations and scoliosis accompanying neuro¬ 
fibromatosis. 

Treatment of Osteolytic 
Disease 

r. KNOUT. M.n. 

The ideal condition* nowaday- generally 
expected of early treatment of the primary 
o-teomyelitir bi en t -,,- !n ;,- r . d in enlv 
a limited numb'T of ra»* -. 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


MAY, 1959 


With regard to general treatment as the 
only therapeutic approach, there are doubts 
as to its efficiency, especially if treatment is 
not started during the first few days or if 
there is a polyvalent resistance of the patho¬ 
genic bacteria to the available antibiotics. The 
indications for surgical intervention, the ex¬ 
tent of the operation and the role of anti¬ 
biotic local treatment in the therapy are dis¬ 
cussed elsewhere. 

As to the chronic form of osteomyelitis, it 
has become obvious that the usual extensive 
evacuation of the involved focus does not al¬ 
ways result in permanent cure and that this 
approach is contraindicated in cases of ex¬ 
treme extension and for patients in poor gen¬ 
eral condition. Within the scope of these 
problems, a personal approach to the local 
treatment of acute and chronic infections has 
been devised, consisting of intraosseous and 
periosseous continual installation. Started in 
1948, this procedure has been used in about 
300 cases with good results. In order to achieve 
the strongest antibacterial effect, the arrange¬ 
ment of the intraosseous and periosseous pas¬ 
sage of the installation in the entire diseased 
bone and the surrounding soft tissue is of 
the utmost importance. In addition, continual 
installation for several weeks and a change 
to antibiotic and sulfa drugs to which the 
offending bacteria are sensitive are mandatory. 
If a necrotic process should develop, the addi¬ 
tion of tryptic ferments to the infusion has 
proved useful. The different questions have 
been comprehensively illustrated by a large 
number of diapositives. 

Discussion .—Acute hematogenous osteomye¬ 
litis urgently demands immediate hospitaliza¬ 
tion, in a surgical ward, in order to prevent 
transition into the chronic form by intensive 
antibacterial treatment. 

Progress of the pathologic process in the 
bone marrow becomes evident radiologically 
and indicates the time when surgical evacua¬ 
tion of the infected bone marrow is necessary. 
With a few exceptions healing of the wound, 
closed without leaving a drain, took place per 
primam. 

Chronic osteomyelitis also needs surgical 
evacuation, since the bone marrow constitutes 
the abscess, and after its removal the abscess 


membrane, in this case the bone, will also heal. 

There is no interference with the growth of 
the bone in any case of infantile, acute or 
chronic osteomyelitis, since the growth does 
not take place in the marrow but in the cor- 
ticales of the epiphysis. 

Investigations of local applications of anti¬ 
biotics proved unsuccessful. They required a 
long stay in the hospital, while radical evacu¬ 
ation of the bone marrow resulted, in most 
cases, in restitutio ad integrant in a few 
weeks. 

Failure of postoperative healing is almost 
always correctible. 

The conservative approach to the chronic 
form of the disease can result only in remis¬ 
sions at variable intervals and of variable 
duration. Burkle de la Camp described a case 
of recurrence after 52 years and Krafft re¬ 
ported recurrence after 32 years. 

Only radical evacuation of the infected mar¬ 
row can cure chronic osteomyelitis. 

According to 103 personal cases, closely ob¬ 
served, this therapy, started in 1952, is justi¬ 
fied. 

Disturbance of healing, which may occur 
with this therapy, is attributable to poor tech¬ 
nic or to the presence of B. Proteus pyocy- 
aneus. 

I am definitely in favor of surgical evacua¬ 
tion of the diseased bone marrow. 

Muscular Tonus-Asymmetry 
as Cause of Abnormal 
Manifestations of the 
Lumbar Portion of the Spine* 

HERBERT MOSER, M.D., F.I.C.S.** 

A hypertonic asymmetric pull of the psoas 
muscles leads to an abnormal appearance at 
the site of the lumbar portion of the spine. 
Pain develops. Gradually small spikes are 
formed, which are not the symptoms of spon¬ 
dylosis but denote the structural adaption of 
the bone in response to the nonphysiologic pull 
at the site of the insertion. At the same time, 
the lumbar portion of the spine becomes tilted 
with the concavity to the diseased side. 


♦Review and excerpts of a lecture on this topic. 
♦♦Professor of Surgery. 
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In addition to the roentgen and pathologic 
signs, pathologic hypertonus of the psoas mus¬ 
cle reveals the following clinical symptoms: 

1. The psoas of the one side is painful on 
touch of the lower part of the abdomen, and 
also hardened. The examination is performed 
while the stretched leg is raised with the pa¬ 
tient supine. 

2. The point of insertion of the psoas at 
the trochanter minor is painful on pressure 
at the end phase of outer rotation of the thigh 
with the leg flexed and abducted and the pa¬ 
tient in the supine position. 

3. The points of insertion of the psoas at 
the lumbar portion of the spine reveal pulling 
pain during the end phase of internal rotation 
of the abducted and overextended leg with 
the patient prone. 

The roentgen signs, together with the typi¬ 
cal painful points during certain functional 
phases, constitute the psoas syndrome. 

This syndrome is also associated with intra¬ 
abdominal diseases, especially of the small pel¬ 
vis, in which the psoas is included directly or 
by reflex reaction; frequently it persists, even 
after the intraabdominal process has ended, 
and may become a source of possible false 
diagnosis. The psoas proper may be affected 
primarily, like other muscles, by rheumatism. 
The unilateral hvpertonus may be the con¬ 
sequence of static causes that burden the 
psoas of one side more than that of the other. 
Owing to this long-lasting overcharge the 
muscle shows gradual changes, functionally 
and reflectively as well as anatomically. 
Changes resembling myositis are possible. The 
slow and long lasting developmental process 
of myositis contrahens may lead to a con¬ 
traction of the psoas, with a corresponding 
shortening as the end stage. 

The treatment of unilateral painful spasm 
of the p=oas consists of relaxation. Removal 
of general or localized pathologic change is 
the first step. Relaxation is achieved by in¬ 
filtration of the psoas tendons at their sites 
of insertion with derivatives of procaine fre¬ 
ports of -12 conservatively treated cases i. In 
case of advanced contraction of the psoas two 
surgical methods were employed; a« the 
method of choice, infra-inguinal isolated ten- 
(iotomy of the psoas, and. alternatively ffor 
short and adipose thighs*, Miprapubic 


otomy of the psoas. In both procedures the 
psoas muscle is isolated and the iliacus muscle 
carefully spared. This results in a steplike 
elongation of the entire iliopsoas muscle, and 
relaxation is accomplished, with preservation 
of the essential function (report of 5 cases in 
which surgical treatment was employed). 

Unilateral Double Fracture of 
the Lower Extremity: 
Treatment and Results 

GEORG SALEM, M.D. 

The increasing prevalence of automobiles, 
and especially the increase in their velocity, 
has resulted in more and more serious acci¬ 
dents. It is the goal of the surgeon not only 
to save lives but to restore the most nearly 
complete function, in the shortest possible 
time, to the injured extremities. 

In the scope of this presentation a special 
type of injury was discussed, the technic of 
treatment of which is somewhat problematic, 
namely, unilateral double fracture of the lower 
extremity. 

In such an injury one has to deal mostly 
with a closed femoral fracture and a com¬ 
pound fracture of the lower part of the leg, 
and lacerations of the soft tissue may be ex¬ 
tensive. In 2 cases not described in this pre¬ 
sentation, there was traumatic amputation of 
the lower part of the leg on the patients' ad¬ 
mission to the hospital. 

According to the records of 15 cases com¬ 
prehensively reported from 1950 to 1958 from 
the emergency department of the Second Sur¬ 
gical University Clinic in Vienna, it was shown 
that, by closed marrow nailing of the femur 
fractures, a considerable facilitation of treat¬ 
ment and especially good results could be 
achieved. 

Owing to progress in technic and increased 
experience, it is nowadays possible to employ 
the closed method successfully even in nailing 
communited fractures of the femur by the 
closed method. 

After completed ostoo-ynthc-j<. of the fe¬ 
mur, further treatment of this type of injur;.’ 
is already facilitated. Full attention can now 
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be given to treatment of the injuries in the 
soft parts and the fractures of the lower part 
of the leg. 

For immobilization of the fracture of the 
lower part of the leg only one cast of the 
thigh is required, and after stability of the 
femoral osteosynthesis is beyond question, 
weight bearing is begun four to six weeks 
after the accident. 

Recently, in 2 severely injured patients 
(still under treatment), a few days after mar¬ 
row nailing of the femoral fracture, there was 
also applied to the tibia fracture the Rohr- 
schlitz nail of Herzog, and no fixation bandage 
was required. 

Discussion ( H. Spaengler, M.D .).—The in¬ 
crease of severe accidents due to the steadily 
increasing use of motorbicycles should also be 
emphasized. In this connection double frac¬ 
tures of the lower extremities are encountered 
more frequently and consequently demand spe¬ 
cial interest, since their treatment involves 
great difficulties. At the Emergency Clinic of 
the First Surgical University Clinic from 1953 
to 1958, 33 double fractures were treated, and 
this total includes only those cases in which 
the thigh was also involved. 

The double fractures treated are divided 
into 2 groups, the first consisting of shaft 
fractures of the femur and tibia only and 
the second group comprising all double frac¬ 
tures associated with multiple fracture of the 
lower part of the leg. 

In children up to 16 years of age extension 
treatment, combined eventually with addi¬ 
tional immobilization by means of a plaster 
splint or a cast, gives satisfactory results. 

In adults, if at all possible, early osteo¬ 
synthesis of the femur by nailing is recom¬ 
mended, in order that the surgeon may attend 
as soon as possible to the reduction and fixa¬ 
tion of the lower part of the leg. 

Osteochondritis Dissecans 

ROBERT JELINEK, M.D. 

There are many theories about the develop¬ 
ment of osteochondritis dissecans, but the 
actual cause is still unexplained. In the full 
version of this paper the different names used 

From the Surgical Department of the Kaiser Franz Josef 
Hospital, Prof. Dr. Herbert Kraus. Chairman. 


in the literature for the designation of this 
disease are enumerated and the special fea¬ 
tures of oseochondritis dissecans pointed out, 
e.g., its appearance in the long bones as typi¬ 
cal localization. Forty-nine cases of osteo¬ 
chondritis dissecans of the knee joint are re¬ 
ported, with treatment over a period of eleven 
years in the surgical department of the 
Kaiser Franz Josef Hospital, with the ob¬ 
servation that this disease is not confined to 
youth but may also occur after growth has 
been concluded. The four stages of osteochon¬ 
dritis dissecans are: (1) necrosis; (2) se¬ 
questration or dissecation; (3) formation of 
free bodies, and (4) the successive stages of 
healing. 

Furthermore, the original cause is dis¬ 
cussed, which may contribute to clarification 
of the etiologic problem. Cases are mentioned 
in which the clinical picture was that of 
osteochondritis dissecans but in which the 
roentgen appearance was normal and operation 
revealed changes only in the cartilage, without 
the osseous involvement usually expected in 
cases of this disease. 

A new investigation is mentioned, dealing 
with regeneration of the cartilage, and an 
attempt is made to explain the development 
of this isolated cartilaginous change resem¬ 
bling osteochondritis dissecans. It is empha¬ 
sized again that the bone in such cases is 
unchanged. According to these investigations, 
damage of the superficial zone of the cartilage 
means the destruction of regenerative po¬ 
tency. Destruction of this zone would also ex¬ 
plain the disease of the cartilage, which would 
be deprived of the enzyme-carrying layer so 
vital to its nutrition. 

The therapy of osteochondritis dissecans is 
discussed. Conservatism is stressed; surgical 
treatment is reserved for cases in which no 
cure can be expected as a result of the con¬ 
servative approach. Prognostically, osteo¬ 
chondritis dissecans is considered a benign 
curable disease, although the process of heal¬ 
ing is slow. 

Discussion (A. Prieschnik, M.D.). —Exami¬ 
nations of 1,541 senile joints show an ex¬ 
tremely frequent occurrence of cartilage and 
bone changes described by Koenig as charac¬ 
teristic osteochondritis dissecans. They ai - e 
located at characteristic sites, grow in typical 
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directions, are usually multiple and regular 
in localization. There exists a wide discrepancy 
between the morphologic and the clinical signs 
in the joints of persons over 65 years of age. 
This personal material permits several con¬ 
clusions as to pathogenesis; one of these, 
favoring the genetically important observa¬ 
tion of the speaker, is that frequently only the 
cartilage is involved. The extent to which old 
established clinical opinions must be revised 
is indicated by the demonstrated fact that 
changes occurring at the elbow, hip, knee and 
ankle joint are located at sites in which the 
joints are least subjected to wear and tear. 

Surgery of the Umbauzonen 

G. MOCHACEK, M.D.* 

This paper deals with the Umbauzonen. 
Strictly speaking, this means with exclusion 
of changes taking place at the epiphysis. 
Clinically, the site of hardest wear presents a 
picture characteristic of painful periostosis. 
Radiologically it shows a bandlike translu- 
cency; the bone structure at the site involved 
is lost. Anatomically it means replacement of 
bone tissue by connective tissue, cartilage or 
osteoid tissue. Permanent fracture, overload, 
damage, and fatigue fracture, synonyms for 
the same pathologic picture, are included in 
the term, since fundamentally, in these condi¬ 
tions, the pathogenesis of Umbauzonen exists. 

Umbauzonen are dealt with separately, ac¬ 
cording to whether they involve healthy or 
sick bone. The differentiation has proved 
valuable in consideration of the varying clini¬ 
cal course. 

The clinical symptoms arc variable. Cal¬ 
lus formation, duration of healing, localiza¬ 
tion, and the influence of force in healthy and 
sick bone are discussed in the full version of 
this prevention. Mention is made of those 
diseases in which Umbauzonen are observed, 
and those Umbauzonen which develop as a 
consequence of treatment arc described. 

A skelelon ‘dicnir, marking of the possible 
locations of Umbauzonen. is presented, ?o- 
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gether with pictures of Umbauzonen in a 
healthy and a diseased skeleton, Umbauzonen 
occurring as a consequence of treatment, and 
the surgical therapy of Umbauzonen. Prophy¬ 
laxis and treatment are also discussed. Thera¬ 
py is mainly conservative and consists of strict 
immobilization. In the presence of diseased 
bone, treatment of the fundamental illness is 
mandatory. 

The treatment of osteoporosis with hor¬ 
mones, which exert an anabolic effect, is em¬ 
phasized. In a few exceptional cases, surgical 
intervention is indicated. 

Too little is known even yet of the nature 
of the Umbauzonen, the most common source 
of false diagnosis with regard to osteomye¬ 
litis and sarcoma. 

Unnecessary and disastrous interventions 
can be prevented with better knowledge of the 
clinical picture of the Umbauzonen. 

Thromboembolism : 
Prophylaxis with PH 203** 

ERIC RAPPERT, M.D., F.I.C.S. 

The danger associated with thromboembo¬ 
lism cannot be measured by laboratory meth¬ 
ods. One can estimate it only from compre¬ 
hensive statistics < Wenzl-Kuehlmayer, Rap- 
pert t. Different prophylactic methods are 
available against thrombosis. Preoperative, 
operative and postoperative measures are used 
everywhere nowadays. Of the specific methods 
only the Dicoumnrine derivatives and Pnnthe- 
sin are useful, according to present experience. 
The two are about equally valuable. The num¬ 
ber of postoperative hemorrhages is increased 
fourfold by use of the anticoagulants; time- 
consuming laboratory controls are necessary, 
which makes these rather unsatisfactory. The 
use of PH 2OR dispenses with laboratory con¬ 
trols; there is no tendency to hemorrhage; 
serious incidents have never been observed, 
and there is no known contraindication. Of 
about R.-tOO patients. 2 surgical patient® and 
R urologic patient^ had fatal embolism® cO.jr, 
per cent >. ThU is a r»*-ult un-urpnssed by any 
other method up to the time >.f thU report. 

••!• <■ o,.* 
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IMPORTANT ANNOUNCEMENT 

Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 

European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 

A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 

Les auteurs d’articles scientifiques destines a etre publies dans le Journal 
du College international de chirurgiens sont pries d’adresser leurs articles 
a l’adresse suivante pour l’Europe, le Proche et le Moyen Orient. 

Bureau Europeen du 
College international de chirurgiens 
6-8 rue de la Confederation 
Geneve (Suisse) 

Un comite a ete nomme pour Pexamen des articles a paraitre. Les 
auteurs sont pries de joindre a Ieur travail de brefs resumes en frangais, 
anglais, allemand, espagn'ol, italien et portugais si possible. 
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Plans are rapidly going forward for the 
Twenty-Fourth Annual Congress of the 
North American Federation of the Inter¬ 
national College of Surgeons, to be held 
September 13-17, 1959, at the Palmer 
House in Chicago. 

Dr. Karl A. Meyer, F.A.C.S., F.I.C.S. 
(Hon.), of Chicago, secretary of the United 
States Section of the College, and Dr. W. 
Wayne Babcock, F.A.C.S., F.I.C.S. (Hon.), 
of Philadelphia, honorary chairman of the 
Qualification, Credentials and Examination 
Council of the United States Section, have 
been named honorary chairmen of the Con¬ 
gress. 

Dr. Alexander Brunschwig, F.A.C.S., 
F.I.C.S. (Hon.), of New York City, vice- 
president of the United States Section, is 
the general chairman of the Congress. 

Dr. Edward L. Compere, F.A.C.S., 
F.I.C.S. (Hon.), of Chicago, president of 
the United States Section, is the secretary 
of the North American Federation. Asso¬ 
ciated with him as presidents or represent¬ 
atives of the constituent national sections 
of the North American Federation are the 
following: 

l)r. George 3 . Stream F.R.C.C.. F.I.C.S.. of 
Canada 

I)r. Haul Arturo Cha\ira. F.A.C.S.. F.I.C.S. 
(lion.), of Mexico 

Dr. J. It. Nunc7 Portuondo. F.A.CS 
F.I.C.S., of Cuba 



Dr. Henry W. Moycrding 

r..v.c.s., r.i.c.s. aion.) 


President 

International College of Surgeons 

Dr. Antoni Leveque, F.I.C.S., of Haiti 
Dr. Ricardo Aguilar Meza, F.A.C.S.. 

F.I.C.S., of Guatemala 
Dr. Jose R. Duron, F.I.C.S., of Honduras 
Dr. Mariano Samavoa. F.I.C.S., of El 
Salvador 

Dr. Humberto Alvarado. F.I.C.S., of Nica¬ 
ragua 

Dr. Oscar Pacheco Chnvcrri, F.I.C.S.. of 
Costa Rica 

Dr. Gustav Andreas Engler. F.I.C.S.. of 
Panama 

Tlm^o, together with the s< Cretan^ ami 


i <-r:o\ n y w. 



TWENTY-FOURTH ANNUAL CONGRESS 

of the 

NORTH AMERICAN FEDERATION 

INTERNATIONAL COLLEGE OF SURGEONS 


September 13-17, 1959 



Dr. Karl A. Mevcr 
F.A.C.S., F.I.C.S. (Hon.) 

Secretary 

United States Section 
Honorary Chairman of the Congress 



Dr. W. Waj ne Babcock 
F.A.C.S., F.I.C.S. (Hon.) 
Honorary Chairman of the Congress 


Chicago, Illinois 





Dr. Alexander Brunschw iff 
F.A.C.S., F.I.C.S. (Hon.) 

Vice-President 
United States Section 
General Chairman of the Congress 



Dr. Edward L. Compere 
F.A.C.S., F.I.C.S. (Hon.) 

President 

United States Section 
Secretary 

North American Federation 



Dr. Peter A. Rosi 
F.A.C.S., F.I.C.S. 

Chairman 

General Program Committee 


4 


JOURNAL OP THE INTERNATIONAL COLLEGE OF SURGEONS 



Twenty'Fourth Annual Congress 
North American Federation 
International College of Surgeons 

Comprising 

THE UNITED STATES OF AMERICA, CANADA, THE UNITED STATES OF MEXICO, CUBA, 
HAITI, GUATEMALA, HONDURAS, EL SALVADOR, NICARAGUA, COSTA RICA AND PANAMA 

September 13-17, 1959 

Palmer House Chicago, Illinois 


Plans are rapidly going forward for the 
Twenty-Fourth Annual Congress of the 
North American Federation of the Inter¬ 
national College of Surgeons, to be held 
September 13-17, 1959, at the Palmer 
House in Chicago. 

Dr. Karl A. Meyer, F.A.C.S., F.l.C.S. 
(Hon.), of Chicago, secretary of the United 
States Section of the College, and Dr. W. 
Wayne Babcock, F.A.C.S., F.l.C.S. (Hon.), 
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Twenty-Fourth Annual Congress of the 
North American Federation of the Inter¬ 
national College of Surgeons, to be held 
September 13-17, 1959, at the Palmer 
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Dr. Karl A. Meyer, F.A.C.S., F.I.C.S. 
(Hon.), of Chicago, secretary of the United 
States Section of the College, and Dr. W. 
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of Philadelphia, honorary chairman of the 
Qualification, Credentials and Examination 
Council of the United States Section, have 
been named honorary chairmen of the Con¬ 
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F.I.C.S. (Hon.), of New York City, vice- 
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F.I.C.S. (Hon.), of Chicago, president of 
the United States Section, is the secretary 
of the North American Federation. Asso¬ 
ciated with him as presidents or represent¬ 
atives of the constituent national sections 
of the North American Federation are the 
following: 

Dr. George J. Strean, F.R.C.C., F.I.C.S., of 
Canada 
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other officers of their Sections, are making 
plans for participating in the Congress. 

The Program 

The basic task of organizing the program 
of the Congress is the responsibility of the 
General Program Committee. 

The committee is headed by Dr. Peter 
Rosi, P.A.C.S., F.I.C.S., of Chicago, a vet¬ 
eran chairman of the programming com¬ 
mittee, who has ably served, in that ca¬ 
pacity, both the United States Section and 
the International College. Dr. Rosi is asso¬ 
ciate professor of surgery at Northwestern 
University Medical School; professor of 
surgery at Cook County Graduate School, 
and an attending surgeon on the staff of 
the Chicago Wesley Memorial Hospital. 

The other members of the General Pro¬ 
gram Committee are: 

Dr. Charles S. White, F.A.C.S., F.I.C.S., 
of Washington, D. C. 

Dr. John B. O’Donoghue, F.A.C.S., F.I.C.S., 
of Chicago 

Dr. William G. Stephenson, F.A.C.S., 
F.I.C.S., of Chattanooga, Tennessee 
Dr. Arnold S. Jackson, F.A.C.S., F.I.C.S. 

(Hon.), Madison, Wisconsin 
Dr. Harold O. Hallstrand, F.A.C.S., F.I.C.S., 
South Miami, Florida 


Dr. E. N. C. McAmmond, F.R.C.S., F.I.C.S., 

Vancouvei*, B. C., Canada 
Miss Laura Jackson, B.S., M.I.C.S. (Hon.), 

Chicago, Congress Consultant 

The Specialties 

Of outstanding importance in the organ¬ 
ization of the Congress is the work of the 
committees on programs for the special¬ 
ties. 

The specialties to be represented on the 
Congress program ai*e: 

Colo-Proctologic Surgery 

Neurologic Surgery 

Obstetric and Gynecologic Surgery 

Ophthalmologic Surgery 

Oto-Rhino-Laryngologic Surgery 

Orthopedic Surgery 

Plastic and Reconstructive Surgery 

Surgery of Trauma and Rehabilitation 

Urologie Surgery 

Film Forum and Surgical Motion Pictures 
Surgical Nurses’ Program 

The Social Program 

The Woman’s Auxiliary, too, is arrang¬ 
ing for meetings and social occasions in 
conjunction with the Congress. Plans for 
the Convocation and the banquet are also 
maturing. 


The Congress 


THOSE DESIRING TO PRESENT PAPERS 
write to 

DR. PETER ROSI 
International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 


FOR HOTEL RESERVATIONS 

write to 

RESERVATIONS SECRETARY 

International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 


To Report 

NEWS ITEMS CONCERNING SECTION AND REGIONAL ACTIVITIES 


write to 

NEWS DEPARTMENT 


International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 
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Comments by the Founder 

INTERNATIONAL ASPECTS OF NORTH AMERICAN FEDERATION CONGRESS 


With the growth 
of the International 
College of Surgeons 
and the increase in 
the number of Na¬ 
tional Sections there 
arose the need for 
an intermediate 
form of organiza¬ 
tion. The completely 
logical and function¬ 
ally effective group¬ 
ing of Sections into 
Continental Federations naturally sug¬ 
gested itself and has proved to be a most 
useful and inspiring arrangement. 

We recall with pride the epoch-making 
First Congress of the European Federa¬ 
tion of the International College of Sur¬ 
geons held in Brussels in May of last year. 
It was a stupendous undertaking and an 
outstanding success. 

And now we look forward eagerly to the 
great Congress of the North American 
Federation which will take place at the 
Palmer House in Chicago, September 13- 
17, 1050. 

There is pleasure in the sound of the 
sonorous names of the Sections that con¬ 
stitute the North American Federation of 
the International College of Surgeons. 
They bring home the divergencies and the 
vastness of this continent, the plurality of 
ethnic and cultural origins, the historical 
influences that have molded its various 
parts and vet created a unity of purpose 
and of spirit. 

The North American Federation of the 
International College of Surgeons is 
pledged to disseminate widely within it- 
borders the luM of surgical knowledge 
and practice. It -har.- our dedication. It 


seeks the promulgation of the highest 
standards in the art and science of surgery. 
It labors to spread everywhere the fruits 
of the most advanced surgical innovation 
and the results of painstaking research. 

The experience of the world’s eminent 
surgeons is, through the College, made 
available to every Fellow, Associate and 
Junior of the College. 

Happily, the Congress, while including 
all of the North American Federation, will 
not be limited by the geographic dimen¬ 
sions even of this vast continent. We an¬ 
ticipate the presence of distinguished rep¬ 
resentatives of the College from other 
continents whose presentations will enrich 
our scientific program. Symbolically, thus, 
the Congress will be acknowledging the 
great debt that American surgery owes to 
non-American sources and vice versa. 

Meeting in Chicago, we cannot but re¬ 
flect that it was the scene of the activities 
of many surgeons who had their surgical 
training, or at least postgraduate training, 
in Europe, and of a number of distinguish¬ 
ed men who came to Chicago, as to other 
cities of the Americas, from abroad and 
brought with them the world tradition of 
science and of learning. With the memory 
of the great American John B. Murphy, 
master of abdominal surgery, we link the 
names of Christian Fenger, pioneering 
surgical pathologist, who came to us from 
Denmark, and of Nicholas Senn, the out¬ 
standing military surgeon, who \vn< horn 
and educated in Switzerland. While there 
are many others who contributed greatly 
to our store of surgical tradition, th'>-e 
three, perhaps more than any other Chi¬ 
cago surgeon-, laid the foundation for 
Chicago’s great ne— a- a Mirgical c< n?e r , 
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Chicago 10, Illinois 


To Report 

NEWS ITEMS CONCERNING SECTION AND REGIONAL ACTIVITIES 


write to 

NEWS DEPARTMENT 

International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 
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Comments by the Founder 


INTERNATIONAL ASPECTS OF NORTH AMERICAN FEDERATION CONGRESS 



Dr. Max Thorefc 


With the growth 
of the International 
College of Surgeons 
and the increase in 
the number of Na¬ 
tional Sections there 
arose the need for 
an intermediate 

form of organiza- f f j'1 

tion. The completely 
logical and function¬ 
ally effective group¬ 
ing of Sections into 
Continental Federations naturally sug¬ 
gested itself and has proved to be a most 
useful and inspiring arrangement. 

We recall with pride the epoch-making 
First Congress of the European Federa¬ 
tion of the International College of Sur¬ 
geons held in Brussels in May of last year. 
It was a stupendous undertaking and an 
outstanding success. 

And now we look forward eagerly to the 
great Congress of the North American 
Federation which will take place at the 
Palmer House in Chicago, September 13- 
17, 1059. 


There is pleasure in the sound of the 
sonorous names of the Sections that con¬ 
stitute the North American Federation of 
the International College of Surgeons, 
They bring home the divergencies and the 
vastness of this continent, the plurality of 
ethnic and cultural origins, the historical 
influences that have molded its various 
parts and yet created a unity of purpose 
and of spirit. 

The North American Federation of tin- 
international College of Surgeon^ i« 
pledged to disseminate widely within its 
borders the best of surgical knowledge 
ami practice. It shares our dedication. It 


seeks the promulgation of the highest 
standards in the art and science of surgery. 
It labors to spread everywhere the fruits 
of the most advanced surgical innovation 
and the results of painstaking research. 

The experience of the world’s eminent 
surgeons is, through the College, made 
available to every Fellow. Associate and 
Junior of the College. 

Happily, the Congress, while including 
all of the North American Federation, will 
not be limited by the geographic dimen¬ 
sions even of this vast continent. We an¬ 
ticipate the presence of distinguished rep¬ 
resentatives of the College from other 
continents whose presentations will enrich 
our scientific program. Symbolically, thus, 
the Congress will be acknowledging the 
great debt that American surgery owes to 
non-American sources and vice versa. 

Meeting in Chicago, we cannot but re¬ 
flect that it was the scene of the activities 
of many surgeons who had their surgical 
training, or at least postgraduate training, 
in Europe, and of a number of distinguish¬ 
ed men who came to Chicago, as to other 
cities of the Americas, from abroad and 
brought with them the world tradition of 
science and of learning. With the memory 
of the great American John B. Murphy, 
master of abdominal surgery, we link the 
names of Christian Fenger. pioneering 
surgical pathologist, who came to us from 
Denmark, and of Nicholas Senn. the out¬ 
standing military surgeon, who was born 
and educated in Switzerland. While there 
are many others who contributed greatly 
to our store of surgical tradition, the-*- 
three, perhaps more than any other f'hi- 
cago surgeons laid the foundation for 
Chicago*? groutne-< a- a Mirgical center. 

Mar Than !.- 
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other officers of their Sections, are making 
plans for participating in the Congress. 

The Program 

The basic task of organizing the program 
of the Congress is the responsibility of the 
General Program Committee. 

The committee is headed by Dr. Peter 
Rosi, F.A.C.S., F.I.C.S., of Chicago, a vet¬ 
eran chairman of the programming com¬ 
mittee, who has ably served, in that ca¬ 
pacity, both the United States Section and 
the International College. Dr. Rosi is asso¬ 
ciate professor of surgery at Northwestern 
University Medical School; professor of 
surgery at Cook County Graduate School, 
and an attending surgeon on the staff of 
the Chicago Wesley Memorial Hospital. 

The other members of the General Pro¬ 
gram Committee are: 

Dr. Charles S. White, F.A.C.S., F.I.C.S., 
of Washington, D. C. 

Dr. John B. O’Donoghue, F.A.C.S., F.I.C.S., 
of Chicago 

Dr. William G. Stephenson, F.A.C.S., 
F.I.C.S., of Chattanooga, Tennessee 
Dr. Arnold S. Jackson, F.A.C.S., F.I.C.S. 

(Hon.), Madison, Wisconsin 
Dr. Harold 0. Hallstrand, F.A.C.S., F.I.C.S., 
South Miami, Florida 


Dr. E. N. C. McAmmond, F.R.C.S., F.I.C.S., 

Vancouver, B. C., Canada 
Miss Laura Jackson, B.S., M.I.C.S. (Hon.), 

Chicago, Congress Consultant 

The Specialties 

Of outstanding importance in the organ¬ 
ization of the Congress is the work of the 
committees on programs for the special¬ 
ties. 

The specialties to be represented on the 
Congress program are: 

Colo-Proctologic Surgery 

Neurologic Surgery 

Obstetric and Gynecologic Surgery 

Ophthalmologic Surgery 

Oto-Rhino-Laryngologic Surgery 

Orthopedic Surgery 

Plastic and Reconstructive Surgery 

Surgery of Trauma and Rehabilitation 

Urologic Surgery 

Film Forum and Surgical Motion Pictures 
Surgical Nurses’ Program 

The Social Program 

The Woman’s Auxiliary, too, is arrang¬ 
ing for meetings and social occasions in 
conjunction with the Congress. Plans for 
the Convocation and the banquet are also 
maturing. 


The Cong 


ress 


THOSE DESIRING TO PRESENT PAPERS 
write to 

DR. PETER ROSI 
International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 


FOR HOTEL RESERVATIONS 
write to 

RESERVATIONS SECRETARY 
International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 


To Report 

NEWS ITEMS CONCERNING SECTION AND REGIONAL ACTIVITIES 


write to 


NEWS DEPARTMENT 
International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 
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Comments by the Founder 


INTERNATIONAL ASPECTS OF NORTH AMERICAN FEDERATION CONGRESS 



Dr. Max Thorek 


With the growth 
of the International 
College of Surgeons 
and the increase in 
the number of Na¬ 
tional Sections there 
arose the need for 
an intermediate 
form of organiza¬ 
tion. The completely 
logical and function¬ 
ally effective group¬ 
ing of Sections into 
Continental Federations naturally sug¬ 
gested itself and has proved to be a most 
useful and inspiring arrangement. 

We recall with pride the epoch-making 
First Congress of the European Federa¬ 
tion of the International College of Sur¬ 
geons held in Brussels in May of last year. 
It was a stupendous undertaking and an 
outstanding success. 

And now we look forward eagerly to the 
great Congress of the North American 
Federation which will take place at the 
Palmer House in Chicago, September 13- 
17, 1050. 


There is pleasure in the sound of the 
sonorous names of the Sections that con¬ 
stitute the North American Federation of 
the International College of Surgeons. 
They bring home the divergencies and the 
vastness of this continent, the plurality of 
ethnic and cultural origins, the historical 
influences that have molded its various 
parts and yet created a unity of purpose 
and of spirit. 

The North American Federation of the 
International College of Surgeons i» 
pledged to di—emulate widely within Su¬ 
borders the ho.-t of surgical knowledge 
and practice. It -hares our dedication. It 


seeks the promulgation of the highest 
standards in the art and science of surgery. 
It labors to spread everywhere the fruits 
of the most advanced surgical innovation 
and the results of painstaking research. 

The experience of the world’s eminent 
surgeons is, through the College, made 
available to every Fellow, Associate and 
Junior of the College. 

Happily, the Congress, while including 
all of the North American Federation, will 
not be limited by the geographic dimen¬ 
sions even of this vast continent. We an¬ 
ticipate the presence of distinguished rep¬ 
resentatives of the College from other 
continents whose presentations will enrich 
our scientific program. Symbolically, thus, 
the Congress will be acknowledging the 
great debt that American surgery owes to 
non-American sources and vice versa. 

Meeting in Chicago, we cannot but re¬ 
flect that it was the scene of the activities 
of many surgeons who had their surgical 
training, or at least postgraduate training, 
in Europe, and of a number of distinguish¬ 
ed men who came to Chicago, as to other 
cities of the Americas, from abroad and 
brought with them the world tradition of 
science and of learning. With the memory 
of the great American John B. Murphy, 
master of abdominal surgery, we link the 
names of Christian Fengcr, pioneering 
surgical pathologist, who came to us from 
Denmark, and of Nicholas Senn. the out¬ 
standing military surgeon, who was horn 
and educated in Switzerland. While there 
are many others who contributed greatly 
to our store of surgical tradition, tiie-e 
three, perhaps more than any other f'hi- 
cago surgeon-, laid the foundation for 
Chicago'* great no— a* a -nrgical center. 
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other officers of their Sections, are making 
plans for participating in the Congi-ess. 

The Program 

The basic task of organizing the program 
of the Congress is the responsibility of the 
General Program Committee. 

The committee is headed by Dr. Peter 
Rosi, F.A.C.S., F.I.C.S., of Chicago, a vet¬ 
eran chairman of the programming com¬ 
mittee, who has ably served, in that ca¬ 
pacity, both the United States Section and 
the International College. Dr. Rosi is asso¬ 
ciate professor of surgery at Northwestern 
University Medical School; professor of 
surgery at Cook County Graduate School, 
and an attending surgeon on the staff of 
the Chicago Wesley Memorial Hospital. 

The other members of the General Pro¬ 
gram Committee are: 

Dr. Charles S. White, F.A.C.S., F.I.C.S., 
of Washington, D. C. 

Dr. John B. O’Donoghue, F.A.C.S., F.I.C.S., 
of Chicago 

Dr. William G. Stephenson, F.A.C.S., 
F.I.C.S., of Chattanooga, Tennessee 
Dr. Arnold S. Jackson, F.A.C.S., F.I.C.S. 

(Hon.), Madison, Wisconsin 
Dr. Harold 0. Hallstrand, F.A.C.S., F.I.C.S., 
South Miami, Florida 


Dr. E. N. C. McAmmond, F.R.C.S., F.I.C.S., 

Vancouver, B. C., Canada 
Miss Laura Jackson, B.S., M.I.C.S. (Hon.), 

Chicago, Congress Consultant 

The Specialties 

Of outstanding importance in the organ¬ 
ization of the Congress is the work of the 
committees on programs for the special¬ 
ties. 

The specialties to be represented on the 
Congress program are: 

Colo-Proctologic Surgery 

Neurologic Surgery 

Obstetric and Gynecologic Surgery 

Ophthalmologic Surgery 

Oto-Rhino-Laryngologic Surgery 

Orthopedic Surgery 

Plastic and Reconstructive Surgery 

Surgery of Trauma and Rehabilitation 

Urologic Surgery 

Film Forum and Surgical Motion Pictures 
Surgical Nurses’ Program 

The Social Program 

The Woman’s Auxiliary, too, is arrang¬ 
ing for meetings and social occasions in 
conjunction with the Congress. Plans for 
the Convocation and the banquet are also 
maturing. 


The Congress 


THOSE DESIRING TO PRESENT PAPERS 

write to 

DR. PETER ROSI 
International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 


FOR HOTEL RESERVATIONS 
write to 

RESERVATIONS SECRETARY 
International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 
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NEWS ITEMS CONCERNING SECTION AND REGIONAL ACTIVITIES 
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NEWS DEPARTMENT 
International College of Surgeons 
1516 Lake Shore Drive 
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INTERNATIONAL ASPECTS OF NORTH AMERICAN FEDERATION CONGRESS 



Dr. Max Thorek 


With the growth 
of the International 
College of Surgeons 
and the increase in 
the number of Na¬ 
tional Sections there 
arose the need for 
an intermediate 
form of organiza¬ 
tion. The completely 
logical and function¬ 
ally effective group¬ 
ing of Sections into 
Continental Federations naturally sug¬ 
gested itself and has proved to he a most 
useful and inspiring arrangement. 

We recall with pride the epoch-making 
First Congress of the European Federa¬ 
tion of the International College of Sur¬ 
geons held in Brussels in May of last year. 
It was a stupendous undertaking and an 
outstanding success. 

And now we look forward eagerly to the 
great Congress of the North American 
Federation which will take place at the 
Palmer House in Chicago, September 13- 
17, 1059. 


There is pleasure in the sound of the 
sonorous names of the Sections that con¬ 
stitute the North American Federation of 
the International College of Surgeons. 
They bring home the divergencies and the 
vastness of this continent, the plurality of 
ethnic and cultural origins, the historical 
influences that have molded its various 
parts and yet created a unity of purpose 
ami of spirit. 

The North American Federation of the 
International College of Surgeons is 
pledged to disseminate widely within its 
borders the best of surgical knowledge 
ami practice. It shares our dedication. It 


seeks the promulgation of the highest 
standards in the art and science of surgery. 
It labors to spread everywhere the fruits 
of the most advanced surgical innovation 
and the results of painstaking research. 

The experience of the world’s eminent 
surgeons is, through the College, made 
available to every Fellow, Associate and 
Junior of the College. 

Happily, the Congress, while including 
all of the North American Federation, will 
not he limited by the geographic dimen¬ 
sions even of this vast continent. We an¬ 
ticipate the presence of distinguished rep¬ 
resentatives of the College from other 
continents whose presentations will enrich 
our scientific program. Symbolically, thus, 
the Congress will be acknowledging the 
great debt that American surgery owes to 
non-American sources and vice versa. 

Meeting in Chicago, we cannot but re¬ 
flect that it was the scene of the activities 
of many surgeons who had their surgical 
training, or at least postgraduate training, 
in Europe, and of a number of distinguish¬ 
ed men who came to Chicago, as to other 
cities of the Americas, from abroad and 
brought with them the world tradition of 
science and of learning. With the memory 
of the great American John B. Murphy, 
master of abdominal surgery, we link the 
names of Christian Fengcr. pioneering 
surgical pathologist, who came to us from 
Denmark, and of Nicholas Senn. the out¬ 
standing military surgeon, who was horn 
and educated in Switzerland. While there 
are many others who contributed greatly 
to our store of surgical tradition. the-,- 
three, perhaps more than any other CJjj- 
cago surgeons, laid the foundation f,,r 
Chicago's great no-’- ;! - a -urgica! center. 
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APPLICATION FOR HOTEL RESERVATIONS 

TWENTY-FOURTH ANNUAL CONGRESS 

North American Federation 

(Canada, Mexico, U. S. and Centra! American Sections) 

INTERNATIONAL COLLEGE OF SURGEONS 

PALMER HOUSE —CHICAGO 

Congress Headquarters 

September 13, !4, 15, 16, 17, 1959 

Note: The headquarters hotel is reserving a sufFciently large block of 
rooms for those who will be attending the Congress. However, early res¬ 
ervations are necessary to hold this block of rooms. 

PALMER HOUSE 

Single Rooms Double Rooms Twin Rooms Parlor and 

$8.00 and up $15.00-$22.50 $1fe.00-$24.50 1 Bedroom 

$40.00 and up 
(I person) 

-Mail to: ROOM RESERVATIONS- 

THE PALMER HOUSE 

■' CHICAGO 90, ILLINOIS I 


Please make the following reservation for the 24th Congress of the International 
College of Surgeons: 

Single Room Double Rooms Twin Rooms Parlor and I Bedroom 
$ to $ $ to $ $ to $ $ to $ 

A "' v ' n g a.m. or p.m. Departing a.m. or p.m. 

Please include the names of all persons who will occupy rooms requested 


Confirm reservation to: 






international College of burgeons 

Founded by Dr. Max Thorek 
(Geneva, Switzerland, 1935 - Washington, D. C., 1940) 

A World Federation of General Surgeons & Surgical Specialists, Inc. 
"Instrument of the Free World" 


OFFICE OF THE 

INTERNATIONAL SECRETARY GENERAL 

850 WEST IRVING PARK ROAD 
CHICAGO 13. ILLINOIS 

Dear Doctor: 

We are preparing a Directory of the membership of the International College 
of Surgeons in the United States and the rest of the world. This will include 
also the Constitution and Bylaws of the College, information on qualifications for 
membership, a description of the activities of the College, as well as a full 
list of members, alphabetically and regionally arranged, with pertinent information 
about each member. 

The publication of this Directory will entail an expense to the College of 
between 25 and 30 thousand dollars. The material is now being prepared for the 
printers, and we are soliciting your subscription for a copy of this handy and 
informative volume. 

The pre-publication price for a copy of this important book is $5.50 — 
after publication $7.50. 

We would appreciate your cooperation. Please return the attached sub¬ 
scription blank in the enclosed self-addressed envelope, and oblige 

Yours sincerely, 


PUBLICATIONS COMMITTEE 
INTERNATIONAL COLLEGE OF SURGEONS 



Dr. Max Thorek, Editor 


Directory Department Dr- 

International College of Surgeons NAME (Please print) 

1516 lake Shore Drive 

CHICAGO 10, ILIINOI5 - 

U S. A. Address 

Please enter my subscription for one volume (or _ 

more if desired) of the DIRECTORY OF THE City, state 

INTERNATIONAL COLLEGE OF SURGEONS, 
for which I enclose my check for $5.50 per volume 
pre-publication price. Please send book to: 


Country 




Scene in Stockholm, Sweden 


Midsummer European Postgraduate Tour 

The Netherlands, Denmark, Norway, Sweden, Finland, 

Russia, Austria, Germany and France 
July 17 * August 27 

ROSS T. McINTIRE, M.D., F.A.C.S. (Hon.) F.I.C.S. (Hon.) 

TOUR COORDINATOR 

This month I wish to call to the attention Prizes. Then, too, we have the great com- 

of the membership a real opportunity for poser Edvard Grieg, the painter Edvard 

a delightful experience that many of us Munch and the sculptor Gustav Vigeland. 
will have in our tour of the northern Euro- The works of these famous men will be 
pean countries. Norway is but one of our available as we go through their land. And 
stops. It is famous for the beauty of its who among Americans has not read the 
landscape and is well known as the Land stirring tales of Leif Eriksson, the great 
of the Midnight Sun. The fjord country explorer who roamed the Northern Seas in 
presents scenery on a grand scale, and One-Thousand A.D.? The modern explorer, 
those of you who will join me on this tour Roald Amundsen, is well known to all for 
will have ample time to see some of these his achievement as an explorer in reaching 
great arms of the sea. Many are the won- the South Pole in 1911. 
dors of Nature that can be explored in the Stockholm will be our next stop to see 
four days we will spend there. the city and its surroundings. In addition, 

Norway, though a kingdom, is a consti- we will fly to the island of Gotland, where 
tutional democracy, with a recorded his- we will have the opportunity of seeing the 
torv that goes back more than a thousand ancient trading center of Yi.-bv, the only 
years and includes the hectic Viking times. remaining walled city in northern Europe. 
When we think of Norway, the name of From Stockholm, we will journey to 
Henrik Ib<en comes to mind and the names Helsinki, where we will meet with the Fin¬ 

ed the great novelists Knot Hamsun and nish Chapter of the International College 
Sigrid L ndset, writers who brought great of Surgeon-, which will be one of the high- 
honor to their country by winning Nobel lights of our tour. 
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"Instrument of the Free World" 
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INTERNATIONAL SECRETARY GENERAL 
850 WEST IRVING PARK ROAD 
CHICAGO 13, ILLINOIS 

Dear Doctor: 

We are preparing a Directory of the membership of the International College 
of Surgeons in the United States and the rest of the world. This will include 
also the Constitution and Bylaws of the College, information on qualifications for 
membership, a description of the activities of the College, as well as a full 
list of members, alphabetically and regionally arranged, with pertinent information 
about each member. 

The publication of this Directory will entail an expense to the College of 
between 25 and 30 thousand dollars. The material is now being prepared for the 
printers, and we are soliciting your subscription for a copy of this handy and 
informative volume. 

The pre-publication price for a copy of this important book is $5.50 — 
after publication $7.50 

We would appreciate your cooperation. Please return the attached sub¬ 
scription blank in the enclosed self-addressed envelope, and oblige 

Yours sincerely, 


PUBLICATIONS COMMITTEE 
INTERNATIONAL COLLEGE OF SURGEONS 



Dr. Max Thorek, Editor 


Directory Department Dr___ 

International College of Surgeons NAME (Please print) 

1516 Lake Shore Drive 
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more if desired) of the DIRECTORY OF THE City, state 

INTERNATIONAL COLLEGE OF SURGEONS, 
for which I enclose my check for $5.50 per volume 
pre-publication price. Please send book to: 
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Scene in Stockholm, Sweden 


Midsummer European Postgraduate Tour 

The Netherlands, Denmark, Norway, Sweden, Finland, 

Russia, Austria, Germany and France 
July 17 - August 27 

ROSS T. McINTIRE, M.D., F.A.C.S. (Hon.) F.I.C.S. (Hon.) 

TOUR COORDINATOR 


This month I wish to call to the attention 
of the membership a real opportunity for 
a delightful experience that many of us 
will have in our tour of the northern Euro¬ 
pean countries. Norway is but one of our 
stops. It is famous for the beauty of its 
landscape and is well known as the Land 
of the Midnight Sun. The fjord country 
presents scenery on a grand scale, and 
those of you who will join me on this tour 
will have ample time to see some of these 
great arms of the sea. Many are the won¬ 
ders of Nature that can be explored in the 
four days we will spend there. 

Norway, though a kingdom, is a consti¬ 
tutional democracy, with a recorded his¬ 
tory that goes back more than a thousand 
years and includes the hectic Viking times. 
When wo think of Norway, the name of 
Henrik Ib*en comes to mind and the names 
of tile great novelists Knot Ham-urn and 
Si grid I'nd-et. writer.- who brought great 
honor to their country bv winning Nobel 


Prizes. Then, too, we have the great com¬ 
poser Edvard Grieg, the painter Edvard 
Munch and the sculptor Gustav Vigeland. 
The works of these famous men will be 
available as we go through their land. And 
who among Americans has not read the 
stirring tales of Leif Eriksson, the great 
explorer who roamed the Northern Seas in 
One-Thousand A.D.? The modern explorer, 
Roald Amundsen, is well known to all for 
his achievement as an explorer in reaching 
the South Pole in 1911. 

Stockholm will be our next stop to see 
the city and its surroundings. In addition, 
we will fly to the island of Gotland, where 
we will have the opportunity of seeing the 
ancient trading center of Yisby. the only 
remaining walled city in northern Europe. 

From Stockholm, we will journey to 
Helsinki, where we will meet with the Fin¬ 
nish Chapter of the International College 
of Surgeon-', which will be ore- of the high¬ 
lights of our tour. 



Postgraduate Courses and Conferences 

INTERNATIONAL COLLEGE OF SURGEONS 


AUSTRIA 

VIENNA 

The American Medical Society of Vienna 

and 

The University of Vienna 

Postgradute Courses in Surgical Science 
Provide Opportunities for Postgraduate 
Work in Various Fields of Surgery 

For information write: Dr. M. Arthur 
Kline, F.I.C.S., Secretary, American Medi¬ 
cal Society of Vienna, 11 Universitats- 
strasse, Vienna, Austria. 


SPAIN 

BARCELONA 

Hospital de la Santa Cruz y San Pablo 
Surgical Service 

Dr. Jose Solar-Roig, F.I.C.S. 

Director 

ADVANCED COURSES IN SURGERY OF 
THE DIGESTIVE TRACT 
(For Postgraduates) 

Under the Auspices of the 
Internationa] College of Surgeons 


UNITED STATES 
The United States Section 

International College of Surgeons 
announces its 

ANNUAL POSTGRADUATE COURSE 


August 3, 1959 November 2, 1959 

The United States Section of the International College of Surgeons will again offer its An¬ 
nual Postgraduate Course in cooperation with the Cook County Graduate School of Medicine. 
It will be a two-week intensive review course in General Surgery presented at the Graduate 
School and in the wards and operating rooms of Cook County Hospital. Because the course 
has been oversubscribed in previous years, it will be offered twice in 1959. 


The program will include illustrated lectures, motion pictures, anatomy demonstrations, opera¬ 
tive clinics and practice surgery by the participants on anesthetized dogs. Consideration will be 
given not only to surgical technic, surgical complications and management of the surgical patient, 
but also to an intensive review of the basic sciences in relation to clinical surgery. In addition 
to twenty hours of surgical anatomy on the cadaver, the program will include lectures and dem¬ 
onstrations on the following: 


Gastric Surgery 

Surgical Physiology 

Use of Blood and Derivatives 

Pediatric Surgery 

Surgery of Large Bowel 

Surgery of Small Bowel 

Intestinal Obstruction 


Anorectal Surgery 

Surgery of Pancreas and Spleen 

Vascular Surgery 

Breast Surgery 

Gallbladder Surgery 

Thoracic Emergencies 


Hand Injuries and Infections 
Gynecologic Surgery 
Surgery of Hernia 
Abdominal Injuries 
Surgery of Esophagus 
Thyroid Surgery 
Radioisotopes in Surgery 


For further information write to either of the following: 


International College of Surgeons Cook County Graduate School of Medicine 

1516 Lake Shore Drive, Chicago 10, Illinois 707 South Wood Street, Chicago 12, Illinois 
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Professor John Maeintyre 

F.R.F.S.E., F.R.F.P.S., K.St.J., D.L., J.P., LL.D. 
1857-1928 


WILLIAM JAMES MOORE, M.D., F.R.C.P.S. (Glasgow), F.I.C.S. 

GLASGOW, SCOTLAND 


John Maeintyre was born in the east end 
of Glasgow on October 2,1857. The family 
came from Argyllshire. His father was a 
journeyman tailor. 

He was a delicate child and received 
most of his education from his parents. 
At ten years of age his health markedly 
improved and he then attended night 
school. His mother, to whose encourage¬ 
ment he doubtless largely owed much, was 
a relative of the African explorer. Dr. 
Livingstone, and in time Prof. Maeintyre 
named his eldest son after him. 

Varied Experience 
On leaving school, John Maeintyre en¬ 
tered a lawyer’s office. He then became a 
bank clerk and later went to work in a 
grain store. During this time he attended 
night school and saved enough money to 
enter Glasgow University as a medical 
student, which he did in 1878. He was 
graduated four years later with commen¬ 
dation and medals in botany and anatomy. 

From Ship’s Surgeon to Pioneer 
in Surgical Specialty 

He was first a ship’s surgeon and made 
several trips to India. On returning, he 
settled in Glasgow and, after living in 
several houses, finally settled in 179 Rath 
Street, which house he occupied to the end 
of hi*- - days. 

He received an appointment as assistant 
surgeon to Glasgow Royal Infirmary. 
Later lie was appointed surgeon of the dL- 
eases in the no-**, throat and ear. During 



Prof. John Macintvre, M.R.C.M., F.R.F.S.E., 
F.K.F.P.S., Iv.St.J., ILL., J.P., LL.I). 

1837-1928 

this time he took postgraduate courses in 
London, Vienna, Berlin and Paris. He 
was the first recognized nose, throat and 
ear specialist in Scotland. He was also 
an assistant surgeon to the Locke Hospi¬ 
tal and for a time was demonstrator of 
anatomy in St. Mungo's College. 

The First X-Ray Tube 

He was always keenly interested in 
electricity. Along with the fir.-t Lord 
Blvthswood, he carried out a large num¬ 
ber of experiments. Many of the-e v.v re 
conducted in what ultimately Iscanu- the 
garage at Blvthswood Hou-“. At that time, 
he became a»-ociated with a Mr. Selkirk, 
electrical i-ngim-T, and together they 
manufactund the fir-t x-ray tuL-. It L 

I . 
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Postgraduate Courses and Conferences 

INTERNATIONAL COLLEGE OF SURGEONS 


AUSTRIA 

VIENNA 

The American Medical Society of Vienna 
and 

The University of Vienna 

Postgradute Courses in Surgical Science 
Provide Opportunities for Postgraduate 
Work in Various Fields of Surgery 

For information write: Dr. M. Arthur 
Kline, F.I.C.S., Secretary, American Medi¬ 
cal Society of Vienna, 11 Universitats- 
strasse, Vienna, Austria. 


SPAIN 

BARCELONA 

Hospital de la Santa Cruz y San Pablo 
Surgical Service 

Dr. Jose Solar-Roig, F.I.C.S. 

Director 

ADVANCED COURSES IN SURGERY OF 
THE DIGESTIVE TRACT 
(For Postgraduates) 

Under the Auspices of the 
International College of Surgeons 


UNITED STATES 
The United States Section 

International College of Surgeons 
announces its 

ANNUAL POSTGRADUATE COURSE 


August 3, 1959 


November 2, 1959 


The United States Section of the International College of Surgeons will again offer its An¬ 
nual Postgraduate Course in cooperation with the Cook County Graduate School of Medicine. 
It will be a two-week intensive review course in General Surgery presented at the Graduate 
School and in the wards and operating rooms of Cook County Hospital. Because the course 
has been oversubscribed in previous years, it will be offered twice in 1959. 


The program will include illustrated lectures, motion pictures, anatomy demonstrations, opera¬ 
tive clinics and practice surgery by the participants on anesthetized dogs. Consideration will be 
given not only to surgical technic, surgical complications and management of the surgical patient, 
but also to an intensive review of the basic sciences in relation to clinical surgery. In addition 
to twenty hours of surgical anatomy on the cadaver, the program will include lectures and dem¬ 
onstrations on the following: 


Gastric Surgery 

Surgical Physiology 

Use of Blood and Derivatives 

Pediatric Surgery 

Surgery of Large Bowel 

Surgery of Small Bowel 

Intestinal Obstruction 


Anorectal Surgery 

Surgery of Pancreas and Spleen 

Vascular Surgery 

Breast Surgery 

Gallbladder Surgery 

Thoracic Emergencies 


Hand Injuries and Infections 
Gynecologic Surgery 
Surgery of Hernia 
Abdominal Injuries 
Surgery of Esophagus 
Thyroid Surgery 
Radioisotopes in Surgery 


For further information write to either of the following: 

International College of Surgeons Cook County Graduate School of Medicine 

1516 Lake Shore Drive, Chicago 10, Illinois 707 South Wood Street, Chicago 12, Illinois 
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Professor John Macintyre 

M.B.CJM., F.R.F.S.E., F.R.F.P.S., K.St.J., D.L., J.P.. LL.D. 

1857-192 8 

WILLIAM JAMES MOORE, M.D., F.R.C.P.S. IGlasgow). F.I.C.S. 
GLASGOW, SCOTLAND 


John Macintyre was born in the east end 
of Glasgow on October 2,1857. The family 
came from Argyllshire. His father was a 
journeyman tailor. 

He was a delicate child and received 
most of his education from his parents. 
At ten years of age his health markedly 
improved and he then attended night 
school. His mother, to whose encourage¬ 
ment he doubtless largely owed much, was 
a relative of the African explorer, Dr. 
Livingstone, and in time Prof. Macintyre 
named his eldest son after him. 

Varied Experience 

On leaving school, John Macintyre en¬ 
tered a lawyer's office. He then became a 
bank clerk and later went to work in a 
grain store. During this time he attended 
night school and saved enough money to 
enter Glasgow University as a medical 
student, which he did in 1878. He was 
graduated four years later with commen¬ 
dation and medals in botany and anatomy. 

From Ship's Surgeon to Pioneer 
in Surgical Specialty 

He was first a ship’s surgeon and made 
several trips to India. On returning, he 
settled in Glasgow and, after living in 
several houses, finally settled in 179 Bath 
Street, which house he occupied to the end 
of his days. 

He received an appointment as assistant 
surgeon to Glasgow Royal Infirmary, 
lgiter he was appoint* d surgeon of the di*». 
< .'eis in the nos,., thro.it and ear. During 



Prof. John Macintjre, M.B.C.M., F.U.r.S.E., 
F.R.r.P.S., K.St.J., ILL.. J.P., LL.I). 

1857-1928 

this time he took postgraduate courses in 
London, Vienna, Berlin and Paris. He 
was the first recognized nose, throat and 
ear specialist in Scotland. He was also 
an assistant surgeon to the Locke Hospi¬ 
tal and for a time was demonstrator of 
anatomy in St. Mungo’s College. 

The First X-Ray Tube 

He was always keenly interested in 
electricity. Along with the first Lord 
Blythsvood, he carried out a large num¬ 
ber of experiments. Many of the=e were 
conducted in what ultimately he cam" the 
garage at Blythsvood House. At that time, 
he became associated with a Mr. Selkirk, 
electrical engine.- r, and togtther they 
rr.anufactim d the fir-t x-ray tub-. It j<- 



still a disputed question as to whether he 
or Roentgen took the first x-ray photo¬ 
graph. 

He now proceeded to establish the x-ray 
unit in Glasgow Royal Infirmary. This 
made rapid progress and became an 
established department. During this time 
he continued his research work at his 
house in Bath Street, where he had a com¬ 
plete unit. He had the co-operation of 
Lord Kelvin, Lord Blythswood and Dr. 
Bottemley. 

Meeting of the Wizards 

Some time later, the famous Mr. Edison 
visted Glasgow, and his arrival was an¬ 
nounced as that of the wizard of the 
x-rays. He at once went to Prof. Maein- 
tyre’s house and while there saw, in the 
viewing box, a photograph of the skull 
which demonstrated the ossicles of the 
middle ear. After examining it, he said. “I 
am far behind the times.” We have never 
heard of Edison’s x-rays since. 

About this time a well-known professor 
of divinity consulted a surgeon in London 
on account of abdominal pain. The sur¬ 
geon gave a very serious diagnosis and the 
professor was very much upset. He came 
back to Glasgow and saw Prof. Macintyre, 
who examined him, took an abdominal 
picture, and told him he had a large stone 
in his right kidney but that no tumor was 
present. That stone was successfully re¬ 
moved by another Glasgow surgeon, and 
the patient made an excellent recovery. He 
lived for many years afterwards. On writ¬ 
ing his biography he referred to Macintyre 
as “the wizard of the x-rays.” 

Thoracic Radiography 

Shortly after that event, a youth of 
eighteen years was seriously troubled with 
a cough. He was seen by the professor of 
medicine, who was unable to make a diag¬ 
nosis, and an x-ray examination was sug¬ 
gested. The professor said it would be 
useless, but the suggestion was carried out 


by Prof. Macintyre, who found a lesion in 
the middle lobe of the right lung. This, so 
far as we know, is the first radiograph of 
the lung. 

At a later date Macintyre introduced 
stereoscopic photography and demon¬ 
strated a fracture of the skull which was 
seriously contested but which was ulti¬ 
mately found to be correct. 

A short time later he radiographed a 
patient suspected of having chronic ap¬ 
pendicitis. This he diagnosed and the con¬ 
dition was confirmed later by operation. 
Some little while later he diagnosed a 
carcinoma of the caecum. 

Radiologic Diagnosis of 
Carcinoma of the Breast 

In 1920 he radiologically examined a 
mammary gland and diagnosed a carci¬ 
noma. This was proved histologically after 
the operation, and so far as is known is 
the first case of radiological diagnosis of 
carcinoma of the gland. 

During his work at the Glasgow Royal 
Infirmary, Prof. Macintyre trained Dr. 
Riddell, who ultimately became radiologist 
to Glasgow Royal Infirmary and at a later 
date was appointed radiologist to Glasgow 
Western Infirmary and was the first lec¬ 
turer in radiology at Glasgow University. 

Friendship with 
Sir Morell McKenzie 

During the latter part of the last cen¬ 
tury, Sir Morell McKenzie was requested 
by the late Queen Victoria to see her son- 
in-law, the late German Emperor Edward 
III, who suffered from a throat condition. 
Unfortunately, his illness proved fatal 
and he reigned for only ninety days. Sir 
Morell and Professor Macintyre were 
friendly, and when the former died, in 
1892, Macintyre was invited to go to Lon¬ 
don and succeed him, but he declined. 
However, he secured some of his consult¬ 
ing room furniture and used, in his own 
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consulting room, three chairs which had 
been used by McKenzie. As is well known, 
McKenzie was very much criticized rela¬ 
tive to his treatment of the German Em¬ 
peror. These criticisms were bitterly re¬ 
sented and Macintyre supported him to 
the full on every occasion. 

Early Use of Radium 
Madame Curie discovered radium. 
Shortly thereafter Macintyre received a 
specimen and proceeded to treat patients 
with it. He soon found the demand for the 
treatment was getting beyond him and he 
called a meeting in February 1913 at 
which many distinguished gentlemen were 
present, including Lord Blythswood, Sir 
.John Stirling Maxwell and Sir George 
Beatson. As a result, the Radium Institute 
was founded and proved a great success. 


Host to Royal Family 

The old Glasgow Royal Infirmary was 
being rebuilt at this time and the electrical 
pavilion was organized and named King 
George V Pavilion. It was opened by the 
King himself in July 1914. The King was 
shown around by Prof. Macintyre, the 
Queen by Mrs. Macintyre, and the Princess 
Royal by Dr. Riddell. 

Prof. Macintyre had been at the Ander¬ 
son College Medical School for some years 
and in 1909 was unanimously appointed 
dean. After being dean for some little time 
he appointed the author a professor of 
surgery, that chair being vacant, and the 
occupant held it until he was appointed to 
the chair of surgery at Glasgow Univer¬ 
sity in 1921 on the death of Sir Wm. Mac- 
ewen. The school had been called the 
Anderson College Medical School, but the 
name was changed to the Anderson Col¬ 
lege of Medicine and so it remains to this 
present day. Within the past year it has 
been taken over by Glasgow University, 
a« all extramural teaching ha« cea-ed. 

During his term of office as dean. Prof. 
Macintyre carried out many improvements 


and extended the scope of the college to an 
immeasurable degree, he having founded 
the chairs of dental surgery, metallurgy, 
pathology and bacteriology. 


Daily Round of Work 
His usual day’s routine was such that 
he commenced work at nine in the morn¬ 
ing, continuing, with a short interval for 
tank, until two o’clock. He then vts.ted 
the hospital, where he paid a ^ard m- 
and operated. This kept him, as a rule 
until five. On returning home, he again 
saw patients between the hours of fi\ e and 
six to accommodate people who could not 
come during the day. During the session, 
he lectured usually three days a week from 
three to four in the afternoon. He had 
manv committee meetings, which mostly 
were held between the hours of two and 
three in the afternoon. Meetings associated 
with the college were held in the evening. 
He seldom missed any of them. 

His evenings were largely spent experi¬ 
menting and writing. He held dinner par¬ 
ties on various occasions which were most 
enjoyable entertainments. On these occa¬ 
sions he was assisted by his wife, who had 




Family Life and 
Social Contacts 

His family consisted of two sons and 
one daughter. One son died in infanct . 
the other followed in his father’s footsteps. 
His studies were interrupted by the First 
World War. During his service he was 
promoted to be adjutant of the Queen’s 
Own Cameron Highlands. While on active 
service he went over the top seventeen 
times hut was not wounded. At the termi¬ 
nation of his service he returned to Glas¬ 
gow and graduated M.B.Ch.B. in 1921. 

Macintyre was very friendly with many 
of the nobility, e.-pecially the late Mr. 
Cunningham Graham, who wa- really the 
Earl of Mnnteith but never inoi the di-- 
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still a disputed question as to whether he 
or Roentgen took the first x-ray photo¬ 
graph. 

He now proceeded to establish the x-ray 
unit in Glasgow Royal Infirmary. This 
made rapid progress and became an 
established department. During this time 
he continued his research work at his 
house in Bath Street, where he had a com¬ 
plete unit. He had the co-operation of 
Lord Kelvin, Lord Blythswood and Dr. 
Bottemley. 

Meeting of the Wizards 

Some time later, the famous Mr. Edison 
visted Glasgow, and his arrival was an¬ 
nounced as that of the wizard of the 
x-rays. He at once went to Prof. Macin- 
tyre's house and while there saw, in the 
viewing box, a photograph of the skull 
which demonstrated the ossicles of the 
middle ear. After examining it, he said. “I 
am far behind the times.” We have never 
heard of Edison’s x-rays since. 

About this time a well-known professor 
of divinity consulted a surgeon in London 
on account of abdominal pain. The sur¬ 
geon gave a very serious diagnosis and the 
professor was very much upset. He came 
back to Glasgow and saw Prof. Macintyre, 
who examined him, took an abdominal 
picture, and told him he had a lai’ge stone 
in his right kidney but that no tumor was 
present. That stone was successfully re- 
moved by another Glasgow sui’geon, and 
the patient made an excellent recovery. He 
lived for many years afterwards. On writ- 
ing his biography he referred to Macintyre 
as “the wizard of the x-rays.” 

Thoracic Radiography 

Shortly after that event, a youth of 
eighteen years was seriously troubled with 
a cough. He was seen by the professor of 
medicine, who was unable to make a diag¬ 
nosis, and an x-ray examination was sug¬ 
gested. The professor said it would be 
useless, but the suggestion was carried out 


by Prof. Macintyre, who found a lesion in 
the middle lobe of the right lung. This, so 
far as we know, is the fii’st X’adiograph of 
the lung. 

At a later date Macintyre inti’oduced 
stereoscopic photography and demon¬ 
strated a fracture of the skull which was 
seriously contested but which was ulti¬ 
mately found to be cori’ect. 

A short time later he i’adiogi*aphed a 
patient suspected of having chronic ap¬ 
pendicitis. This he diagnosed and the con¬ 
dition was confirmed later by opei*ation. 
Some little while later he diagnosed a 
carcinoma of the caecum. 

Radiologic Diagnosis of 
Carcinoma of the Breast 

In 1920 he i‘adiologically examined a 
mammary gland and diagnosed a cai’ci- 
noma. This was proved histologically after 
the operation, and so far as is known is 
the first case of radiological diagnosis of 
carcinoma of the gland. 

During his work at the Glasgow Royal 
Infirmary, Prof. Macintyre trained Dr. 
Riddell, who ultimately became i-adiologist 
to Glasgow Royal Infirmary and at a later 
date was appointed i-adiologist to Glasgow 
Western Infirmary and was the first lec¬ 
turer in radiology at Glasgow University. 

Friendship with 
Sir Morell McKenzie 

During the latter part of the last cen- 
tury, Sir Morell McKenzie was requested 
by the late Queen Victoria to see her son- 
in-law, the late German Emperor Edward 
III, who suffered fx*om a throat condition. 
Unfoi-tunately, his illness proved fatal 
and he reigned for only ninety days. Sir 
Morell and Professor Macintyi'e were 
friendly, and when the former died, in 
1892, Macintyre was invited to go to Lon¬ 
don and succeed him, but he declined. 
However, he secui’ed some of his consult¬ 
ing room furnitui'e and used, in his own 
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consulting room, three chairs which had 
been used by McKenzie. As is well known, 
McKenzie was very much criticized rela¬ 
tive to his treatment of the German Em¬ 
peror. These criticisms were bitterly re¬ 
sented and Macintyre supported him to 
the full on every occasion. 


Early Use of Radium 
Madame Curie discovered radium. 
Shortly thereafter Macintyre received a 
specimen and proceeded to treat patients 
with it. He soon found the demand for the 
treatment was getting beyond him and he 
called a meeting in February 1913 at 
which many distinguished gentlemen were 
present, including Lord Blythswood, Sir 
John Stirling Maxwell and Sir George 
Beatson. As a result, the Radium Institute 
was founded and proved a great success. 


Host to Royal Faitiily 
The old Glasgow Royal Infirmary was 
being rebuilt at this time and the electrical 
pavilion was organized and named King 
George \ Pavilion. It was opened bv the 
King himself in July 1914. The King was 
shown around by Prof. Macintyre, the 
Queen by Mrs. Macintyre, and the Princess 
Royal by Dr. Riddell. 


Prof. Macintyre had been at the Ande' 
son College Medical School for some veai 
and in 1909 was unanimously appointe 
(can. After being dean for some little tim 
he appointed the author a professor c 
surgery, that chair being vacant, and th 
occupant held it until he was appointed t 
the chair of surgery at Glasgow Univer 
sit> in 19-1 on the death of Sir Wm Mac 
cwen. The school had been called* thi 
Anderson College Medical School, but th< 
name was changed to the Anderson Col 
logo of Medicine and so it remain , n S? 
present day. Within the past rear it 
heon taken over bv Glasgow T* 
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During his term of office as dean Prof 
Miicm.vre carried o» t many improveinwits 
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and extended the scope of the college to an 
immeasurable degree, he having founded 
the chairs of dental surgery-, metallurgy 7 , 
pathology and bacteriology. 


Daily Round of Work 

His usual day’s routine was such that 
he commenced work at nine in the morn¬ 
ing, continuing, with a short interval for 
lunch, until two o’clock. He then visited 
the hospital, where he paid a ward visit 
and operated. This kept him, as a rule, 
until five. On returning home, he again 
saw patients between the hours of five and 
six to accommodate people who could not 
come during the day. During the session, 
he lectured usually three days a week from 
three to four in the afternoon. He had 
many committee meetings, which mostly 
were held between the hours of two and 
three in the afternoon. Meetings associated 
with the college were held in the evening. 
He seldom missed any of them. 

His evenings were largely spent experi¬ 
menting and writing. He held dinner par¬ 
ties on various occasions which were most 
enjoyable entertainments. On these occa¬ 
sions he was assisted by his wife, who had 
a charming personality. 
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Social Contacts 

His family consisted of two sons and 
one daughter. One son died in infancy; 
the other followed in his father’s footsteps! 
His studies were interrupted by the First 
World IVar. During his service he was 
promoted to be adjutant of the Queen's 
Oun Cameron Highlands. While on active 
W6nt ° Ver the t0 P seventeen 

mtion af n ° tw0unded - A t the termi¬ 
nation of his service h e returned to Glas¬ 
gow and graduated M.B.Ch.B. in 1921 
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tinction. Graham was recognized as an 
outstanding raconteur. 

Interest in Personalities 

Macintyre was very much interested in 
phonograms and recorded many personali¬ 
ties for the first time. Among them were 
Lord Lister, Lord Blythswood and Pade¬ 
rewski. He was very popular with the star 
ai’tists and shortly before Pachman’s last 
appearance in Glasgow, a notice appeared 
in the Glasgow Evening Neivs — “Would 
you believe it? Truth is stranger than fic¬ 
tion. Pachman has not yet seen Professor 
Macintyre.” 

Prof. Macintyx’e was instrumental in the 
foundation and development of the Elder 
Hospital, which was founded by the late 
Mrs. Elder, widow of the founder of the 
Fairfield Shipbuilding Company Limited. 
He was also instrumental in directing 
large sums of money for the endowment 
of beds and wards in Glasgow Royal In- 
firmary. 

Honors front Near and Far 

«» • 

In recognition of his sendees he was 
given the Knight Commandei'ship of the 
Order of St. John of Jerusalem in 1915. 
The town council bestowed a doctor of 
laws degree on him and also made him a 
justice of the peace, and Glasgow Univer- 
sity conferred upon him an L.L.D. 

Dr. Macintyre was a member of many 
international societies. He was the first 
president of the newly founded Roentgeno¬ 
logical Society. He was a Fellow of the 
Royal Society of Edinburgh, president of 
the British Laryngological and Rhinolog- 


ical Societies, a corresponding Fellow of 
the American and French Laryngological 
Societies, president of the Institute of 
Electrical Engineers and president of the 
West of Scotland Bi’anch of the British 
Medical Association. 

He was, in addition to his other qualifi¬ 
cations, an M.B.C.M., F.R.F.P.S., F.R.S.E. 
He was also associated with the founda¬ 
tion of the Royal Naval Volunteer Reserve, 
and was one of the founders of the Gars- 
cube Cottage Hospital for soldiers wound¬ 
ed in the South African War. 

All the Virtues of the Scotch 

Pei’sonally, he was a typical Scotsman, 
difficult to know, but once you knew him 
he was your friend for life. He did not 
drink, but he smoked cigars continuously. 
He was an indefatigable worker and hu¬ 
mane in all his actions. As an operator he 
was most dexterous. He never troubled 
about fees and on many occasions treated 
deserving cases without money or price. 
He was also very influential and was in¬ 
strumental in helping to found many 
chai’itable institutions in the city. 

He was always a strong supporter of 
the junior man who showed any interest 
in his woi'k. During his lifetime he pub¬ 
lished approximately one hundred and 
eleven papers and articles. 

In 1928 he fell into ill-health and, hav¬ 
ing fulfilled to the utmost a life of full de¬ 
votion to his fellow man, he finally passed 
into that unknown world which rules all 
round the sea. He died on October 29, 
1928. 


The Editorial Office of the Journal of the International College of Surgeons will 
appreciate receiving the names of our members who wish to aid in abstracting the 
foreign literature. Those who are interested, kindly communicate with Dr. Max Thorek, 
Editor-in-Chief, Journal of the International College of Surgeons, 850 West Irving 
Park Road, c/o The American Hospital of Chicago, Chicago 13, Illinois, U.S.A. 
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International Surgeons' Hall of Fame 

VISITORS FROM FAR AND NEAR 



Alienc: Dr. and Mrs. Ennio Hotelho Perrone of 
Cidndc dc Prcsidente Prudente, Estado dc Sao 
Paulo, Rrnzil, in the roentgenologic exhibit room 


Abate at ri^ht: Dr. and Mr 1 -. Alan Grant of 
Sidne), Australia, before a mural depicting a 
reception at the Sorbonne in honor of Joseph 
Lister, who is brine presented bj Louis Pasteur. 
Dr. (Irani is an outstanding Fellow of the Inter¬ 
national ('oIIcro of Surceons and its able rep- 
resentatite in Australia 


At ripht: Dr. and Mrs. Mario Gonralez-l'lloa of 
Mexico Cite, Mexico, leaxinc Hall of Fame. The 
number Kill Labe Shore Drixe in Chiratro is a 
famous landmark which xKitors to the citj 
look for 
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Announcement of Awards 


Offered by the 

International College of Surgeons 


SECTION ON OBSTETRICS 
AND GYNECOLOGY 

Manuscript Awards 

The Section on Obstetrics and Gyne¬ 
cology of the International College of Sur¬ 
geons is pleased to announce its second 
annual competition for two awards to be 
given the authors of manuscripts selected 
by the Prize Committee--of .the..Section. 
The first award will be .$500 and the sec¬ 
ond $300. 

Fellows of the International College of 
Surgeons are not eligible. Contestants 
must be (a) interns, residents, or.graduate 
students, in the field of obstetrics and gyne¬ 
cology, or (b) engaged in the practice or 
teaching of obstetrics and gynecology. 

The two successful contestants will be 
asked to appear in person to participate in 
the regular scientific program of the Sec¬ 
tion on Obstetrics and Gynecology at the 
annual Congress of the North American 
Federation of the International College of 
Surgeons in 1959. Personal expenses in¬ 
curred by such participation must be borne 
by the winners. The awards will be made 
in cash by the Chairman of the Section 
during the course of the 1959 Congress. 

An original and three copies of each 
manuscript (carbon, photostatic, mimeo- 
graphic or other) and illustrations must 
be submitted on or before June 1, 1959 to 

Dr. .Harvey A. Gollin 
Secretary,- Prize Committee 
55 East Washington Street 
Chicago 2, Illinois 


SECTION ON OPHTHALMOLOGY 

AND OTO-RHINO-LARYNGOLOGY 

Research Grant 

The Section on Ophthalmology and Oto- 
Rhino-Laryngology of the International 
College of Surgeons has established a Re¬ 
search Grant. This Section is especially 
interested in the following forms of scien¬ 
tific inquiry. 

i 

Furstenberg Plan 

A young specialist, a resident or a med¬ 
ical student may be given an opportunity 
to explore scientifically under supervision., 

S 

Leopold Plan 

An ophthalmologic or oto-rhino-laryn- 
gologic summer fellowship may be insti¬ 
tuted for a research pi-oject. 

Scheie Plan 

Junior and Senior medical students of 
superior ability may be encouraged to 
enter the special fields of ophthalmology 
and oto-rhino-laryngology. 

Participation Plan 

A grant may be given in cooperation 
with other sponsors in order to help make 
possible major research projects. 

Please apply, giring details and ideas, to 

Paul C. Craig, M.D., Chairman 
Committee on Scientific Work 
232 N. Fifth St., Reading Pa. 


18, 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 



From the Executive Director's Notebook 

OREGON REVISITED AND THE STUDENT EXCHANGE PROGRAM AUGMENTED 


My visit to Port¬ 
land, Oregon, in 
early April allowed 
me to accomplish a 
number of things, 
the most important 
of which was my 
visit with Dr. Ben 
Wade, the regent 
for the state of Ore¬ 
gon. Dr. Wade is one 
of the most success¬ 
ful surgeons of the 
Pacific Northwest and has practiced in 
Portland for more than forty years. 

It was my pleasure to have breakfast 
with Dr. and Airs. Wade in their charming 
home, which is situated in a beautiful 
wooded area about eight miles from the 
center of Portland. The landscaping has 
been so well done that little of the natural 
surroundings has been disturbed. There is 
a broad expanse of lawn from the house 
to a small lake surrounded by giant firs, 
spruce and poplars, as well as by other 
trees native to Oregon. The woods were 
full of wild flowers, and to an Oregonian 
there is nothing more beautiful than 
springtime in its natural habitat. 

Dr. IVadc Evolving Plan 
for Young Surgeons 
Following this, we returned to the city, 
where a luncheon was held at the Aero 
Flub. The guests included many of our offi-. 
eers and outstanding surgeons of Portland. 
Discussion brought out the many features 
of the program that we have planned for 
the coming year for the International Col- 
lego of Furgoom, The opportunity for 
'hits to the various nations of the world 
•a a-, described. People in the Pacific North¬ 


west are quite conscious of the need to 
know more about other countries of the 
world, especially of the Far East. Dr. Wade 
discussed at length his plans for interest¬ 
ing young surgeons in the College and 
asked for comment, which proved to be 
most interesting. In a very short time we 
will distribute the plans and information 
that Dr. Wade is developing. We believe it 
will do much to interest young surgeons 
in international needs in the field of health. 

Foreign Students and 
International Relations 

On my return to Chicago, it was with 
great pleasure that I appeared as the 
speaker for the monthly meeting of the 
Executive Student Council and the Inter¬ 
national Association of the University of 
Illinois. The subject assigned to me was 
The Role of Professional Students in In¬ 
ternational Relations. 

In the discussion, I pointed out the ex¬ 
perience that we are now gaining in the 
examining of foreign medical students for 
internships and residencies in the schools 
of our country. For example, in February 
of lflofl, 1,278 students took the examina¬ 
tion in medical centers in this country: 
GIG, or 58.2 per cent passed, and 311 made 
qualifying grades which gave them a tem¬ 
porary permit to continue for another year 
in our schools. Those taking the examina¬ 
tion in fifty centers located in other coun¬ 
tries of the world found only 31.7 per cent 
making a passing grade. 

Language Difficulties 
and Other Problems 

The languagv difilculty to '(/-■ a 

major factor, a- the examination que-tjon- 



Dr. Ross T. Mclntire 



are set up on a uniform basis, supervised 
by our National Board of Medical Exam¬ 
iners. Another important point brought 
out was that when foreign graduates re¬ 
turn to their homelands after study in the 
United States there is a great tendency to 
refuse acceptance of the work done in our 
schools and hospitals. This would seem to 
call for consideration of the entire ex¬ 
change plan of medical students by the 


United Nations, probably trirough the 
World Health Organization. 

In the question and answer period, it 
was brought out that the student himself 
believes he has a great opportunity to be 
an ambassador of good will. The Interna¬ 
tional College of Surgeons can play a very 
important, a very vital role, in improving 
understanding in the exchange program. 

Ross T. Mchntire 


International College of Surgeons will see it all 
Europe and Russia in the summer 
The whole wide world in fall 

INTERNATIONAL COLLEGE OF SURGEONS 

MIDSUMMER EUROPEAN POSTGRADUATE TOUR — July-August, 1959 
HOLLAND - SCANDINAVIA - RUSSIA - AUSTRIA 

Air: First Class $2280.00 Steamship: First Class $2230.00 

Tourist Class $1945.00 Cabin Class $2010.00 

— and — 

AROUND THE WORLD TOUR-October-November, 1959 

HAWAII — JAPAN — HONS KONG — SIAM — INDIA 
COLOMBO — EGYPT — HOLY LANDS — TURKEY — GREECE 

Air: First Class $3480.00 

Tourist Class $2960.00 


MEMBERSHIPS LIMITED! 

For further information contact 


119 S. State Street 
Chicago 3, Illinois 



BOOK NOW! 


FINANCIAL 6-3750 

in the Palmer House . . . 

'Your Official Travel Representative” 
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THE UNITED STATES SECTION 

International College of Surgeons 
announces its 

ANNUAL POSTGRADUATE COURSE 
August 3, 1959 November 2, 1959 

The United States Section of the International College of Surgeons will again 
offer its Annual Postgraduate Course, in cooperation with the Cook County Gradu¬ 
ate School of Medicine. It will he a two-week intensive review course in General 
Surgery presented at the Graduate School, and in the wards and operating rooms 
of Cook County Hospital. Because the course has been oversubscribed in pre¬ 
vious years, it will be offered twice in 1959. 

The program will be offered under the supervision of the Hospital’s Surgical 
Staff. It will include illustrated lectures, motion pictures, anatomy demonstrations, 
operative clinics and practice surgery by the participants on anesthetized dogs. 
Consideration will be given not only to surgical technic, surgical complications and 
management of the surgical patient, but also to an intensive review of the basic 
sciences in relation to clinical surgery. In addition to twenty hours of surgical 
anatomy on the cadaver, the program will include lectures and demonstrations on 
the following: 


Gastric Surgery 

Surgical Physiology- 

Use of Blood and Derivatives 

Pediatric Surgery’ 

Surgery’ of Large Bowel 
Surgery’ of Small Bowel 
Intestinal Obstruction 
Anorectal Surgery 
Surgery' of Pancreas and Spleen 
Vascular Surgery 


Breast Surgery 
Gallbladder Surgery 
Thoracic Emergencies 
Hand Injuries and Infections 
Gynecologic Surgery 
Surgery of Hernia 
Abdominal Injuries 
Surgery of Esophagus 
Thyroid Surgery 
Radioisotopes in Surgery 


Members of the International College of Surgeons arc urged to take advantage 
of this exceptional opportunity to continue their training in Surgery. Associate 
Members and Junior Members who attend will receive appropriate consideration 
and credit when applying for advancement. 

Requests for application or further information may be 
addressed to either of the following: 

International College of Surgeons Cook County Graduate School of Mrdirinr 
15lfi I-aVc Shore Drise 707 South Wood Street 

Chicago 10. Illinois Chicago 12. Illinois 


United States Section 


THE PRESIDENT'S MESSAGE 


California, Texas, Alabama and New York! 


Since writing the 
President’s Message 
for the last issue 
of the Bulletin of 
the International 
College of Surgeons, 
a message which I 
hope that you have 
all read, I have been 
to California to visit 
the regents, vice¬ 
regents and creden¬ 
tials committee 
members for Southern California. My 
wife and I nearly always go by plane to 
save time, but for this trip to California 
we thought we needed a little rest, and 
so went out on the Santa Fe Chief. We 
disembarked at San Bernardino and were 
met there by friends and were driven 
to Palm Springs. After five very restful 
days, which included some tennis and golf, 
we picked up a U-Drive car and proceeded 
on toward Los Angeles. We stopped over 
night en route at the Walt Disney Motel, 
which is an impressive structure with 
modern shops, a wonderful dining room 
and very comfortable bedrooms. It is lo¬ 
cated just across the street from Disney¬ 
land and Virginia took advantage of the 
opportunity of visiting that interesting 
playground, while I spent a good part of 
the day in a remarkable hospital known as 
the Rancho Los Amigos. To this hospital, 
which is operated by the County of Los 
Angeles, ax-e sent patients who are consid¬ 
ered to be so badly paralyzed from polio¬ 
myelitis, or crippled from other diseases, 
that there is very little hope that they can 
ever be rehabilitated. Dr. Vernon Nickel 


and his assistant and associate, Dr. Jacque- 
lin Perry, are doing most remarkable sur- 
gery on these patients, and their results 
are certainly impressive. They have reha¬ 
bilitated, to a considerable extent, patients 
with respiratory paralysis, as well as pa¬ 
ralysis of from one to all four extremities, 
so that they are able to sit up, some of 
them to walk, and nearly all of them to 
feed themselves. 

In Los Angeles I had a very satisfactory 
and pleasant visit with the regent, Dr. 
Joseph de Los Reyes, and one of the vice¬ 
regents, Dr. “Nat” Irving Wills, who is one 
of our most remarkable members. In his 
younger days, “Nat” was an actor and he 
knows most of the actors and actresses in 
Hollywood, and they are very proud to be 
among his friends. He has been, for many 
years, an eminent surgeon on the staif of 
the Santa Barbara Clinic. Also at our little 
conference was Dr. Ross Parks, who has 
been secretary of the Southern California 
Chapter of the International College of 
Surgeons for a number of years. 

Monday evening, March 16, 1959, the 
officers, regents, vice-regents, credentials 
committee members and a few other mem¬ 
bers of the Southern California Chapter 
had their annual banquet and business 
meeting. The attendance was excellent. 
Most of the doctors brought their wives 
and it was a very pleasant occasion indeed. 
Just prior to the dinner, I met with the 
regent, vice-regents and members of the 
credentials committee and we discussed 
various problems of the College, and I 
answered questions to the best of my abil¬ 
ity. I believe that we were all enlightened 
and all came away from that meeting feel- 



Dr. Edward L. Compere 
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ing very good about the future of the In¬ 
ternational College of Surgeons. 

More than a year ago, I accepted an 
invitation to give several talks at a com¬ 
bined meeting of the Texas Medical Asso¬ 
ciation, the Texas Orthopaedic Associa¬ 
tion, and the Texas Association of General 
Practice in San Antonio, Texas. I am, also, 
to speak at a meeting of the Galveston- 
Beaumont-Houston Orthopaedic Society in 
the city of Houston, just before the San 
Antonio meetings start. This trip will give 
me an opportunity of visiting, again, with 
our dynamic Texas regent, Dr. Herbert 
Hipps of Waco, Texas, and with the vice¬ 
regents and members of the Texas creden¬ 
tials committee. I believe that Herbert 
Hipps has brought in more new members, 
almost all of them Board certified and 
many of them members of the American 
College of Surgeons, during this past 
twelve months than has any other regent, 
including our beloved Horace E. Ayers, 
who led the list of regents from the stand¬ 
point of new members the year before. 

A conflict in my schedule, due to having 
accepted the invitation to be the visiting 
chief of surgery for one week at the At¬ 
lantic City Hospital before the dates for 
the Alabama Surgical Meeting were sched¬ 
uled, will make it impossible for me to be 
in Alabama at that time. I regret this 
greatly, because they do have a remarkable 
program and I should love to be there to 
have fellowship with the Alabama mem¬ 


bers of the College, to meet Senators Hill 
and Sparkman, and to hear Dr. Wernher 
Von Braun talk about interplanetary rock¬ 
ets. I hope that many of you will take 
time to attend this meeting. 

We have never had a scientific program 
that we needed to be ashamed of. However, 
there have been many meetings where the 
attendance has not been what it should be 
for such a good program. There is no way 
in which you can show your interest in, 
and loyalty to, the International College 
of Surgeons better than by going to the 
meetings in your region and to the annual 
meetings, such as the North American 
Federation Congress of the International 
College to be held in Chicago in Septem¬ 
ber, and by not only registering but faith¬ 
fully coming to all of the sessions. 

I am planning to attend the New York 
State Surgical Section Meeting at Kiame- 
sha Lake May 28 to 31,1959. Virginia and 
I were there last year at the Concord Ho¬ 
tel and had a very fine time. We are really 
looking forward to being back at the Con¬ 
cord, and we intend to take full and active 
part in all of the scientific and social pro¬ 
grams. I hope that many of the members 
of the International College of Surgeons 
who live in the New England States and 
other states adjacent to New York will 
travel to Kiamesha and help us to make 
this a truly memorable and worthwhile 
meeting. I shall hope to see you there. 

Edward L. Compere 


INTERNATIONAL COLLEGE OF SURGEONS 
GROUP MALPRACTICE INSURANCE PLAN 

«00,000/^600,000 Limits of Liability arc now available to members covered under 
the ICS Group Malpractice Insurance Plan. 

Please write to John L. Krause, Administrator, 1576 Sherman Avenue. Evanston. 
Illinois, for rates and further details regarding the Plan. 
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United States Section 


THE PRESIDENT’S MESSAGE 


California, Texas, Alabama and New York! 


Since writing the 
President’s Message 
for the last issue 
of the Bulletin of 
the International 
College of Surgeons, 
a message which I 
hope that you have 
all read, I have been 
to California to visit 
the regents, vice¬ 
regents and creden¬ 
tials committee 
members for Southern California. My 
wife and I nearly always go by plane to 
save time, but for this trip to California 
we thought we needed a little rest, and 
so went out on the Santa Fe Chief. We 
disembarked at San Bernai’dino and were 
met there by friends and were driven 
to Palm Springs. After five very restful 
days, which included some tennis and golf, 
we picked up a U-Drive car and proceeded 
on toward Los Angeles. We stopped over 
night en route at the Walt Disney Motel, 
which is an impressive structure with 
modern shops, a wonderful dining room 
and very comfortable bedrooms. It is lo¬ 
cated just across the street from Disney¬ 
land and Virginia took advantage of the 
opportunity of visiting that interesting 
playground, while I spent a good part of 
the day in a remarkable hospital known as 
the Rancho Los Amigos. To this hospital, 
which is operated by the County of Los 
Angeles, are sent patients who are consid¬ 
ered to be so badly paralyzed from polio¬ 
myelitis, or crippled from other diseases, 
that there is very little hope that they can 
ever be rehabilitated. Dr. Vernon Nickel 


and his assistant and associate, Dr. Jacque- 
lin Perry, are doing most remarkable sur¬ 
gery on these patients, and their results 
are certainly impressive. They have reha¬ 
bilitated, to a considerable extent, patients 
with respiratory paralysis, as well as pa¬ 
ralysis of from one to all four extremities, 
so that they are able to sit up, some of 
them to walk, and nearly all of them to 
feed themselves. 

In Los Angeles I had a very satisfactory 
and pleasant visit with the regent, Dr. 
Joseph de Los Reyes, and one of the vice¬ 
regents, Dr. “Nat” Irving Wills, who is one 
of our most remarkable members. In his 
younger days, “Nat” was an actor and he 
knows most of the actors and actresses in 
Hollywood, and they are very proud to be 
among his friends. He has been, for many 
years, an eminent surgeon on the staff of 
the Santa Barbara Clinic. Also at our little 
conference was Dr. Ross Parks, who has 
been secretary of the Southern California 
Chapter of the International College of 
Surgeons for a number of years. 

Monday evening, March 16, 1959, the 
officers, regents, vice-regents, credentials 
committee members and a few other mem¬ 
bers of the Southern California Chapter 
had their annual banquet and business 
meeting. The attendance was excellent. 
Most of the doctors brought their wives 
and it was a very pleasant occasion indeed. 
Just prior to the dinner, I met with the 
regent, vice-regents and members of the 
d’edentials committee and we discussed 
various problems of the College, and I 
answered questions to the best of my abil¬ 
ity. I believe that we were all enlightened 
and all came away from that meeting feel- 
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ing very good about the future of the In¬ 
ternational College of Surgeons. 

More than a year ago, I accepted an 
invitation to give several talks at a com¬ 
bined meeting of the Texas Medical Asso¬ 
ciation, the Texas Orthopaedic Associa¬ 
tion, and the Texas Association of General 
Practice in San Antonio, Texas. I am, also, 
to speak at a meeting of the Galveston- 
Beaumont-Houston Orthopaedic Society in 
the city of Houston, just before the San 
Antonio meetings start. This trip will give 
me an opportunity of visiting, again, with 
our dynamic Texas regent, Dr. Herbert 
Hipps of Waco, Texas, and with the vice¬ 
regents and members of the Texas creden¬ 
tials committee. I believe that Herbert 
Hipps has brought in more new members, 
almost all of them Board certified and 
many of them members of the American 
College of Surgeons, during this past 
twelve months than has any other regent, 
including our beloved Horace E. Ayers, 
who led the list of regents from the stand¬ 
point of new members the year before. 

A conflict in my schedule, due to having 
accepted the invitation to be the visiting 
chief of surgery for one week at the At¬ 
lantic City Hospital before the dates for 
the Alabama Surgical Meeting were sched¬ 
uled, will make it impossible for me to be 
in Alabama at that time. I regret this 
greatly, because they do have a remarkable 
program and I should love to be there to 
have fellowship with the Alabama mem¬ 


bers of the College, to meet Senators Hill 
and Sparkman, and to hear Dr. Wernher 
Von Braun talk about interplanetary rock¬ 
ets. I hope that many of you will take 
time to attend this meeting. 

We have never had a scientific program 
that we needed to be ashamed of. However, 
there have been many meetings where the 
attendance has not been what it should be 
for such a good program. There is no way 
in which you can show your interest in, 
and loyalty to, the International College 
of Surgeons better than by going to the 
meetings in your region and to the annual 
meetings, such as the North American 
Federation Congress of the International 
College to be held in Chicago in Septem¬ 
ber, and by not only registering but faith¬ 
fully coming to all of the sessions. 

I am planning to attend the New York 
State Surgical Section Meeting at Kiame- 
sha Lake May 28 to 31, 1959. Virginia and 
I were there last year at the Concord Ho¬ 
tel and had a very fine time. We are really 
looking forward to being back at the Con¬ 
cord, and we intend to take full and active 
pai't in all of the scientific and social pro¬ 
grams. I hope that many of the members 
of the International College of Surgeons 
who live in the New England States and 
other states adjacent to New York will 
travel to Kiamesha and help us to make 
this a truly memorable and worthwhile 
meeting. I shall hope to see you there. 

Edward L. Compere 


INTERNATIONAL COLLEGE OF SURGEONS 
GROUP MALPRACTICE INSURANCE PLAN 

^200,000/^600,000 Limits of Liability arc now available to members covered under 
the ICS Group Malpractice Insurance Plan. 

Please write to John L. Krause. Administrator, 1576 Sherman Avenue. Evanston. 
Illinois, for rates and further details regarding the Plan. 
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Alab ama Surgical Section 

INTERNATIONAL COLLEGE OF SURGEONS 

ANNUAL MEETING 

Russel Erskine Hotel Huntsville, Alabama 

May 21-22, 1959 



Dr. Paul W. Shannon Dr. Edwin V. Caldwell 


OFFICERS 

Paul W. Shannon, M.D., F.I.C.S., D.A.B., Birmingham 

Regent 


Edwin V. Caldwell, M.D., F.A.C.S., F.I.C.S., 
Huntsville 
President 

Otis Jordan, M.D., Tuscaloosa 
Vice-President 


S. Ralph Terhune, M.D., F.A.C.S., F.I.C.S., 
D.A.B., Birmingham 
Secretary and Treasurer 

George C. Douglas, M.D., A.I.C.S., 
Birmingham 

Assistant Secretary and Treasurer 
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ADVISORY COIVIMITTEE 

J. 0. Morgan, M.D., F.A.C.S., F.I.C.S., Albert C. Jackson, M.D., F.A.C.S., F.I.C.S., 

Gadsden Jasper 

George S. Peters, M.D., F.A.C.S., F.I.C.S., Samuel W. Windham, M.D., F.I.C.S., 

Montgomery T ^ c 

Mack Jerome Roberts, M.D., F.I.C.S., 

Mobile 


PROGRAM COMMITTEE 

Gilbert F. Douglas, M.D., F.A.C.S., F.I.C.S. Edwin V. Caldwell, M.D., F.A.C.S., F.I.C.S. 
Paul Shannon, M.D., F.I.C.S. G. L. Baker, M.D., Huntsville 


Program 


THURSDAY, MAY 21, 1959 

Morning 


Call to Order 

E. V. Caldwell, M.D., F.A.C.S., F.I.C.S., 
President, Alabama Section, International 
College of Surgeons; Fellow, S- E. Surgical 
Congress; Chairman, Alabama State Board 
of Health, Huntsville, Alabama 

Invocation 

The Reverend George F. Hart, Pastor, Saint 
Marks Lutheran Church, Huntsville, Ala¬ 
bama 


Address 

R. B. Searcy, Mayor, Huntsville, Alabama 

Address 

Fred W. Smith, M.D., F.A.C.S., D.A.B., In¬ 
structor, Department of Surgery, Medical 
College of Alabama; Fellow, S. E. Surgical 
Congress; President, Madison County Medi¬ 
cal Society, Huntsville, Alabama 


SCIENTIFIC SESSION 


Presiding 

J. 0. Morgan, M.D., F.A.C.S., F.I.C.S., D.A.B., 
Past President, S. E. Surgical Congress, 
Gadsden, Alabama 

Use of Plastics in Mammaplastry 
CHESTER W. Trowrridge, M.D., F.A.C.S., 
F.I.C.S., Assistant Secretary and Treasurer, 
International College of Surgeons, Oak 
Park, Illinois 

Management of Acute Colon Obstruction 
Ci.wnr. ,t. Hint. M.I).. F.A.C.S., F.I.C.S.. 
D.A.B.. Pa*t President, American Goiter 


Society; Former Associate in Surgery, Uni¬ 
versity of Kansas Medical School, Kansas 
City, Missouri 

Eye Diseases Diagnosed by Inspection 

Joe M. Dixon, M.D., D.A.B., Instructor in 
Ophthalmology, Medical College of Alabama, 
Birmingham. Alabama 

Cancer of the Lung 

Charles J. Donald. M.I)., F.A.C.S.. A'-ociat- 
Professor of Client Surgery, Medical College 
of Alabama, Birmingham. Alabama 


St I’TION II. M VV, is:* 



Woman's Auxiliary 

THE PRESIDENT’S MESSAGE 
Tribute to Three Fellow Officers of the Auxiliary 



Mrs. Earl Ingram Carr 


It is with complete pleasure that I am 
ipproaching the article for this month’s 
Bulletin. The reason for this ? Three mem¬ 
bers of the Auxiliary Board are being pre¬ 
sented to you — three members who have 
worked assiduously from the founding of 
.his organization. They have worked with 
aracticality, diplomacy and devotion, at¬ 
tacking each task and each problem with 
skill and authority. 

Mrs. Jerome Moses, the niece of Dr. and 
Mrs. Max Thorek, is the financial secretary 
and the chairman of the Hall of Fame com¬ 
mittee of the Auxiliary. Jeanette Moses 
is a true Chicagoan. She was born there, 
attended college there, married her hus¬ 
band there when he was a sophomore 
at Loyola Medical School. He is now an 
eminent member of the Board of the Inter¬ 
national College of Surgeons. And they 


have a son following his father in medicine 
at Loyola as a sophomore in premedical 
school and a daughter who is in high 
school. Mrs. Moses’ conception of her 
duty to our Auxiliary is all encompassing. 
She always has accepted a request to han¬ 
dle any problem, however large, however 
small. She does this with dispatch and 
aplomb, as I am sure she conducts her 
activities in the American Cancer Society, 
in the Chicago Medical School Faculty 
Wives’ Organization, in the Auxiliary of 
the Striteh School of Medicine, et cetera. 

In Mrs. Clement Martin, whose husband 
is the treasurer of the International Col¬ 
lege of Surgeons, our Board has a digni¬ 
fied, devoted, diplomatic member. She is 
gifted in the literary field, having had 
poems, short stories and articles published, 
and her play Drafted produced. Mrs. Mar¬ 
tin attended Duchesne College and North¬ 
western University and, in addition, two 
schools of music. She has been the presi¬ 
dent of numerous groups and organiza¬ 
tions, but says she is “proudest of my con¬ 
nection with the Woman’s Auxiliary to the 
International College of Surgeons for work 
done for humanity.” Is it surprising that 
she is most outstanding as corresponding 
secretary and in her numerous and varied 
further activities in our behalf? Dr. and 
Mrs. Martin have a son firmly and success¬ 
fully established as a physician. 

Mrs. Louis L. Plzak, our effective treas¬ 
urer, is the wife of another surgeon prom¬ 
inent in the affairs of the International 
College of Surgeons. Janice Plzak is a 
woman of science and research, having re¬ 
ceived a Ph.G., and a B.S. from the Uni¬ 
versity of Illinois. Before her marriage 
Mrs. Plzak was chief pharmacist at West 
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Suburban Hospital and currently is doing 
research in radiation as a graduate student 
at the University of Chicago and at the 
United States Air Force Radiation Lab¬ 
oratory. In addition to this she is the au¬ 
thor of a number of scientific papers and 
is preparing a thesis for her master’s de¬ 
gree. All this and six fine children — the 
eldest, Louis, Jr., now interning in Boston, 
two daughters who are second and third 
year medical students, and a son George 


entering medicine in the fall! The two 
youngest are in elementary school — and 
who can fathom what they may choose as 
careers — Space? 

These three wonderful women are rep¬ 
resentative of the membership of our 
Board. The diversity of their interests is 
apparent, but all are devoted to the worth¬ 
while cause of international cooperation as 
demonstrated by the International College 
of Surgeons. Ruth Smith Cairn 


I am interested in furthering the program of the Auxiliary to the International College of 
Surgeons. Enclosed is my check ($10.00 per member) covering mcmbership(s) for the following: 


NAME: 


ADDRESS: ... 

Make chock payable to The Woman’s Auxiliary. United States Section, Internationa! Collece of 
Surgeon*. 1516 Lake Shore Drive, Chicago 10. Illinois. 


* I CTloN 11. v \Y. 





Section News 


GREECE 

Meeting to Present Series o£ Round-Table Discussions 


The Greek Section of the International 
College of Surgeons is scheduling a series 
of round-table discussions for its meeting, 
May 29-30, in Athens. 

All round-table presentations will be 
followed by general discussion. 


Prof. Dr. N. Louros is president; Prof. 
J. Charamis, vice-president, and Prof. N. 
Christeas, general secretary, of the Greek 
Section of the International College of 
Surgeons. 

The program is as follows: 


FRIDAY, MAY 29 


Hemorrhage of the Stomach 

Moderator 

Prof. N. Christeas 

Participants 

Prof. Yannacopoulos 

Prof. Zevgolatis 

Prof. Zervoyannis 

Prof. Chrysospathis 

Prof. Megaloiconomou 

Slipped Disc 
Moderator 
Prof. Garofalidis 


Participants 
Prof. Yannacopoulos 
Prof. Hadjigeorgiou 
Prof. Canvissi 
Prof. Zaverdinos 

Injuries of the Head 
Moderator 
Prof. Toul 
Participants 
Prof. J. Charamis 
Prof. Chrysicos 
Prof. Yannacopoulos 
Prof. Patrikios 
Prof. Iconomos 


SATURDAY, MAY 30 

Repeated Cesarean Section Stenosis of the Esophagus 

Diagnosis and Surgical Treatment of Sterility Moderator 
Urologic Injuries of the Female Prof. Alivizatos 


Participants 
Prof. Yannacopoulos 
Dr. Avlamis 
Dr. Lekou 


Moderator 
Prof. N. Louros 
Participants 
Prof. Cairis 
Prof. Antonopoulos 
Prof. ICyriakis 
Prof. Papadimitriou 
Prof. Yannacopoulos 
Prof. Vitalis 
Prof. Coutifaris 
Prof. Kaskarelis 
Prof. Pavlatou 
Prof. Pafatheodorou 
Dr. Coutifaris 
Dr. Naoumides 


Heart and Lung Surgery 
Moderator 
Prof. Alivizatos 
Participants 
Prof. Economos 
Prof. Scoutelis 
Prof. Feretis 
Prof. Sarris 
Dr. Lazarides 
Dr. Romanos 
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In Memoriam 


DONALD TAYLOR ATKINSON 
M.D., Sc.D., LL.D„ F.A.C.S., F.I.C.S. 
1874-1959 



Dr. Donald Taylor Atkinson 
Sc.D., LLD., F.A.C.S., F.I.C.S. 


Dr. Donald T. Atkinson, Sc.D., LL.D., 
F.A.C.S-, F.I.C.S., of San Antonio, Texas, 
died on Friday, March 20, 1959. 

He was born in Shemogue, New Bruns¬ 
wick, Canada, May 31, 1874, the son of 
Joseph Silliker and Mary Grant Atkinson. 

He was graduated M.D. by the Hospital 
College of Medicine, Louisville, Kentucky, 
in 1902. He studied abroad at the Allge- 
meines Krankenhaus in Vienna and at the 
Royal London Hospital in London, Eng¬ 
land, and received the honorary degrees 
of Sc.D. (Center College, Danville, Ken¬ 
tucky) and LL.D. (Huron, South Dakota). 

Dr. Atkinson became a naturalized 
United States citizen in 19JG. He began 
bis practice of medicine in San Antonio, 
Texas, in 1902. 

He was a member of the staff of Nix 
Hospital, Santa Rosa Infirmary and the 


Medical and Surgical Hospital, all of San 
Antonio. He was an associate editor of the 
Eye, Ear, Nose and Throat Journal and 
for some years served as editor of the oph¬ 
thalmic department of the Texas Medical 
News. He received the Patronis Medal 
Award from the University of Florence, 
Italy, in 1951. 

In addition to membership in local, re¬ 
gional and national medical, surgical and 
ophthalmologic organizations, Dr. Atkin¬ 
son was a member of the Poj’al Academy 
of Medicine (Ireland) and the National 
Surgical Society of Italy. 

He was a man of many interests. He 
wrote not only on the diseases and surgical 
treatment of the eye, but on medical and 
surgical history and a variety of other 
subjects which appealed to his many-sided 
personality. He illustrated his technical 
books himself, collaborated with others 
and saw reproductions of his illustrations 
included in medical books. He originated 
a number of medico-surgical instruments. 

_ Dr. Atkinson was a member of the ad¬ 
visory board of the Internationa] College 
of Surgeons’ School of Surgical History, 
and was vitally interested in the Interna¬ 
tional Surgeons’ Hall of Fame. 

In all these activities, as well as in his 
professional field of surgery and ophthal¬ 
mology, he received wide recognition and 
was the recipient of numerous honors. 

He had a long life, full of activity and 
achievement, joyousness and generosity. 

The officers and the members of the 
Board of Governors of the International 
College of Surgeons extend to Mrs. Atkin¬ 
son their most sincere sympathy upon the 
loss of her distinguished husband. 


SX'TION II. VA1. Iff 



In Memoriam 


TADASU ITOH 
M.D., F.I.C.S. 
1901-1959 



Dr. Tadasu Itoh, F.I.C.S. 


We regret to announce the recent death 
of Dr. Tadasu Itoh, F.I.C.S., director of 
the Itoh Sui-gical Hospital in Tokyo, Japan. 
Dr. Itoh was born in Hamamatsu, Octo¬ 


ber 19,1901. He was graduated M.D., from 
the Manchurian Medical College in 1925, 
and remained there for six additional 
years to serve as lecturer and continue his 
study and research in the department of 
pathology. 

From 1931 to 1937 Dr. Itoh was asso¬ 
ciated with the Noguchi Hospital in Beppu, 
Ohita, in the department of general sur¬ 
gery. 

Since 1937 until the time of his death, 
Dr. Itoh was the director of the Itoh Hos¬ 
pital in Tokyo, in charge of both general 
and thyroid surgery. But he was particu¬ 
larly interested in and devoted to research 
in surgery of the thyroid gland. He pub¬ 
lished, both in German and in Japanese, 
ai*ticles on the results of his research and 
on the technic of thyroid surgery. 

Dr. Itoh’s untimely death is greatly 
mourned. The officers and the Governors 
of the International College of Surgeons 
respectfully offer their condolences to Dr. 
Itoh’s family and to his associates. 


WOMAN’S AUXILIARY MEMORIAL FUND 

Donor ___ 


Honoring 
Notify — 


Send checks payable “Memorial Fund” 

Mrs. Robert Le Sage, Chairman, Shores Acre, Dixon, Illinois 
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Indwelling Common Duct Tubes 


LYON H. APPLEBY, M.D., F.R.C.S. (Eng.), F.R.C.S. (C.), F.A.C.S., F.I.C.S.* 

VANCOUVER, BRITISH COLUMBIA, CANADA 


//r—j~~'HERE are two sorts of ruins, one 
I is the work of time, the other of 
men” (Chateaubriand). I propose to 
deal exclusively with the latter. 

My interest in this research was stimu¬ 
lated by two separate cases of similar 
type: 

Case 1. —Simple exploration of the common 
duct was performed, with cholecystectomy. 
Simple soft rubber catheter drainage of the 
duct was employed, with negative results, fol¬ 
lowed by a permanent biliary fistula of eight 
months’ duration. The patient was referred to 
me at this stage, and at re-exploration there 
was no common duct left whatever except that 
portion which is embedded within the head of 
the pancreas and the area of the bifurcation 
of the hepatic ducts in the hilus of the liver. 
A defunctionalired loop of jejunum was used 
to construct a new duct. 

•A**tvUtr Citrirsd 5urrrr>. Vnhr«ri:t of Hrit2*h 

r *' \ 5*. It. C. 
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Case 2.—I performed simple exploration of 
the common duct with saline lavage. No calculi 
were detected. Simple closure of the duct was 
performed with five fine sutures of No. 0000 
chromic catgut. The gallbladder fossa was 
drained. There followed a permanent biliary 
fistula of four months’ duration. At reopera¬ 
tion all traces of the common duct had van¬ 
ished except a stump embedded in the hilus of 
the liver and the lower end or intrapancreatic 
portion. Again a new duct had to be con¬ 
structed from a defunctionalized jejunal loop. 

As Clement the Alexandrian has so well 
said, “The beginning: of truth is to wonder 
at things.” I began to wonder: By what 
process had these ducts so completely dis¬ 
appeared, and if totality was apparently 
so easy to obtain, must there not be reac¬ 
tions of less severity in which colliquative 
necrosis accounted for only partial de¬ 
struction of the duct with resultant cica¬ 
trix and stricture? 

Total colliquative necrosis of the com¬ 
mon duct could occur only a.c a result of 
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serious interference with its blood supply. 
Early in this research it became evident 
that standard textbooks of anatomy made 
only the most casual reference to the blood 
supply of the common duct and none at all 
to the intimacy of architecture of its vas¬ 
cularization. 

The main blood supply of the common 
duct is an ascending branch of the supra¬ 
duodenal artery of Wilkie, 1 as was recently 
confirmed by Michels 2 of Philadelphia, 
whose assistance I have found most help¬ 
ful. The supraduodenal artery is well 
known for another reason, as a leish of 
vessels is given off from it to the anterior 
surface of the duodenum and downward 
traction of the duodenum, obliterating the 
terminals of this vessel, created what came 
to be known as, “the white spot of Mayo,” 
and was thought to be an etiologic factor 
in duodenal ulcer. An occasional variant 
is that the artery to the common duct may 
come off the superior pancreaticoduodenal. 

The supraduodenal artery of Wilkie 
gives off a very constant branch to the 
lateral side of the lower end of the exposed 
portion of the common bile duct. This ves¬ 
sel courses upward on the anterolateral 
surface of the duct and anastomoses with 
a descending artery, which may originate 
from the right or the left hepatic artery 
but most commonly originates from the 
cystic artery. 

The anastomotic plateau or confluence 
of these two vessels is situated just below 
the entrance of the cystic into the common 
duct, almost exactly at the spot where the 
common duct is incised surgically for ex¬ 
ploratory purposes. The constancy of this 
vessel has been repeatedly confirmed by 
specimens injected with colored liquid 
Latex and by extensive dissections. As a 
result of this investigation, certain definite 
facts have been established. 

1. If the ascending branch of Wilkie’s 
supraduodenal artery to the common duct 
is large, it usually meets with a descend¬ 


ing branch that is very small; although 
the reverse is occasionally true, almost 
never have I observed both ascending and 
descending branches to the duct to be of 
anything like equal size. 

2. The ascending branch from the artery 
of Wilkie may be, indeed, the only artery 
of supply to the entire extrahepatic com¬ 
mon duct, and if placed a little more ante¬ 
riorly than usual it becomes subject to 
surgical injury, with what may be disas¬ 
trous results. 

3. The extremities of the common duct, 
the intrahilar and the intrapancreatic por¬ 
tions of the common duct, possess such 
a wealth of interanastomosing vascular 
channels that both ends must be considered 
well-nigh indestructible as a result of any 
surgical vascular interference from which 
the duct is liable to suffer. 

4. The common duct is a parchment-like 
structure containing little or no muscle ex¬ 
cept at its lower end, where one encounters 
the muscular mechanism of the ampulla of 
Vater and the sphincter of Oddi, and the 
vessels covering its surface penetrate the 
duct much like the pile of a carpet. If the 
surface of the duct be stripped in effecting 
exposure, frequently one can see, on the 
surface of the exposed duct, minute punc¬ 
tate bleeding points such as are seen on 
the surface of dense scar tissue that has 
been severed. Almost any intramural 
anastomosis within the duct and its punc¬ 
tate type of supply can easily lead to seg¬ 
mental necrosis of stripped areas if the 
stripping has been needlessly extensive. 
This punctate type of surface vasculariza¬ 
tion of the duct may be likened to the feet 
of a millipede walking on its surface. 

Lessons to be drawn from a knowledge 
of the intimacy of the blood supply of the 
common duct are: 

1. Postoperative necrosis of ducts is 
traumatic, leading to devascularization, 
local or total, and factors other than trau- 
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matic cannot be reasonably substantiated. 

2. If the ascending vessel of supply from 
Wilkie’s supraduodenal artery is larger 
than its opposite number, the descending 
artery is likely to be small, and they are 
rarely of equal size. 

3. The danger of stripping the duct sur¬ 
face for purposes of visualization is em¬ 
phasized. Interruption of the feet of the 
millipede may result in localized segmen¬ 
tal necrosis of the parchment-like duct, 
leading to postoperative duct rupture, fis¬ 
tula and failure of many anastomotic pro¬ 
cedures. 

4. Ligation of a bleeder on the surface 
of the duct may lead to destruction of the 
whole duct or, to a lesser extent, cause 
segmental necrosis. No visible vessel on 
the surface of a duct should be disturbed. 
Opening on the common duct should de¬ 
liberately and visually dodge the visible 
vascular supply. “Scrubbing” the exposed 
duct or, for that matter, any other area 
with gauze is to be condemned. Stripping 
a duct to give better exposure is wholly 
unjustified; it should be opened through 
an area devoid of visible vessels, with its 
fascial envelope left intact and when it is 
resutured all visible vessels should be 
avoided; none should be ligated or included 
in a suture. 

5. Ligation of a cystic artery should 
never be done near the source of the ar¬ 
tery. The descending branch to the com¬ 
mon duct may take origin well out along 
the vessel. The cystic artery should be fol¬ 
lowed out to the wall of the gallbladder 
and ligated there; if a visible descending 
branch is seen, it should by all means be 
preserved. 

0. In all cases, total disappearance of 
ducts is due to necrotization caused by in¬ 
terference with the vascular supply. Anas¬ 
tomotic leaks following duct repair are fre¬ 
quently due to necrosis of an end caused 
by overexposure. Most fistulas are due to 


The author, convinced that the ma¬ 
jority of postoperative strictures of - 
the common duct, as well as other 
unfortunate sequelae, are prevent¬ 
able, presents the results of his per¬ 
sonal study and experience in solv¬ 
ing this problem. He cautions the 
surgeon against "stripping" the com¬ 
mon duct of its sheath to obtain bet¬ 
ter visibility and against scouring 
with a gauze swab. Strong emphasis 
is laid on the necessity of conserving 
the vessels that form the duct's blood 
supply. Careful opening of the duct, 
with deference to these vessels, 
through its natural coverings without 
any undue stripping, and closure 
over an indwelling tube that diverts 
the bile to its normal portal of exit 
are two basic principles that must be 
borne in mind if unhappy sequelae 
of operations on the common duct 
are to be averted. 


segmental necrosis, and in the healing 
thereof strictures are born. 

The parchment-like nature of the com¬ 
mon duct can best be understood by realiz¬ 
ing that no suture, be it ever so fine, can 
be placed in a common duct that will not 
leak; that even the smallest needle aspira¬ 
tion of the duct, be it ever so fine or be it 
ever so slanted, will leak. A better under¬ 
standing of the intimacy of common duct 
vascularization and the adoption of sur¬ 
gical methods in greater deference to its 
principles, may indeed be the light at the 
end of the tunnel. 

The Action of Bile on D> rifoliz, d Tis¬ 
sues .—Bile is. on the whole, a kindly fluid, 
and will find its way home if the pos<i- 
bilitv exists. This is in direct contract to 
such external leakages as thus*- of tirin- 
and saliva. Bib- is nonirritating to normal 
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Pig. 1 .—Wilkie’s supiaduodenal artery, from 
which large choledochal artery is seen ascending 
on lateral surface of common duct. 


tissues, and many a cystic duct ligature 
has slipped off, causing a huge accumula¬ 
tion of hile free in the abdomen, without in 
most instances even the knowledge that it 
has occurred unless drainage has been em¬ 
ployed. In the absence of infection it is as 
innocuous as serum or ascitic fluid. The 
much-feared bile peritonitis bears a name 
that does not convey a true impression. 
Bile peritonitis is just ordinary infective 
peritonitis. In the absence of continued 
soilage, however, peritonitis tends to local¬ 
ize, but, if there is a substantial bile leak 
in the presence of infective peritonitis, 
the bile, from sheer quantity, acts as a 
vehicle of transport to every remote recess 
of the abdomen. Bile peritonitis is total 
peritonitis. Its great seriousness lies in its 


totality, not in anything sinister intrin¬ 
sically referable to bile itself. 

The continued action of bile on devital¬ 
ized tissue is quite different from its ac¬ 
tion on normal tissue. Innocuous to nor¬ 
mal tissue, it has a serious necrotizing 
effect on devitalized tissue. One might 
liken my concept of the action of bile on 
devitalized tissue to that of wolves in a 
pack, which work together in full syn¬ 
chrony of purpose as long as all goes well, 
but let one of the pack be wounded and 
the others tui-n upon him and devour him 
at once. So it is with the action of bile on 
devitalized tissue; the normally innocuous 
fluid exerts a necrotizing action on that 
area of the common duct which has become 
underprivileged from minimal vascular 
interference, with resultant fistula and 
subsequent stricture. If the blood supply 
to the major portion of the duct is inter¬ 
fered with, the action of bile sets up col¬ 
liquative necrosis, which results in total 
destruction of the duct. In substantiation 
of this premise, the well-vascularized in- 
trapancreatic portion of the duct and the 
intrahilar bifurcation are invariably in¬ 
tact. 

In my opinion the wolflike action of 
bile on its damaged host explains clearly 
the total failure of such procedures as 
homografts, autografts, venographs and 
many end-to-end anastomoses; they simply 
disappear. The only type that will survive 
is a vascularized mucous-lined tube such as 
a defunctionalized loop of jejunum, and 
then only because it frustrates the action 
of bile on devitalized tissue. 

Drainage of the Common Duct .—This 
presentation concerns only the manner in 
which a common duct is drained, and the 
various indications for drainage will not 
be discussed. Two simple principles, how¬ 
ever, at once emerge. In any common duct 
that arouses enough suspicion to warrant 
exploration, that exploration is not com¬ 
plete without easy passage of a bougie 
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through the ampulla of Vater into the duo¬ 
denum. The extent to which the sphincter 
of Oddi 3 and the ampulla should be dilated 
is perhaps open to argument, but a mini¬ 
mum of 7 mm. should be mandatory, and 
persistent refusal of a 3 mm. bougie to 
pass is an indication for opening the duo¬ 
denum. The second, less well established 
principle is that when a common duct is 
explored and found to be normal, simple 
closure of the duct, without any form of 
ductal drainage, should be carried out. 
While a simple drainage tube down the 
gallbladder fossa is advisable, merely 
opening a normal duct does not call for a 
T tube or other ductal drainage. Simple 
sutures suffice. 

While devitalized tissue may be able, for 
a short time, to withstand the necrotizing 
action of bile, I am convinced that the time 
element is most important, and the longer 
exposure to bile action is permitted, the 
more certain is dense scar formation to 
follow. With this in mind, I cannot but 
maintain that the constant leak around a 
T tube or other tube emergent from the 
duct, acting for any length of time on the 
traumatized edges of the opening through 
which it emerges, is the most potent single 
cause of postoperative cicatricial forma¬ 
tion or stricture. In consequence, I have 
for many years attempted to discredit the 
use of T tubes in biliary surgery. 

Inchveiling Common Duct Tubes .—This 
report is based upon 1936 opei-ations, done 
by myself on the biliary tract, of which I 
have record up to the end of 1956. In 562 
of these the common duct was explored 
openly; in 204, simple external catheter 
drainage was employed; in 97, simple pri¬ 
mary closure was carried out, and in 261 
an indwelling common duct tube was used. 
It is the last-mentioned group of 26 cases 
that 1 wish particularly to discuss. The 
obvious disadvantages of T tubes, apart 
from the longer exposure of sick tissue to 
bile action, need little comment. Diversion 



Fig. 2.—Tip of forceps almost touching common 
duct. Choledochal artery is clearly visible, de¬ 
scending from Wilkie’s supraduodenal artery. 


of the bile in whole or in part, lengthened 
hospitalization, occasional difficulties of 
removal, constant dressings, and the par¬ 
tial anchorage of the patient to the collec¬ 
tion mechanism, as well as the unfavorable 
psychic impact of external drainage, are 
all factors to be considered. 

Indwelling tubes permit sound healing 
in ten days, shortened hospitalization, no 
tubes, dressings or external drainage and 
minimal disadvantages. Mass postopera¬ 
tive cicatrization is eliminated. 

The most frequent question I have been 
asked is, “What kind of a tube do you 
use?” I find a simple segment of new red 
rubber catheter is best. It should be used 
as follows: After the duct has been thor¬ 
oughly clean-ed and the ampulla dilated 
to at lea'd 7 mm., preferably 9 mm., the 
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duct replacement will ever be wholly suc¬ 
cessful that fails to utilize this perfectly 
vital lower end of the duct by anastomos¬ 
ing it to the lower end of whatever vital 
substitute loop is used. The difficulty of the 
procedure and the discrepancy in size of 
the two structures must be overcome to 
provide the lower end of the substitute loop 
with its normal sphincter mechanism of 
control, and the bile must ultimately be 
made to enter the bowel through the am¬ 
pulla of Vater. Only then is the tragedy 
of recurrent febrile episodes likely to be 
averted. 

What Has Happened to These Indwell¬ 
ing Tubes ?—Of 260, one has remained 
stuck fast for eleven years but has caused 
no trouble. Since the duct had been prac¬ 
tically destroyed, however, if the tube ever 
does pass or disintegrate a serious problem 
may arise. Four tubes have required re¬ 
moval on the assumption that they were 
obstructed; only two of the four actually 
were obstructed with mueo-bile plugs. The 
projecting portion of the tube within the 
duodenum almost invariably becomes en¬ 
crusted with a barnacle-like mass of detri¬ 
tus from the intestinal canal, but there is 
a sharp line of demarcation between the 
intraductal and the intraduodenal portion. 

The intraductal portion of the expelled 
tube has always been quite clean. In .1 case 


severe hemorrhage occurred on the fifth 
day, coming from the duodenal area and 
ceasing on removal of the tube. In 3 cases 
there was severe colic a month after the 
operation, requiring morphia; all tubes 
were passed by rectum on the following 
day. One patient, who had previously un¬ 
dergone gastric resection with an anterior 
Billroth II operation, vomited his tube 
without incident on the seventeenth post¬ 
operative day. In 5 cases febrile reactions 
developed, thought to be due to subphrenic 
abscess, two of which were identified as 
such and drained. The fact that in only 2 
of the 260 cases in which indwelling tubes 
were used did common duct strictures, 
identifiable as such, develop and require 
secondary operation, is so far below the 
average when T tubes are used as to leave 
no shadow of doubt that the indwelling 
tubes carry a much lower morbidity rate 
than does any other type of drainage of 
the biliary tract. 

The many fears and objections that have 
been presented to me, such as blockage of 
the pancreatic ducts, ulceration of the am¬ 
pulla of Vater with subsequent cicatriza¬ 
tion and stricture, irritation of the duo¬ 
denum, etc., are in the same category as 
the tragedies that Mr. Bernard Baruch has 
found besetting his life; most of them 
never happened. I have never seen evi- 



Fig. 5.—Common duct in longitudinal section, showing almost complete absence of musculature in 

this parchment-like structure. 
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Not by any means is the visible artery 
on the supraduodenal part of the common 
duct necessarily the only artery of supply 
to the duct, but in a reasonable percentage 
of cases it may be and it is in these that a 
“bleeder” thoughtlessly ligated may prove 
disastrous. 

“Stripping” a common duct of its en¬ 
veloping sheath for greater visibility can¬ 
not be too strongly condemned. Scouring 
with a small gauze swab is never necessary 
and frequently harmful. The “feet of the 
millipede” are needlessly pulled out and a 
wall wholly fibrous, containing no muscle, 
can ill afford such treatment. Delayed se¬ 
quelae are the inevitable result. 

A much more careful approach to vas¬ 
cular architecture of the common duct will 
largely eliminate harmful and dangerous 
sequelae. 

The action of bile on devitalized tissue 
causes extensive necrotization with dense 
fibrous tissue formation. Few adhesions 
compare in density with those in the area 
of a biliary leak. All possible methods of 
minimizing the time that bile is allowed 
to be in contact with such tissue should 
be employed, and in my opinion T tubes 
and other emergent tubes that are allowed 
to remain in place for weeks prepare the 
soil for exactly the situation of dense fibro¬ 
sis which it is most important to prevent. 

Careful opening of the duct, with defer¬ 
ence to its vascularity, through its natural 
coverings without any undue stripping and 
the closure of the duct over an indwelling 
tube that diverts the bile to its normal 
portal of exit and cuts down to a few hours 
or days the time when even small amounts 
of bile are allowed to come into contact 
with gallbladder fossae and duct environs, 
will, in my opinion, become the operation 
of the future for disease of the biliary 
tract, 

ZUSAMMENFASSUNG 

Der Verfasser ist iiberzeugt, dass die 
grosse Mehrzahl postoperative!' Gallen- 


gangsstrikturen und anderer unerfreu- 
licher Folgeerscheinungen sich in hohem 
Masse vermeiden lasst. Es ist sehr leicht, 
auf die Unfahigkeit eines chirurgischen 
Vorgangers hinzuweisen, wenn man beim 
zweiten Eingriff schweren Veranderungen 
des Gallengangs begegnet, und wenn der 
erste Eingriff an anderem Orte erfolgt ist. 
Wenn man selbst der Vorganger ist, ist die 
Situation schon viel weniger komisch. 
Kritik am Vorganger ist wahrscheinlich 
vollig unberechtigt. 

Die sichtbare Arterie am supraduo- 
denalen Abschnitt des Choledochus ist 
keineswegs notwendigerweise das einzige 
den Gang versorgende Gefiiss, in einem 
erheblichen Prozentsatz der Falle jedoch 
kann das so sein, und dann kann sich die 
gedankenlose Unterbinlung eines “Blu- 
ters” als verheerend erweisen. 

Das “Abziehen” der Umhiillungen des 
Choledochus zum Zwecke seiner besseren 
Darstellung kann nicht schwer genug ver- 
dammt werden. Das Abschrubben mit 
einem kleinen Gazetupfer ist niemals not- 
wendig und oft schadlich. Die “Fiisse des 
Tausendfusslers” werden unnotigerweise 
herausgezogen, und eine vollig fibrose, 
keine Muskeln enthaltende Wand vertragt 
eine derartige Behandlung schlecht. Spate 
Folgeerscheinungen sind das unvermeid- 
liche Resultat. 

Durch erhohte Vorsicht beim Zugang 
zum Gefiissapparat des Choledochus wird 
man unangenehme und gefahrliche Folge¬ 
erscheinungen in grossem Umfang aus- 
schalten. 

Die Wirkung von Galle auf devitalisier- 
tes Gewebe fuhrt zu umfangreicher 
Nekrotisierung mit Bildung von dichtem 
Bindegewebe. Nur wenige Verwachsungen 
lassen sich an Dichtigkeit mit denen ver- 
gleichen, die im Gebiet des Leeks eines 
Gallengangs entstehen. Es sollte kein 
Handgriff versaumt werden, um die Zeit 
des Kontakts von Galle mit solchem Ge¬ 
webe auf ein Minimum abzukiirzen. Der 
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Verfasser glaubt, dass T-Rohre und andere 
Galle drainierende Katheter, die wochen- 
lang liegen gelassen werden, den Boden 
zur Entwicklung gerade dieses diehten 
Bindegewebes biiden, dessen Vorbeugung 
er fur ausserst wichtig halt. 

Der Yex-fasser glaubt, dass die vorsich- 
tige Eroffnung des Gallenganges unter 
sorgfaltiger Berucksichtigung seiner Ge- 
fassversorgung durch seine natiirlichen 
Hiillen hindurch ohne iibermassiges Ab- 
schrubben und die Sehliessung des Ganges 
uber einem liegenbleibenden Drain, der 
die Galle auf ihrem normalen Abflusswege 
ableitet und den Kontakt auch nur gerin- 
ger Mengen von Galle mit dem Gallenbla- 
senbett und den Umgebungen des Ganges 
auf wenige Stundenoder Tage einschrankt, 
die Operation der Zukunft zur Behandlung 
von Erkrankungen des Gallengangssy- 
stems sein wird. 

RESUME 

La grande majorite des retrecissements 
post-operatoires du canal biliaire ainsi que 
d’autres sequelles malencontreuses pour- 
raient etre evites. II est si simple, en 
presence d’une destruction massive du 
canal au cours d’une reintervention—la 
premiere operation ayant ete pratiquee 
par un collegue,—d’accuser son predeces- 
seur d’incapacite totale. l\Iais cet argu¬ 
ment perd beaucoup de son humour si 1’on 
est soi-meme son propre predecesseur. La 
critique du predecesseur est probablement 
toul a fait injustifiee. 

L’artere visible sur la partie supraduo- 
denale du canal n’cst en aucune fagon 
necessairoment sa seuleartere nourriciere: 
mais elle pent l’etre dans un pourcentage 
raisonnable de eas, et c’est dans ces cas 
qu’une artere inconsiderement ligaturee 
pent provoqucr un desastre. 

Le fait de “depouiller” un canal de ses 
mines protect rices en vue d’une meillenre 
visibilite no saurait etre condamne assez 
scvirement. Le tamponnemont n’est 


jamais indispensable et il est souvent 
nefaste; une paroi entierement fibreuse, 
sans muscle, ne supporte guere un tel 
traitement. II en resulte d’inevitables 
sequelles tardives. 

Une voie d’approche beaucoup plus deli¬ 
cate de l’arehiteeture vasculaire du canal 
s’impose en vue d’eliminer au maximum 
des sequelles dangereuses. 

L’action de la bile sur un tissu devitalise 
provoque une necrose etendue avec forma¬ 
tion dense de tissu fibreux. 11 est peu de 
fibroses aussi denses que celles se situant 
au niveau d’un suintement biliaire. II faut 
recourir a toutes les methodes possibles 
atin de reduire le temps permettant a la 
bile d’entrer en contact avec un tel tissu, 
et l’auteur estime que les tubes en entre 
autres maintenus en place durant des se- 
maines, preparent precisement le terrain 
a une fibrose dense qu’il est de toute im¬ 
portance d’eviter. 

A son avis, l’operation de 1'avenir pour 
les affections de la vesicule biliaire con- 
siste en l’ouverture prudente du canal en 
menageant sa vascularisation et sans “de- 
pouillement” injustifie de ses gaines; fer- 
meture du canal par-dessus un tube dever- 
sant la bile vers sa sortie portale normals. 
Cette technique permet de reduire a quel- 
ques jours ou meme a quelques heures le 
temps pendant lequel des quantites meme 
in limes de bile pourraient entrer en con¬ 
tact avec la fossette cvstique et les environs 
du canal. 

RIASSU.VTO 

L’autore e convinto che tutte o quasi le 
stenosi post-operatorie siano prevenibili. 
Durante un reintervcnto sulle vie biliari 
si possono trovare ampie perdite di sostan- 
aa del coledoco, dovute ad un precedente 
intervento eseguito altrove; le critiche al 
predecessore sono molto spesso immeri- 
tate. 

Non sempre 1’arteria visibile nolle, por- 
zione sopraduodenale del coledoco e l’linica 
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arteria che lo irrora, raa spesso e cosi e in 
tale caso la sua legatura puo essere disas- 
trosa. 

Anche il denudamento del coledoco dal 
suo rivestimento mon sara mai condan- 
nato abbastanza; la sua dissenzione con 
tamponi di garza non e mai necessaria e 
spesso e pericolosa; si avranno inevitabil- 
mente dei postumi, mentre un’accurata 
osservazione dell’architettura vascolare 
del coledoco potra eliminare in gran parte 
ogni inconveniente. 

La bile, agendo su tessuti devitalizzati, 
provoca delle necrosiestese con formazione 
di tessuto cicatriziale; poche aderenze 
sono paragonabili, per compattezza, a 
quelle che si producono in conseguenza 
degli stravasi di bile. Bisogna far in modo 
di ridurre al minimo il tempo durante il 
quale la bile rimane a contatto con i tes¬ 
suti ; l’autore ritiene che i tubi a T e tutti 
gli altri tubi che comunemente vengono 
usati e tenuti in posto per settimane pre- 
parino il terreno alia fibrosi, che e proprio 
1’inconveniente da evitare in ogni modo. 

Egli pensa che 1’intervento ideale nelle 
malattie delle vie biliari sia rappresentato 
da un’accurata apertura del coledoco, 
rispettando la vascolarizzazione e passando 
attraverso il suo naturale rivestimento 
senza asportarlo, e dalla successiva chiu- 
sura su tubo di protesi che derivi la bile 
verso il suo scarico naturale; verra ridotto 
a poche ore o giorni il tempo in cui anche 
piccole quantita di bile vengono a contatto 
con le strutture circostanti. 

RESUMEN 

Cree el autor que la mayor parte de las 
estrecheces ductales postoperatorias y al- 
gunas otras secuelas pueden ser evitadas. 
Cuando en una segunda operacion se en- 
cuentra una destruccion masiva del cole¬ 
doco consecutiva a una primera practicada 
en otro servicio puede pensarse que el pri¬ 
mer cirujano no sabemos como era. Esta 
afirmacion pierde algo de su humor cuando 


el cirujano predecesor es uno mismo. Por 
esto la critica sobre el cirujano que hizo 
la primera intervencion es del todo inmere- 
cida. 

De ninguna manera es cierto que la 
arteria visible sobre la parte supraduo¬ 
denal del coledoco sea la unica arteria nu- 
tricia de este, pero en una importante 
cantidad de casos debe admitirse que la 
ligadura, sin pensar mas, de este vaso que 
sangra puede resultar desastrosa. 

El mondar un coledoco de su vaina en- 
volvente para lograr una sibilidad mayor 
no debe ser demasiado vivamente conde- 
nado. Nunca es necesario frotar con una 
gasa, y si muchas veces peligroso. Es 
inecesario arrancar las “patas del ciem- 
pies” y una pared exclusivamente fibrosa, 
sin fibras musculares aguantara penosa- 
mente este trato. Las secuelas tardias 
seran la consecuencia inevitable. 

La diseccion muy cuidadosa de las 
estructuras vasculares del coledoco evitara 
las secuelas nocivas y peligrosas. 

La bilis, al actual- sobre tejidos desvita- 
lizados, origina desvitalizaciones extensas 
con formacion de tejido fibroso. Pocas ad- 
herencias pueden compararse en densidad 
con las que suelen formarse en torno a las 
vias biliares. Todos los medios que acorten 
el tiempo de contacto de la bilis con estos 
tejidos deben ser empleados y en la opi¬ 
nion del autor los tubos en T, y otros tubos 
de drenaje que se dejan aplicados por va- 
rias semanas predisponen a la formacion 
de la fibrosis intensa que es lo que pre- 
cisamente debe evitarse. 

La apertura cuidadosa del ductus con 
atencion a su vascularization a traves de 
sus cubiertas naturales sin mondarlo 
bruscamente y el cierre meticuloso sonre 
el tubo que se deje para desviar temporal- 
mente la bilis acortando el tiempo de con¬ 
tacto de la bilis con las estructuras cicun- 
dantes debe ser en adelante, de acuerdo 
con el autor, la tecnica de election en la 
cirurgia para las enfermedades biliares. 
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Patients have now for a full centum been accustomed to having their phvsician 
count the pulse and listen to the heart. Thev expect this as pari of their examina¬ 
tion. Rut in recent vears. if there is an) irregularity in the heart-heat, the phvsician 
straps a pul«e writer on the wrist and takes a tracing of the pulse, or the electro¬ 
cardiogram is utilized and an “electrocardiogram" made. The development of 
the«e newer instruments of precision is an interesting story and a quite modern one. 

For a generation or more the phvsician had no method of diagnosing heart- 
disease except by the use of the stethoscope. He listened to the beating of the heart, 
and if the sounds were clear and sharp, the patient was told his heart was normal. 
If the heart-sounds were accompanied by murmurs, he was told lie had valvular 
Jieart.disea s c. ff the patients heart was irregular in its heating, the phvsician was 
quite at sea. The doctor, if of a sanguine temperament, usual!) told his patient 
to forget it: if he were of a more cautious and apprehensive disposition, he put 
him to bed. 

This uncerlnintv led to grave errors in diagnosis. Manx patients who had loud 
heart-murmurs seemed not to suffer the least inconvenience, hut worked hard until 
ripe old age. Some patients witii irregular hearts who were told to forget it died 
suddenlv. to the great distre-- of their friends and to the damage of their pliv-5- 
oinn- reputations. Ollier patients who were told to keep to their bed= became 
their hearts were irregular -laved in bed for a lime, then got up and went about 
for viar*. working bard and rarrving their irregularitv with them. 



Intra-Operative Choledochoscopic Study 

HEINZ GRIESSMANN, M.D., F.I.C.S * 
NEUMUNSTER-HOLSTEIN, GERMANY 


I N 1953, at a meeting- of the German 
Society of Surgeons in Munich, 
Wildegans of Berlin showed for the 
first time a new instrument he had de¬ 
vised, the choledochoscope. In 1956 he 
published his first experiences with the 
choledochoscope technic, pointing out the 
diagnostic possibilities of intra-operative 
endoscopic study of the bile ducts in the 
presence of cholelithiasis. He closed this 
contribution with the following words: 
“May this information stimulate a critical 
testing and use of the endoscopjn” 

Since April 1956 I have used the cho¬ 
ledochoscope in all cases in which it has 
been anatomically possible to introduce it 

From the University of Kiel. 

•Chief of Surgical Service, City Hospital, Neumunster- 
Holstein. 

Submitted for publication Aug. 18, 1958. 


Choledochoscopes (15 to 25 Char- 
riere) are now available. The cho¬ 
ledochoscope is easy to operate. If 
permits a survey ot form and posi¬ 
tion of passages, changes of the 
mucosa, size and form of the papilla 
and, above all, the amount, size and 
position of stones and stone slime. 
Of 49 cholecystoscopic studies, un¬ 
expected observations resulted in 23 
cases; in 14 cases the results led to 
change of the original plan of opera¬ 
tion. The choledochoscope repre¬ 
sents a great advance in the surgery 
of the gall passages. It will make 
cholangiographic studies superfluous 
in many cases and will help to lower 
the incidence of recurrent operations. 


into the bile ducts. At the time of writing 
I have made unexpected discoveries in 
nearly 100 cases in which the instrument 
was employed, and I present a brief ac¬ 
count of my experience. 

The choledochoscope originally devel¬ 
oped by Wildegans is available in sizes 18, 
20 and 25 Charriere. 1 Size 18 will best 
meet practical requirements. Recently an¬ 
other choledochoscope has been devel¬ 
oped, 2 to which one can attach, by screw¬ 
ing them onto the main instrument (the 
shaft), tubes of various sizes Charriere. 
With the size 15 tube, therefore, it is pos¬ 
sible to use the instrument also for exam¬ 
ining the smaller ducts. 

Since their introduction the choledocho¬ 
scopes have been considerably improved. 
A small forceps can be passed as if 
through a cystoscope, either with sharp 
branches for obtaining a biopsy specimen 
or with dull branches to remove stones 
from the common duct, as well as the 
hepatic duct and its branches (Fig. 1). 

It is also possible to slide a wire sling 
through the scope if, for instance a ste¬ 
notic papilla of Vater has to be split elec¬ 
trically (Fig. 2). In addition, the instru¬ 
ment can be used with button-tipped wire 
for coagulation. Because of continuous 
rinsing with sterile solutions through the 
instrument the surgeon has always a 
clear view during an operation within the 
bile ducts. With this instrument he can 
see not only the entire length of the com¬ 
mon duct and the papilla of Vater but 
the hepatic duct and its different branches 


1. Manufactured by Sass, Wolf & Co., Berlin. 

2. Manufactured by Richard Wolff, GmbH, Knittlingen- 
Wurttenburgr, Germany. 
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Pip. i.—Choledochoscope developed by W'ildegans 
(see text). 


within the depths of the liver. All inflam¬ 
matory changes of the mucosa and all 
tumor formations are visible. Most impor¬ 
tant, however, is the size, number and 
shape of calculi. 

The instrument is easy to operate. One 
who knows how to manage the cystoscope 
will be familiar with the technic of endo¬ 
scopic study of the bile ducts in a short 
time. As a rule 1 use the choledochoscope 
after the common duct has been opened, 
when the width of the orifice makes intro¬ 
duction easily possible. 

Of my first 40 cases, as is shown in the 
accompanying table, more or less fully 
developed jaundice was present in 24. In 



Pip. 2.—Choledochoscope developed later (see 
text). 

8 cases intermittent jaundice was ob¬ 
served, and in IT there were no icteric 
symptoms. Of the 49 cases there were 
23 in which the instrument was introduced 
only once, while in 26 cases it was neces¬ 
sary to insert the instrument several times 
for inspection, etc. On one occasion, the 
common duct being heaped with stones, it 
was necessary to introduce the instrument 
fifteen times to make sure that even the 
smallest particles of calculi had been re¬ 
moved from the intra-hepatic ducts. Only 
by using the choledochoscope can one 
quickly and exactly determine the cause 
of a bad condition of the papilla of Mater 
(inflammatory changes, stone impaction. 
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neoplasm, etc.). Of the total of 49 cases, 
unexpected observations resulted in 23, 
and in 14 cases the observations led to a 
change in the original plan of operation. 

If the cystic duct is wide enough, one 
may introduce the instrument through it 
and look into the common and hepatic 
ducts to decide whether or not the common 
duct must be opened. 

Before I started using the choledocho- 
scope I always made preoperative intra¬ 
operative eholangiographic studies by 
means of either single or serial films. As 
all surgeons know, in some cases the cal¬ 
culi cannot be visualized, especially if they 
are in the intrahepatic ducts. Valuable 
as intra-operative cholangiographic study 
used to be, it becomes useless, at least in 
these cases in which satisfactory visualiza¬ 
tion and examination of the bile ducts can 
be climaxed by using the scope. 

It is not my intention to list single 
cases here, but it is safe to say that so 
many surprises and unexpected discoveries 
result from choledochoscopic study that 
those who employ it will not only consider 
it a great enrichment in surgical technic 
but Avill be convinced that the number of 
repeated operations can be lowered con¬ 
siderably. 

RESUME 

Lon dispose maintenant de cholecysto- 
scopes du type 15-25 Charriere dont la 
technique d’utilisation est simple. IIs 
permettent d’observer la forme et la posi¬ 
tion des voies biliaires, les modifications 
de la muqueuse, la dimension et la forme 
de la papille, et, surtout, Ie nombre, la 
dimension et la position des calculs et du 
limon vesiculaire. Sur 49 examens chole- 
cystoscopiques, 23 cas ont revele des ob¬ 
servations inattendues, ayant conduit dans 
14 cas a une modification du plan opera- 
toire prevu. Le cholecystoscope repre¬ 
sente un grand progres dans la chirurgie 
des voies biliaires. 11 rendra superflue la 


cholangiographie dans de nombreux cas 
et contribuera a reduire la frequence des 
reinterventions chirurgicales. 

RESUMEN 

Se dispone ya de coledocoscopos de los 
numeros 1 al 25 Charriere. Proporcionan 
tales instrumentos informacion visual 
sobre la forma y proportion de los con- 
ductos, alteraciones, de la mucosa, tamano 
y forma de la papila y, sobre todo, numero, 
tamano y position de calculos y barro bi¬ 
liar. En 49 estudios de colecistoscopias se 
han encontrado 23 observaciones inespera- 
das; en 14 casos estos resultados hieieron 
cambiar el plan de la operation. El cole- 
docoscopio representa un gran progreso en 
la cirugia de las vias biliares. Esta tec- 
nica evita muchas colangiografias y ayuda 
a disminuir la frecueneia de las recidivas. 

ZUSAMMENFASSUNG 

Choledochoskope von ICalibern zwischen 
15 und 25 Charriere sind jetzt verfiigbar. 
Die Handhabung des Instrumentes ist 
Ieicht. Es ermoglicht, die Form und Lage 
der Gallenwege, Veranderungen der 
Schleimhaut, Grosse und Form der Papille 
und vor allem die Menge, Grosse und Lage 
von Steinen und Sand in den Gallenwegen 
zu untersuchen. Unter 49 cholezystosko- 
pischen Untersuchungen kam es in 23 
Fallen zu unenvarteten Beobachtungen; 
diese fiihrten in 14 Fallen zu Anderungen 
des urspriinglichen Operationsplanes. Das 
Choledochoskop stellt einen grossen Fort- 
schritt in der Chirurgie der Gallenwege 
dar. Es wird in vielen Fallen cholangio- 
graphische Untersuchungen tiberfliissig 
machen und zur Herabsetzung der Zahl 
von Nachoperationen beitragen. 

RIASSUNTO 

Sono stati costruiti dei coledocoscopi del 
numero 15-25 Charrier, molto facili da 
usare, con cui e possibile studiare la forma 
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e la posizione dei vari tratti, le modifica- 
zioni della mucosa, le dimensioni e la 
forma della papilla, e — soprattutto — il 
numero, la grandezza e la posizione dei 
calcoli e della sabbia biliare. Su 49 colecis- 
toscopie vi furono 23 reperti inattesi, e 
14 volte fu necessario modificare il piano 
operatorio. Il coledoscopio rappresenta 
una importante conquista nella chirurgia 
delle vie biliari; esso finira per rendere 
inutile la colangiografia in molti casi e 
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aiutera a diminuire considerevolmente 
i casi di recidiva. 
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Most surgeons pass through three stages. In the first they are young and 
enthusiastic, stored with an immense amount of information that they ha\e acquired 
in passing their Fellowship and Mastership examinations, full of ideas that the\ 
mean to work out. safe and skilful hut stereotyped operators. very poor and entireh 
unknown. In the second their knowledge has been coloured by personal experience, 
and if they arc made of the right stuff, has been built up into surgical wisdom: their 
ideas ha\e been cultivated and have borne fruit in contributions to surgical science, 
and in a more general way in an outlook that is their individual contribution to 
the store of their time: their technical work is polished and perfected by constant 
practice, the elimination of unnecessary steps, and the adoption of all that they 
consider best in the work of others, and the knowledge borne of experience which 
teaches the particular dev if e bc-t suited to the particular problem: they get plentv 
of patients from those who know the value of their work, and they make a reason¬ 
able income, most of which is spent in educating their children. In the third s[ a "c 
we may picture them graced with a title, operating for large fees on the nobility and 
plutocracy and enjoying a brief period of real prosperity, ri-ing with a fortunate 
few to a third of the income of a s UC rc--ful barrister: they have rca-ed to modifv 
their ideas and their operating is perfect and standardized. 


— Oa.Hi ic 



Elective Subtotal Gastrectomy for the 
Treatment of Peptic Ulcer 

ALFREDO LEPORE, M.D.,* AND JOHN A. McCABE, M.D., F.A.C.S.*' 

BROOKLYN, NEW YORK 


S INCE Billroth performed the first gas¬ 
trectomy on a human being on Jan. 
29, 1881, thirty-eight additional meth¬ 
ods for restoring the continuity of the gas¬ 
trointestinal tract have been developed. 
The fact that so many procedures have 
been employed demonstrates that the prob¬ 
lem of treatment of ulcer disease is still 
somewhat unsettled. All those procedures 
have the same pui*pose: to remove the ul¬ 
cer and achieve achlorhydria. 

Recently, much criticism has been di¬ 
rected even toward those procedures that 
have withstood the test of time, to the 
extent that other procedui’es have been 
added, most of which include the section 
of the vagus nerve. We refer to gastro- 
duodenostomy with vagotomy, gastrojeju- 

♦Formerly Chief Resident in Surgery, St. Catherine’s Hos¬ 
pital, Brooklyn; now Resident in Cardiovascular Surgery, St. 
Francis Hospital and Sanatorium, Roslyn. 

♦♦Director of Surgery, St. Catherine’s Hospital, Brooklyn. 
From the Department of Surgery, St. Catherine’s Hospital, 
Brooklyn. 

Submitted for publication Nov. 11, 1958. 


This article is a review of 303 cases 
in which the patients underwent sub¬ 
total gastrectomy for peptic ulcer. 

A modification of the open technic 
employed in closing the duodenal 
stump is described, and the condi¬ 
tions that govern the decision wheth¬ 
er to resect or to by-pass the ulcer 
are discussed. The results of treat¬ 
ment, immediate and as observed in 
follow-up studies, are presented. 


nostomy with vagotomy, antrectomy with 
vagotomy and, most recently, pyloroplasty 
with vagotomy. It is not the purpose of 
this communication to discuss the merits 
or the disadvantages of the aforementioned 
procedures; rather, we present the experi¬ 
ence of St. Cathexine’s' Hospital in dealing 
with surgical treatment of the peptic ulcer, 
hoping to bring some light to the still un¬ 
solved problem. 

Clinical Material .—From 1950 to 1957 
inclusive, 362 subtotal gastrectomies were 
performed in this institution. Some were 
done by members of the general surgical 
staff and some by the surgical residents, 
the latter always under the supervision of 
a staff member. Of the 362 operations, 
182 were done for duodenal ulcer, 109 for 
gastric ulcer, 11 for gastric and duodenal 
ulcer, 15 for multiple ulcei*s and 15 for 
multiple lesions. Patients in the last-men¬ 
tioned eategoi-y were admitted for the 
ti’eatment of ulcei’, either duodenal or gas¬ 
tric, but at operation an associate lesion 
was observed and was later confix-med by 
the pathologic report. There were 15 such 
cases. There were 4 cases of duodenal 
divei'ticulum, 4 cases of pseudodiverticu¬ 
lum, 1 case of hemangioma of the pyloro- 
duodenal juncture, 1 case of neurofibroma 
of the antral region, 1 case of jejunal pap¬ 
illoma, 1 case of lymphangioma of jeju¬ 
num and 2 cases of polyps of the pylonxs. 
There wei'e 9 cases of hypei’trophic gastid- 
tis and 2 cases of chronic hemorrhagic 
gasti'itis. There were 19 cases of l’esectable 
carcinoma of the stomach (Table 1). 
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Indications .—The indications for the op¬ 
eration are listed in Table 2. “Intractable” 
ulcers were those causing pain that was 
not relieved by medical treatment. It has 
always been a rule in this institution to 
give a patient with duodenal ulcer a trial 
with a medical regimen for at least six to 
eight months, and to one with gastric ul¬ 
cer, a trial of four to six weeks, before op¬ 
eration is contemplated. “Obstruction” in¬ 
dicates a long history of peptic ulcer, with 
scarring and stenosis of the pylorus. By 
“perforation” we indicate patients in 
whom the ulcer had perforated into the 
peritoneal cavity, permitting the gastric 
and duodenal contents to enter this cavity. 
“Bleeding” indicates cases in which, either 
in the hospital or before admission, there 
were episodes of repeated gastrointestinal 
bleeding that required surgical treatment. 
Under the term “combined” are listed pa- 


Table 1 . — Classification 

of 302 

Cases 

Per Cent 

Duodenal ulcer 

182 

50.27 

Gastric ulcer 

109 

30.11 

Gastric & duodenal 
ulcer 

11 

3.03 

Multiple ulcer 

15 

4.14 

Multiple lesions 

15 

4.14 

Chronic hypertrophic 
gastritis 

9 

2.43 

Chronic hemorrhagic 
gastritis 

n 

0.55 

Carcinoma of stomach 

19 

5.24 


Tatu.f. 2.*—/ inventions 

for OjH-ration 



PrrCrrt 

Intractability 

181 

50.00 

Bleeding 

80 

23.75 

Obstruction 

Previous peroration 

59 

25 

10.29 

0,90 

C omhituM 

n 

3,0': 


Table 3- —Duodenal Ulcer (182 Cases) 


Male Patients: 150 

Age: 22 to 79 

Female Patients: 32 
Age: 27 to 75 


20-29:4 

20-29:1 


30-39:22 

30-39:4 


40-49:36 

40-49:9 


50-59:71 

50-59:14 


60-69:13 

60-69:2 


70-79:4 

70-79:2 



Table 4.—Gastric Ulcer (109 Cases) 

Male Patients: 85 

Age: 28 to 7U 

Female Patients: 2i 

A gc: 39 to 75 


20-29:1 

20-29:1 


30-39:12 

30-39:1 


40-49:30 

40-49:9 


50-59:24 

50-59:11 


60-69:17 

60-69:1 


70-79:1 

70-79:1 



tients who had a past history of either 
obstruction or intractability. 

Intractability was the most common in¬ 
dication for surgical intervention and oc¬ 
curred in 181 patients (50 per cent). The 
indication was obstruction in 59 patients 
(16.29 per cent) ; perforation in 25 (6.90 
per cent), and bleeding in 86 (23.75 per 
cent). Eleven patients (3.03 per cent) 
have had signs referable to multiple indi¬ 
cations. Of the 86 patients with gastro¬ 
intestinal bleeding, the hemorrhage was 
massive in 40 and less than massive in 46. 

Duodenal Ulcer .—There were 182 cases 
of duodenal ulcer (50.27 per cent) divided 
among 150 male and 32 female patients, 
with a ratio of 4.9:1. The youngest male 
patient was 22 years of age; the oldest, 79. 
The largest male group was composed of 
71 patients aged 50 to 59. The youngest 
of the 32 female patients was 27; the 
oldest, 75. The largest female group com¬ 
prised 14 women aged 50 to 59 (Table 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JUNE, 1059 



Fig. 1.—Closure of duodenal stump, commencing from right corner. 


Gastric Ulcer. — Subtotal gastrectomy 
was required in 109 cases of gastric be¬ 
nign ulcer (30 per cent) during the same 
period, divided among 85 male and 24 
female patients, a ratio of 3.54:1. The 
largest male group consisted of 30 patients 
between 40 and 49 years of age. The 
youngest was 28; the oldest, 74. The largest 
female group contained 11 women aged 
between 50 and 59. The youngest female 
patient was 29; the oldest, 75 (Table 4). 

The 109 gastric ulcers were distributed 
as follows: 54 (49.54 per cent) in the 
lesser curvature; 38 in the pars pylorus 
(34.87 per cent) ; 9 in the prepyloric re¬ 


gion (8.25 per cent) ; 6 in the antrum (5.5 
per cent), and 2 in the greater curvature 
(1.74 per cent). See Table 5. 

Notes on Technic. — Except in a few 
selected cases in which a Billroth I and a 


Table 5. —Location of Gastric Ulcers 

(109 Cases) 

Per Cent 

Lesser curvature 

64 

49.54 

Pars pyloris 

38 

34.87 

Prepyloric region 

9 

8.25 

Antrum 

6 

5.50 

Greater curvature 

2 

1.74 
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Hoffmeister procedure were performed, 
the anterior Polya, a modification of Bill¬ 
roth II, was the operation of choice. We 
secure a jejunal loop, carefully identified 
at the ligament of Treitz, to the remnant 
stomach in an isoperistaltic direction, with 
the efferent loop to the greater curvature 
and the afferent to the lesser curvature. 
We try to make the jejunal loop not too 
long because of the danger of kinking and, 
consequently, possible volvulus and torsion 
with intestinal obstruction, and not too 
short, for the purpose of preventing ten¬ 
sion on the anastomotic line. In the earlier 
years of treatment of the group surveyed 
an almost routine posterior Polya was em¬ 
ployed, but since several cases of partial 
and complete stomal obstruction occurred 
this method has been abandoned. An an¬ 
terior anastomosis has been preferred ever 
since. 

There is still much controversy as to 
whether the ulcer should always be excised 
or left behind. Many surgeons, among 
them Lahey, Lewisohn, Hinton, Marshall, 
Thompson and Stewart, maintain that re¬ 
moval of the ulcer bed is necessary for the 
cure of the ulcer in patients subjected to 
subtotal gastrectomy. Others, including 
Steinberg, McNealy, Colp, Reinhoff, Allen 
and Welch, have expressed the opinion 
that it makes no difference, provided high 
resection is done and all of the pyloric 
antrum removed. Certainly, removal of 
the ulcer should always be attempted. 
Nevertheless, in those cases in which the 
ulcer lies posteriorly, with erosion of the 
pancreas, and there is a possibility that 
entering the ulcer bed would impair the 
closure of the duodenal stump, the conser¬ 
vatism that some surgeons have shown 
with regard to this question is justified. 
Resides, in the former instances, the pres¬ 
ence of pancreatitis and pancreatic abscess 
formation is quite evident. 

No less hazardous are the cases j n which 
there is a long history of pyloric stenosis 


and much inflammation and fibrosis are 
present around the ulcer bed, in which the 
duodenum is markedly displaced and fore¬ 
shortened. In such cases the risk of injur¬ 
ing the common bile duct and the hepatic 
artery in closing the duodenal stump is a 
definite possibility. To avoid the fatal 
complication of transecting the common 
duct, Lahey and Marshall developed a 
method of exposing and intubating this 
duct structure with a T tube, so that rela¬ 
tion of the ulcer bed to this structure may 
be visualized. In this institution, since 
we are unfamiliar with the method men¬ 
tioned and share with other authors the 
opinion that excision of the ulcer is not 
essential provided the antrum is removed, 
the following policy is adopted: Patients 
who have uncomplicated ulcer of the an¬ 
terior wall and patients in whom the ulcer 
lies posteriorly, but with the duodenum not 
fixed, transection of the duodenum is per¬ 
formed distal to the ulcer. In those in¬ 
stances in which the ulcer has excavated 
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Table 6. —Complications (SOS Cases) 


Type 

No. of 
Cases 

Deaths 

Atelectasis 

15 

0 

Lobar pneumonia 

13 

2 

Bronchopneumonia 

4 

0 

Spontaneous pneumothorax 

1 

0 

Pulmonary edema 

1 

1 

Acute pancreatitis 

1 

0 

Evisceration 

9 

0 

Wound adhesions 

5 

0 

Wound infections 

10 

0 

Pelvic abscess 

1 

0 

Gastric hemorrhage 

4 

1 

Rectal bleeding 

1 

0 

Partial stomal obstruction 

12 

0 

Total stomal obstruction 

2 

0 

Volvulus efferent loop 

1 

0 

Leakage of duodenal stump 

5 

1 

Rupture of gastro¬ 
jejunostomy 

1 

1 


the pancreas and the duodenum is in¬ 
durated and markedly displaced, transec¬ 
tion of the duodenum is accomplished 
proximal to the lesion and the ulcer is left 
in situ. 

It is our opinion that, unless the common 
duct is intubated as described by Marshall, 
removal of the ulcer leads to the injury of 
extrahepatic ducts. On the other hand, 
transection of the duodenum proximal to 
the ulcer gives the surgeon the advantage 
of having the first portion of the duo¬ 
denum free, with its flexible walls easy to 
handle. It is our opinion that the removal 
of the ulcer is mandatory only in those 
cases in which it gives source to active 
massive bleeding. 

Several methods are available for clo¬ 
sure of the duodenal stump. A common 
one is that described by Parker-Kerr. In 
the past years there has been developed 
in this institution a modification of the 


open technic that has given most gratify¬ 
ing results, which are as follows. 

The cut edges of the transected duo¬ 
denum are grasped with Allis clamps on 
both edges. With one suture of No. 000 
atraumatic chromic catgut with two small 
curved needles at both ends, the right cor¬ 
ner is entered with an inverting mattress 
stitch. When this suture is tied, the cor¬ 
ner is automatically inverted. The suture 
then continues according to the Connell 
technic until it reaches the middle portion 
of the duodenum; then entrance to the left 
corner is commenced with another suture, 
which continues in the same fashion until 
it meets the opposite one. At this point 
the two sutures are tied together. This 
constitutes the first suture layer, which 
ended in the middle of the duodenum with 
two different strings (Fig. 2 E). Each 
string is then carried back across the in¬ 
verted stump, as are continuous Cushing 
mattress sutures, and is tied to the end at 
the opposite corner. This constitutes the 
second suture layer. The final layer of clo¬ 
sure is made by interrupted Lambert 
stitches of fine black silk. (Closure of the 
duodenum stump, commencing from the 
right corner, is shown in Figure 1; closure 
of the duodenum stump commencing from 
left corner, in Figure 2.) When the first 
suture layer is satisfactory, the duodenum 
is closed with only two layers, the second 
one being made by interrupted Lambert 
sutures of fine black silk (Fig. 1). When 
the closure is not satisfactory, the duo¬ 
denum is closed in three layers and a piece 
of gastrocolic omentum secured on the 
closed stump. 

About 70 to 75 per cent of the stomach 
is resected, according to careful measure¬ 
ment of the greater and lesser curvatures 
of all specimens. These measurements 
have given us the amount of stomach re¬ 
moved : 20.03 cm. in the greater curvature, 
and 10.94 cm. in the lesser curvature in 
resections done for gastric ulcer; 19.09 cm. 
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in the greater curvature and 10.12 cm. in 
the lesser curvature for subtotal gastrec¬ 
tomy done for duodenal ulcer. 

Complications .—A list of complications 
is shown in Table 6. 

1. It has been reported by several 
authors that one of the most frequent 
causes of postoperative death is peritoni¬ 
tis, caused by leakage from the duodenal 
stump. Thompson reported, in a series 
of 399 gastrectomies, 11 cases of duodenal 
stump dehiscence, in 7 of which the out¬ 
come was fatal. Avola of Boston City Hos¬ 
pital, in a series of 621 gastric resections, 
reported 13 cases of leakage from the duo¬ 
denal stump, in 10 of which the patients 
died as a direct result of this complication. 

Local factors, such as the application of 
crushing clamps over the stump to be in¬ 
verted, the use of inflamed duodenal tissue 
and impairment of the blood supply to the 
duodenum, have been incriminated. 

Bartlett and Lowell have emphasized the 
importance of systemic factors, such as 
anemia, hypoproteinemia and dehydration. 
“Mechanical factors” are those arising 
from pressure over the proximal loop, 
which reverts the increased pressure to 
the closed duodenal stump, which conse¬ 
quently blows out. Normally, intraduo- 
denal pressure is about 15 cm. of water, 
and certainly, in this condition, its mano- 
metric value must rise considerably. Since 
we are aware of those factors, it is a policy 
of this institution, no matter how satis¬ 
factorily the duodenal stump can be closed, 
to place a Penrose drain near it, with the 
purpose in mind that, should a leakage 
occur, it could convert this leakage into a 
duodenal fistula. In our series, leakage 
occurred 5 times. 

The following case demonstrates clearly 
how mechanical factors played a major 
lolc in causing dehiscence of the duodenal 
stump. It was a case in which the ulcer 
was excluded: it was penetrating into the 


pancreas, and no attempt was made to re¬ 
move it. The patient did well until the 
fifth postoperative day, when pain and 
tenderness developed in the right upper 
abdominal quadrant and profuse bile 
drainage from the stab wound appeared. 
Persistent fever (temperature 101-103 F) 
was also noted. Roentgenograms showed 
elevation of the right hemidiaphragm. 
Because of the roentgen report and the 
persistent fever, an exploratory laparot¬ 
omy was performed. 

At exploration a huge subhepatic ab¬ 
scess, compressing and displacing the 
proximal loop, was found. The duodenal 
stump was located and proved to be al¬ 
most completely opened. The abscess was 
drained; the duodenal stump was closed, 
and a small catheter was placed in it and 
brought out through a stab wound. Elec¬ 
tric suction was applied over the catheter. 
The patient recovered in four weeks, when 
drainage ceased spontaneously as a result 
of the release of increased duodenal back¬ 
ward pressure, which had been created 
originally by the subhepatic abscess. 

In 3 cases, as a result of small external 
duodenal fistulas, healing was spontaneous. 
In all cases, of course, careful electrolyte 
and fluid balance were instituted as soon 
as there was evidence of biliary drainage 
from the stab wound. 

In the other case, the fifth one, the out¬ 
come was fatal. The patient had under¬ 
gone gastroenterostomy elsewhere in 1931, 
and twenty years later a marginal ulcer 
developed. The ulcer was at the colonic 
side. The patient was operated on. and a 
dismantling of the earlier gastrojejunal 
anastomosis and subtotal gastrectomy was 
performed. He did well until four days 
after the operation, when copious biliary 
drainage from the stab wound appeared. 
Because the patient was becoming rapidly 
depleted despite all supportive measures, 
an exploratory laparotomy was performed. 
The duodenal stump was found completely 
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opened; a portion of the afferent loop was 
attached to itself by dense postoperative 
adhesions. The stump was closed and the 
adhesions removed. The patient died, 
however, fifteen hours after the operation, 
of pulmonai’y edema. 

2. Pulmonary complications were the 
most frequent. Thirteen patients had 
lobar pneumonia, and despite antibiotic 
therapy 2 of them died of this condition; 
15 had atelectasis, but all recovered. In 1 
a spontaneous pneumothorax developed 
thirteen days after the operation, which 
was treated with closed thoracotomy, with 
subsequent recovery. 

3. There was 1 case of acute pancrea¬ 
titis, in which icterus, an elevated tem¬ 
perature and an elevation of urine amylase 
and serum amylase, developed six days 
after the operation. It is to be pointed 
out that bile was present in the Levine 
tube. On the same day there was gastro¬ 
intestinal bleeding (tarry stools and a 
large amount of fresh blood in the Levine 
tube). On the following day an exploratory 
laparotomy was performed. A hugh hemo- 
peritoneum was located; the gastroen¬ 
terostomy, for about 3 cm. in length, was 
explored; no definite sign of bleeding was 
detected, and the duodenal stump was 
closed. The hematoma was evacuated; the 
patient did well postoperatively and, a 
month later, was discharged fully re¬ 
covered and completely cleared of icterus. 
The values for urine and serum amylase 
were normal. 

4. There were 4 cases of postoperative 
gastric hemorrhage, in 1 case fatal. The 
patient in this case was operated on for 
duodenal ulcer, and the ulcer was removed. 
The hemorrhage occurred at home four¬ 
teen days after the operation and was so 
serious that she went into sudden shock. 
She was brought to the hospital, and a 
transfusion was given. On the following 
day she was operated on, and about 1500 cc. 
of blood was observed in the abdominal 


cavity. The gastrojejunostomy was inter¬ 
rupted and inspected for about 3 cm.; two 
bleeding points were located, which were 
thought to be responsible, in part, for the 
shock. Several hours after the operative 
procedure, there were two episodes of 
rectal bleeding that caused the patient’s 
death, although several blood transfusions 
were administered. 

5. As another category of complications 
following subtotal gastrectomy we men¬ 
tion those related directly to the gastro¬ 
intestinal function. These complications oc¬ 
curred mostly in the earlier years of the 
group surveyed, at which time a posterior 
gastrojejunostomy was commonly per¬ 
formed. There were 14 cases of such com¬ 
plications, classified as “stomal obstruc¬ 
tion.’’ In 12 cases the obstruction was 
partial; in 2 it was total. It has been 
stated by several authors that no actual 
cause can be demonstrated. In this series, 
however, all the patients except 1 had 
undergone posterior anastomosis. We 
wonder whether the creation of a huge, 
floating and protruding septum into the 
gastric remnant could explain, in part, the 
difficulty in propulsion of the gastric con¬ 
tents into the small bowel, responsible for 
the stomal dysfunction. All patients re¬ 
covered with repeated gastric suction, 
which relieves the obstruction. 

There was 1 case of small bowel obstruc¬ 
tion. The patient was reoperated on, and 
a kinking of the efferent loop, due to 
operative adhesions, was located. The re¬ 
moval of adhesions was enough to correct 
this disturbance, and the patient recovered. 

6. There was 1 case of rectal bleeding. 
This occurred on the ninth postoperative 
day, and the patient recovered after being 
given blood transfusions. 

7. There was 1 case of rupture of the 
gastrojejunostomy. The patient died on 
the fifth postoperative day of generalized 
fibrinopurulent peritonitis, confirmed by 
autopsy. 
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Results .—A better understanding of the 
postoperative care associated with proper 
preparation of the patient and the im¬ 
provements of modern surgery has 
brought about a pronounced reduction in 
the mortality rate associated with subtotal 
gastrectomy. In this institution the mor¬ 
tality rate for elective subtotal gastrec¬ 
tomy for peptic ulcer has been 1.98 per 
cent. Up to the time of writing there have 
been no deaths among more than 90 pa¬ 
tients subjected to subtotal gastrectomy. 
Our results are based upon 303 elective 
subtotal gastrectomies done either for 
duodenal or for gastric ulcer. We ex¬ 
cluded from this survey patients on whom 
gastrectomy was done as an emergency 
procedure for active, massive bleeding, 
and patients who were operated on for car¬ 
cinoma of the stomach. Of the 303 cases, 
the patients in 160 were followed up from 
two to five years postoperatively, with a 
percentile follow-up of 52.8 per cent; 143 
patients were lost to follow-up, with a per¬ 
centile of 47.2 per cent. Various authors 
report that the most distressing sequela 
in gastrectomized patients is the post¬ 
gastrectomy or dumping syndrome, which 
manifests itself by weakness, sweating, 
nausea and occasional syncope, from fif¬ 
teen to thirty minutes after a meal. 

The incidence of this syndrome is dif¬ 
ferently reported in the literature. Capper 
and Butler of London set it at 11.97 per 
cent in a series of 660 cases; Custer, at 5.6 
per cent in one series of 500 cases, and 
12.5 per cent in a second series of 112 
cases. Rauch reported a 45 per cent in¬ 
cidence in a series of 102 patients; Moore 
and associates, an incidence of 40.5 per 
cent with the Billroth I procedure and 
•U.3 per cent with Billroth II. In our series 
the incidence of the dumping syndrome 
was of 17.37 per cent, and the symptoms 
varied from mild to severe. 

As for the relation between gastrectomy 
and loss of weight, many reports appear 


in the literature. Moore, Harking and 
others, comparing a Billroth I and a Bill¬ 
roth II resection, reported that 74.3 per 
cent of a series of 74 patients in which 
the Billroth II procedure was performed 
maintained preoperative weight or gained 
beyond the preoperative level. 

In our series, 72 patients surpassed their 
preoperative weight, a percentage of 45 
per cent. Forty-eight patients (30 per 
cent) neither gained nor lost weight. Forty 
patients (25 per cent) lost weight. Of 
those, 25 (15.62 per cent) had severe loss 
of weight and 15 (9.47 per cent) mild loss. 

The incidence of marginal ulcer in our 
follow-up was 2.5 per tent. 

RIASSUNTO 

Viene fatta una rassegna di 303 rese- 
zioni gastriche subtotali per ulcera con 
chiusura del moncone duodenale secondo 
una tecnica speciale. Vengono anche esa- 
minate le possibility di asportare 1’ulcera 
o di lasciarla in situ, e i risultati a distanza 
della cura. 

RfiSUMfi 

Les auteurs presentent une etude por- 
tant sur 303 cas de gastrectomie subtotale 
pour ulcere peptique. Une modification 
de la technique ouverte de fermeture du 
moignon duodenal est decrite, et les con¬ 
ditions commandant le choix de la methode 
a adopter sont discutees. 

Pour terminer les auteurs analvsent les 
resultats obtenus. 

ZUSA M M ENKASSUNG 

Die Verfasser besprechen eine Serie von 
303 Kranken, an denen eine elektive sub¬ 
totale Magenresektion wegen Ulcus pepti- 
cum ausgefiihrt wurde. Eine Alnvandlung 
der Technik bei Schliessung dcs Duodenal- 
stumpfe? wird beschrieben. Die Bcdingun- 
gen. die zur Kesektion odor zur Umgchung 
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des Geschwiirs den Ausschlag geben, wer- 
den erortert. 

Die Behandlungserfolge und Ergebnisse 
der Kontrolluntersuchungen werden mit- 
geteilt. 

SU MARIO 

Apresenta uma revisao de 303 pacientes 
que foram submetidos a gastreetomia sub¬ 
total eletiva para ulcera peptica descre- 
vendo sua modificagao do emprego da tec- 
nica aberto para fechamento do coto 
duodenal. Descreve as indicates para 
tratamento conservador e cirurgico. 

Apresenta tambem os resultados do tra- 
tamento e da sequencia dos pacientes. 

RESUMEN 

Este articulo se refiere a la revision de 
300 enfermos sometidos a gastreetomia 
por ulcera peptica. Se describe una modi- 
ficacion de la tecnica abierta para el cierre 
del munon duodenal. Se estudian las con- 
diciones que rigen la decision entre la 
reseccion ulcerosa o el by-pass. 

Se termina con la exposition y resul¬ 
tados del tratamiento y su curso ulterior. 
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F EW discoveries have been heralded by 
such widespread enthusiasm as was 
the discovery of “a new kind of rays” 
by Wilhelm Conrad Rontgen in Wurzburg, 
Germany, on Nov. 8, 1895. In a short time 
many articles appeared concerning the use 
of these rays, and, surprisingly enough, 
articles soon appeared which pointed out 
the serious reactions and complications 
following their improper use. 

The early primitive equipment produced 
from 50 to 100 Kv. In 1920, after the de¬ 
velopment of the Coolidge tube, an energy 
level of 200 Kv. was possible and high 
voltage therapy was begun, for now it was 
possible to reach all areas within the body. 

In the 1930’s, roentgen rays of 400 to 
1,000 Kv. were produced, and the name 
‘‘supervoltage therapy” was given to treat¬ 
ment in this range. 

In 1940 Kerst constructed the first orbi¬ 
tal electron accelerator to be utilized for 
therapy. In 1948 this type of therapy unit 
became available and produced rays with 
an energy of 22 Mev. 

The supervoltage range is generally con¬ 
sidered to be from 400 to 3,000 Kv. This 
range includes the Van de Graaff, cesium, 
cobalt and one-million and two-million volt 
resonance generator units. 

With the advent of the Kerst betatron 
unit multimillion-volt units began to ap¬ 
pear, and the usual range of kilovoltage 
was from 22 to 31 Mev. Linear accelera- 
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With regard to carcinoma, it is 
quite possible that there may be no 
substantial increase in the five-year 
survival rate as a result of super¬ 
voltage and megavoltage therapy. 

The value of this type of therapy 
is that a greater depth dose can be 
given, there is less cutaneous and 
osseous reaction, less radiation sick¬ 
ness, and the sick patient can cer¬ 
tainly tolerate the treatment more 
comfortably. 

Treatment must be planned and 
the course of radiation therapy car¬ 
ried out with precision. This may 
help to improve the end results. 

No results of treatment are given 
in this paper, because only three 
years have elapsed. 

It is quite possible that doses of 
cobalt 60 radiation, 15 to 25 per cent 
greater than those given vsith con¬ 
ventional roentgen therapy, are 
necessary to produce the same bio¬ 
logic effect. The author has found 
it necessary to increase the tumor 
dose, particularly for carcinomas of 
the head and neck. 


tors were designed for kilovoltages from 
4,000,000 upward and a svnchroton with a 
kilovoltage of 70,000,000 electron volts L 
now in experimental medical use. 

With the construction and sale of tin- 
large multimillion-volt unit--, a new quo-- 
lion arise-: What wu< the ideal or optimum 
kilovoltage range for the treatment of 
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des Geschwiirs den Ausschlag geben, wer- 
den erortert. 

Die Behandlungserfolge und Ergebnisse 
der Kontrolluntersucbungen werden xnit- 
geteilt. 

SUMARIO 

Apresenta uma revisao de 303 pacientes 
que foram submetidos a gastrectomia sub¬ 
total eletiva para ulcera peptica descre- 
vendo sua modifieacao do empi'ego da tec- 
nica aberto para fechamento do coto 
duodenal. Descreve as indicates para 
tratamento conservador e cirurgico. 

Apresenta tambem os resultados do tra¬ 
tamento e da sequeneia dos pacientes. 

RESUMEN 

Este articulo se refiere a la revision de 
300 enfermos sometidos a gastrectomia 
por ulcera peptica. Se describe una modi- 
ficacion de la tecnica abierta para el cierre 
del munon duodenal. Se estudian las con- 
diciones que rigen la decision entre la 
resection ulcerosa o el by-pass. 

Se termina con la exposition y resul¬ 
tados del tratamiento y su curso ulterior. 
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Supervoltage Radiation Therapy of Carcinoma 
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F EW discoveries have been heralded by 
such widespread enthusiasm as was 
the discovery of “a new kind of rays” 
by Wilhelm Conrad Rontgen in Wurzburg, 
Germany, on Nov. 8,1895. In a short time 
many articles appeared concerning the use 
of these rays, and, surprisingly enough, 
articles soon appeared which pointed out 
the serious reactions and complications 
following their improper use. 

The early primitive equipment produced 
from 50 to 100 Kv. In 1920, after the de¬ 
velopment of the Coolidge tube, an energy 
level of 200 Kv. was possible and high 
voltage therapy was begun, for now it was 
possible to reach all areas within the body. 

In the 1930’s, roentgen rays of 400 to 
1,000 Kv. were produced, and the name 
“supervoltage therapy” was given to treat¬ 
ment in this range. 


In 1940 Kerst constructed the first orbi¬ 
tal electron accelerator to be utilized for 
therapy. In 1948 this type of therapy unit 
became available and produced rays with 
an energy of 22 Mev. 


The supervoltage range is generally con¬ 
sidered to be from 400 to 3,000 Kv. This 
range includes the Van de Graaff, cesium, 
cobalt and one-million and two-million volt 
resonance generator units. 


JT the advent of the Kerst betati 
mt multurulhon-vdt units began to : 
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With regard to carcinoma, it is 
quite possible that there may be no 
substantial increase in the five-year 
survival rate as a result of super- 
voltage and megavoltage therapy. 

The value of this type of therapy 
is that a greater depth dose can be 
given, there is less cutaneous and 
osseous reaction, less radiation sick¬ 
ness, and the sick patient can cer¬ 
tainly tolerate the treatment more 
comfortably. 

Treatment must be planned and 
the course of radiation therapy car¬ 
ried out with precision. This may 
help to improve the end results. 

No results of treatment are given 
in this paper, because only three 
years have elapsed. 

It is quite possible that doses of 
cobalt 60 radiation, 15 to 25 per cent 
greater than those given with con¬ 
ventional roentgen therapy, are 
necessary to produce the same bio¬ 
logic effect. The author has found 
it necessary to increase the tumor 
dose, particularly for carcinomas of 
the head and neck. 


tors were designed for kilovoitages from 
4,000,000 upward and a synchroton with a 
kilovoltage of 70,000,000 electron volts is 
now in experimental medical use. 

With the construction and sale of the 
large multimillion-volt units, a new ques¬ 
tion arose: What was the ideal or optimum 
kilovoltage range for the treatment of 
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deep-seated carcinomas, both for cure and 
for palliation? This question has not been 
answered, but many experienced radio¬ 
therapists are convinced that the practical 
range is somewhere between 1,000,000 and 
10,000,000 electron volts. Many studies 
have been made to measure the relative 
biologic efficiency (R.B.E.) of the super¬ 
voltage and megavoltage units with that of 
conventional or orthovoltage units. Vari¬ 
ous tests to measure the relative biological 
efficiency include ferrous sulphate oxida¬ 
tion, induced lethal mutations in Droso- 
phalia, lethal effects in the chick embryo, 
reduction in weight of the thymus, testes 
and spleen in mice, and the whole body 
radiation effect of the 50 per cent lethal 
dose in mice. 

Paterson and his associates 1 noted that 
the 50 per cent lethal dose in 30 days in 
mice for 300 Kv. was 560.7 ± 21.0 rads 
and for the 4 Mev linear accelerator was 
747.04 ± 36 rads. The resultant R.B.E. 
for rads in tissue was 0.750. The mean 
R.B.E. for their five experiments was 0.743 
± 0.28 rads. 

Taplin, 2 comparing the R.B.E. of the 
250 Kv. and CO' lu units, found the 50 per 
cent lethal dose for thirty days in mice to 
be as follows: For cobalt 60, 750 ± 25 rads 
when given at the rate of 20 r per minute; 
when conventional 250 Kv. roentgen ther¬ 
apy was used, the dose required was 525 
± 25 rads. 

The word “rad” was introduced in 1953 
by the International Commission of Radio¬ 
logical Units. It denotes the energy ab¬ 
sorbed per unit mass. One rad equals 100 
ergs per gram of irradiated tissue, regard¬ 
less of the kind of irradiation employed. 
The unit rad, or the absorbed dose, will 
soon come into more general clinical use, 
and one should be familiar with its sig¬ 
nificance. 

Modern therapeutic radiology represents 
an ever-changing progressive attempt to 


improve technics and equipment and, most 
important, to attract well-trained persons 
who know the natural history of disease 
as it occurs in different parts of the body, 
and who have the judgment to deal with it 
properly. The only known methods of suc¬ 
cessfully eradicating cancer at present are 
surgical intervention and radiotherapy. 
Radiotherapists see the majority of pa¬ 
tients with malignant tumors at some time 
during the course of the disease, either in 
consultation or in treatment for palliative 
purposes. 

Although equipment for radiation ther¬ 
apy is constantly being improved, the im¬ 
portant point in deciding where to send 
the patient is the question “How good is 
the radiotherapist?” No matter how mod¬ 
ern the equipment, the radiation therapy 
must be properly applied and decisions 
made as to whether the patient can be 
cured by this means; the optimum tumor 
dose for each type of tumor; the complica¬ 
tions that may arise, and the care of the 
patient during therapy and many other 
factors. The utmost cooperation among the 
various specialties is essential, and all de¬ 
cisions should be made on the basis of 
what is best for the patient. 

It must be fully understood that ioniz¬ 
ing radiation is destructive to the cells of 
the body, whether the cells are normal or 
abnormal. To deliver a lethal dose to a car¬ 
cinoma, one must accept certain calculated 
risks, since the margin of safety between 
the tumor and the normal surrounding tis¬ 
sue is very small. Surgeons and other spe¬ 
cialists must also expect a certain percent¬ 
age of complications in the successful 
treatment of their patients. A greater per¬ 
centage of complications will occur among 
patients who have been treated with com¬ 
bined forms of therapy and in whom re¬ 
currences have taken place. It is desirable 
to irradiate only the smallest amount of 
tissue necessary, but it must be remem¬ 
bered that carcinoma cells do not grow in 
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the form of circles, squares, or rectangles, 
but extend irregularly and without limit¬ 
ing capsules. If the entire lesion is not 
treated, if the location of the lesion pre¬ 
vents adequate treatment, or if the lesion 
is radioresistant, recurrences must be ex¬ 
pected. The more complicated the technics 
used, the greater the danger. 

Since the cobalt 60 teletherapy unit is 
becoming more popular and more widely 
distributed, a brief discussion of the use 
of this unit will be given. Cobalt 60 is co¬ 
balt 59 made radioactive by neutron bom¬ 
bardment in a nuclear reactor. This may 
take as long as eighteen months. Cobalt 60 
decays with a half-life of five and three- 
tenths years and in its disintegration pro¬ 
duces two gamma ray energies of 1.17 and 
1.33 Nev. The radiation beam is mono¬ 
chromatic. The depth dose and isodose dis¬ 
tributions are approximately the same as 
those produced by a roentgen machine op¬ 
erating at a peak energy of 3 Mev. To ob¬ 
tain a cobalt 60 source less than 1 inch 
(2.5 cm.) in diameter requires a specific 
activity of above 25 curies per gram. 
Large diameter sources produce too much 
penumbra. A properly designed collimator 
must be used to reduce the penumbra ef¬ 
fects. 

Since 1946 physicists have been study¬ 
ing the possible use of isotopes, which 
might be much cheaper than radium. The 
isotope cobalt 60 has been in use since 
1951, and it is increasing in popularity. 

Cesium 137, which has a half-life of ap¬ 
proximately thirty-three years and a gam¬ 
ma energy of 0.66 Mev, is formed as a 
fission product resulting usually from the 
splitting of the uranium isotope 235 by 
neutron bombardment. Cesium is a waste 
product of all nuclear piles and should be 
plentiful. The specific activity will be ap¬ 
proximately 25 curies per gram. Cesium 
137 should bo cheaper than cobalt 60. but 
the source size will be larger than cobalt 


60 and the penumbra larger. Much less 
shielding will be required for cesium 137. :; 
It is doubtful whether Cesium 137 tele¬ 
curie units will replace roentgen therapy 
units. 

The linear accelerator, the betatron and 
other megavoltage units will have limited 
distribution because of the high initial 
cost, the large amount of shielding needed, 
the greater space requirements and, for 
the present, lack of scientific proof of its 
measurably increased superiority over 
therapy units up to 3 Mev. 

Cobalt 60 therapy has been in clinical 
use since 1951 in Canada and since 1952 
in this country. At present, irradiation is 
employed, when indicated, for carcinoma 
of the head and neck, bladder, lung, esoph¬ 
agus, ovary, breast, cervix and uterus in 
the form of cobalt 60 therapy. Whenever 
possible, the primary lesion in cases of 
carcinoma of the cervix is treated by ra¬ 
dium. For many carcinomas located as 
aforementioned it is given postoperativelv. 
Carcinoma of the skin is treated by ra¬ 
dium, superficial or high voltage ther¬ 
apy if no operation has been performed. 
Malignant lymphomas are most often 
treated with conventional roentgen ther¬ 
apy. The various types of therapeutic 
equipment should be available, in order 
that the proper type can be used for the 
individual case. 

From March 1955 to March 1958, in the 
following cases, carcinoma has been 
treated by means of cobalt 60: 


Location of Carcinoma Xmnbrr of Cases 

Uterine cervix 
Endometrium 
Bladder 
Esophagus 
Ovary 
Lung 

Watson’ listed cases of malignant tumor 
treated by radiotherapy at the .Saskatoon 


111 

25 
6! 
20 
62 
225 
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Cancer Clinic from 1952 to 1956. The fol¬ 
lowing methods were employed: 

Method Patients Treated, % 


CO ,!0 

32 

Betatron 

4 

400 KV. 

1 

200-280 Kv. 

19 

140 Kv. 

21 

Radium, etc. 

23 


The therapeutic advantages of cobalt 60, 
and of all supervoltage and megavoltage 
units, are as follows: 

1. There is an increased depth dose. 

2. The volume of irradiated tissue is 
less, owing to a deci’ease in lateral scatter, 
with a more sharply defined beam. 

3. The maximum point of ionization in 
the tissue for cobalt 60 is approximately 
6 mm. below the skin (deeper for the 
higher megavoltages). This produces much 
less cutaneous effect. Daily doses of 300 r 
to the skin of cobalt 60 up to 4,000 r will 
produce little cutaneous change. Skin doses 
of 6,000 r in four weeks have not produced 
moist desquamation of the skin. 

4. There is little need for rotational 
therapy. Fixed field therapy is usually 
adequate. 

5. There is usually a decrease in radia¬ 
tion sickness, probably because of the 
smaller volume of tissue irradiated. 

6. There is decreased absorption of the 
radiation by bone as compared to soft tis¬ 
sue. This is a definite advantage in the 
irradiation of carcinoma of the head and 
neck. 

7. Increased tumor doses can be given 
in less time than with conventional ther¬ 
apy. 

8. The irradiation is better tolerated by 
most patients than is the conventional 
type. 

9. Patients can tolerate tumor doses of 
from 1,000 to 1,500 r per week for total 
tumor doses of 5,000 r to the pelvis and 
tumor doses of 6,500 to 9,000 r to the re¬ 
gion of the oral cavity. 


The advantages listed for cobalt 60 and 
with the higher voltage units have been 
observed by many radiotherapists, as well 
as in my own experience of three and one- 
half years with cobalt 60 therapy. 

From a purely clinical standpoint, on the 
basis of close observation of the effects of 
cobalt 60 therapy on the mucosa and of 
its effect on tumors, it is my opinion that 
one must give from 15 to 25 per cent more 
cobalt 60 therapy than conventional radia¬ 
tion therapy to produce the same end re¬ 
sult. Even if one did not improve the five- 
year results over those of conventional 
therapy, however, the value of supervolt¬ 
age and megavoltage therapy for deep- 
seated carcinoma has been proved, because 
patients tolerate this therapy so well; the 
ease of administration, the sparing of the 
skin and the increased depth dose. Suffi¬ 
cient information has accumulated to in¬ 
dicate that the five-year successful results 
will at least equal those of conventional 
roentgen therapy. 

Brief comment only will be made on the 
use of supervoltage therapy for carcino¬ 
mas of certain parts of the body. 

Carcinoma of the Head and Neck .— 
Carcinoma of the head and neck and ma¬ 
lignant tumor of the brain are best treated 
by means of the higher energy beam and 
for the reasons aforementioned. Occasion¬ 
ally it has been found desirable to give 
one-half to two-thirds of the tumor dose 
with cobalt 60 in certain cases of carci¬ 
noma of the head and neck, follow with 
radium needles or radon seeds for the re¬ 
mainder of the dose. Bone, cartilage and 
skin reactions have been at a minimum. 
A tumor dose of approximately 6,000 r to 
8,500 r, delivered in four to six weeks, is 
given. 

Carcinoma of the Breast .—Cobalt 60 
therapy is used postoperatively after sim¬ 
ple or radical mastectomy for mammary 
carcinoma. The mediastinal, axillary. 
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supraclavicular and infraclavicular re¬ 
gions are treated by means of anterior and 
posterior opposing fields. A tumor dose 
of approximately 5,000 r is given. 

Since in more than 10 per cent of carci¬ 
nomas of the breast the internal mammary 
lymph nodes are involved, without other 
evidence of metastasis, and in approxi¬ 
mately 35 per cent of the cases in which 
the axillary lymph nodes are involved the 
internal mammary lymph nodes contain 
metastatic disease, routine postoperative 
irradiation is certainly in order. Probably 
for the majority of patients with carci¬ 
noma of the breast the routine radical 
mastectomy will be inadequate, because 
of the involvement of either internal mam¬ 
mary or supraclavicular lymph nodes, or 
both.-' 

Carcinoma of the Cervix. —The usual 
procedure in the treatment of cervical car- 
cinoma is to use both radium and roentgen 
rays. The cervix, the uterus and the upper 
third of the vagina can tolerate a large 
amount of radiation. Radium is considered 
preferable for treatment of the primary 
lesion; roentgen therapy is necessary to 
increase the tumor dose in the lateral pel¬ 
vic areas. 

Approximately 6,500 to 7,000 gamma 
roentgens are given to point A, which is 
estimated to be 2 cm. above the cervical 
os and 2 cm. lateral to the midline of the 
uterus. Point B is 3 cm. lateral to point A. 
About one-third of the tumor dose given 
to point A will reach point B; therefore, 
it is necessary to supplement the dose at 
point B by a tumor dose of 2,500 to 3,000 
r from external irradiation. Cobalt 60 
therapy has been used entirely for this. 
No additional radiation is given to point 
A. I lie total tumor dose at point B will be 
be about 5,000 r. 

If the carcinoma recurs and at least 
six months has elapsed since the previous 
therapy, the entire pelvis is irradiated by 
means of cobalt 60 and a midpelvic dose 


between 4,000 r and 5,000 r is given. I 
have done this many times for recurrent 
carcinoma after one or more years had 
elapsed since conventional roentgen ther¬ 
apy was given. Some of the preliminaiy 
results have been highly satisfactory, and 
no unusual complications have occurred. 

There has been a gradual decrease in 
the mortality' rate associated with cervical 
carcinoma. This may be accounted for by 
a decrease in the incidence of the disease 
and by improved therapy. The five-year 
survival rates for carcinoma in selected 
sites, as reported from the Connecticut 
State Department of Health, are as fol¬ 
lows : 


Cervix Uteri, 


1935-1940 35 

1941-1946 43 

1947-1951 53 


Corpus Uteri, 


4S 

59 

62 


These figures are, in general, representa¬ 
tive of those recorded for the uterus from 
1935 to 1951« 

Carcinoma of the Corpus Uteri. —Carci¬ 
noma of the uterine corpus is generally 
treated by preoperative irradiation, fol¬ 
lowed by hysterectomy and bilateral sal- 
pingo-oophorectomy in six weeks. The 
preoperative irradiation is probably of the 
greatest value when the uterus is large 
and the malignancy of the tumor is high. 7 
It is difficult to prove the value of irradia¬ 
tion for a patient with a small uterus and 
a tumor of low malignancy. If extension 
has occurred beyond the uterus, cobalt 60 
therapy is given. 

Carcinoma of the Ovary. —Ovarian ma¬ 
lignant tumors are best treated by surgi¬ 
cal intervention. Unfortunately, in many 
patients the disease is no longer localized 
and cannot be completely removed. 

Irradiation therapy with cobalt 60 is 
given to all patients when the growth can¬ 
not be removed in its entirety. Although 
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the results are generally poor in patients 
with extensive disease, surprisingly good 
palliative results are obtained at times, and 
no one can determine in advance which 
tumors will respond and which will not. 
The patients may be reoperated on after 
irradiation, with additional palliation for 
many months. 

Taylor 8 has reviewed some of the surgi¬ 
cal statistics on five-year cures of ovarian 
carcinoma, noting that many estimates 
vary from 20.6 to 30 per cent between 
1949 and 1955. Some patients with local¬ 
ized low-grade tumors, however, will have 
a very good chance to survive many years 
after the operation. Elkins" noted from 
reports in the literature that the percentile 
five-year survival figures, when both op¬ 
eration and radiation therapy were used, 
varied from 22.5 to 53. 

For extensive lesions I treat the pelvis 
and abdomen, including the para-aortic 
lymph nodes, and give a tumor dose of 
approximately 4,000 r, using cobalt 60. 

Holme, 10 reporting the results in 207 
cases of malignant ovarian tumor treated 
by operation only, stated that 23 per cent 
of the patients survived; in 145 cases in 
which operation and radiation therapy 
were combined, 39 per cent, and in 15 cases 
treated by radiation therapy only, 20 per 
cent. 

Carcinoma of the Lung. —Since Febru¬ 
ary 1955, 225 patients with carcinoma of 
the lung have been treated with cobalt 60 
therapy. All have been examined by 
thoracic surgeons, and many have had 
lobectomy and pneumonectomy in an at¬ 
tempt to eradicate the disease. 

In 1938 I reported on a series of pa¬ 
tients with pulmonary carcinoma who 
were inoperable and were given moderate 
tumor doses of conventional roentgen 
therapy. There was an increase in the 
survival period and the patients were 
clinically improved; less coughing, fever 


and chills, and there was an increase in 
strength. 11 

Tumor doses of 5,000 to 7,000 r are 
being given to the current series of pa¬ 
tients who have disease localized to the 
chest, with cobalt 60 therapy, in an effort 
to see whether the cure rate can be in¬ 
creased and palliation improved. Some 
of the responses have been very good. One 
cannot predict which patient will and 
which will not respond. Several have 
been for two years in good condition and 
symptom free. Definite palliation has 
been produced in the majority. 

Canxinoma of the Bladder. —Carcinoma 
of the urinary bladder has been treated 
with cobalt 60 therapy with tumor doses 
between 5,000 and 6,000 r in four to six 
weeks. The results were much better than 
was anticipated. The discomfort to the pa¬ 
tient is minimal, and fibrosis and contrac¬ 
ture of the bladder have occurred infre¬ 
quently up to the time of writing. 

Complications of Cohalt GO Therapy .— 
The complications associated with cobalt 
60 therapy during these three years of ex¬ 
perience have been minimal, and so far I 
have not encountered fibrosis of the sub¬ 
cutaneous tissues. In the tumor dose range 
given, no perforations have occurred from 
the gastrointestinal tract. The pharyn¬ 
gitis, esophagitis, colitis and cystitis that 
have occurred when treatments were di¬ 
rected to those areas have been mild and 
have responded readily to medication. 

ZUSAMMENFASSUNG 

Es ist dui’chaus moglich, dass die Be- 
handlung des Krebses mit Rontgenbestrah- 
Iungen von hohen und ausserst hohen 
Spannungen nicht zu einer Erhohung der 
fiinfjahrigen Uberlebensquote fiihrt. Der 
Wert dieser Form der Behandlung liegt 
in der Moglichkeit, grossere Tiefendosen 
zu verabfolgen, geringere Haut- und 
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Knochenreaktionen auszulosen, den Ront- 
genkater herabzusetzen und dem leidenden 
Kranken die Behandlung ertraglicher zu 
machen. 

Die Bestrahlungen miissen sorgfaltig 
geplant und mit Genauigkeit ausgefiihrt 
werden. Dies kann zu einer Verbesserung 
der Endergebnisse beitragen. 

In der vorliegenden Arbeit werden keine 
Angaben iiber die Behandlungsresultate 
gemacht, weil erst drei Jahre seit ihrer 
Durchfiihrung verstricben sind. 

Es ist sehr leicht moglich, dass bei der 
Strahlenbehandlung mit radioaktivem 
Kobalt 15 bis 25 Prozent hohere Dosen als 
bei Anwendung der konventionellen Be- 
strahlungstechnik gegeben werden miissen, 
um den gleicben biologischen Effekt zu er- 
zielen. Der Verfasser hat es fiir notwen- 
dig befunden, besonders bei Krebsen des 
Kopfes und des Halses die Tumordosis zu 
erhohen. 

RESUME 

II est fort possible, pour ce qui est du 
carcinome, que la therapeutique de sur- 
dosage (ou de megavoltage) n’ait pas pour 
consequence une augmentation substan- 
tielle du taux de survie de 5 ans. Mais la 
valeur de ce traitement reside dans le fait 
qu’il permet l’administration de doses plus 
penetrantes avec une meilleure tolerance 
(diminution des reactions generates, cu- 
tanees et osseuses). 

La therapeutique doit etre bien etudiee 
an prealable et appliquee avec une grande 
precision en vue d’ameliorer ses effects. 
L'auteur ne la pratiquant que depuis trois 
ans juge premature d’exposer ici ses resul- 
lats. 11 a juge utile d'augmenter les doses 
bahituelles en particulier pour les carci- 
nomcs de la tete et du cou (doses de cobalt 
de GO r 15 a 25 G plus elevees que celles de 
la roentgentlierapie classique pour le menu- 
elTel biologiqne). 


RESUMEN 

La radioterapia con supervoltaje y 
megavoltaje no parece mejorar sensible- 
mente la supervivencia del cancer por 
encima de los 5 ahos. El valor de esta 
forma de terapia esta en que se alcanzan 
dosis mavores en profundidad mientras 
que los efectos de la radiacion de la piel, 
tejdo oseo y en el organismo en general 
son mucho menores; ademas el enfermo 
debil soporta muy bien el tratamiento. 

Para obtener buenos resultados hay que 
planear con precision la pauta del trata¬ 
miento y de las sesiones. El articulo no 
publiea resultados pues solo han pasado 
3 ahos desde la puesta en practica de esta 
tecniea. 

La terapia con cobalto radiactivo (Co 
60) requiere seguramente dosis entre un 
15 y un 25% mas altas que las usadas en 
la radioterapia corriente. El autor cree 
que debe aumentarse la dosis tumor, sobre 
todo cuando se trata de carcinomas de ca- 
beza o cuello. 

SUMARIO 

Acha que, nao houve substancial 
aumento na taxa de sobrevida de cinco 
anos como resultado da terapeutica de 
super e maga-voltagem no carcinoma. 0 
valor desse tratamento esta no dose de 
maior profundidade, menor reacao cutanea 
e ossea, menor disturbio pos-irradiaqao 
alem de que o paciente podeni tolerar o 
tratamento com mais conforto. A mel- 
horia dos resultados pode ser obtida com 
um bom planejamento da terapeutica pela 
irradiacao. Xesta comunieacao o A. nao 
fornece resultados. porque decorreram 
apenas 3 anos. £ possivel que dosagens 
convencionais 15 a 25^ mais fortes san 
necessarias para obter os mesmos efeito- 
biologicns do cobalto G n .O A. acha que <*• 
necessario aumentar a do-v tumor jiarti- 
cularmento para os carcinoma- da calx^a 
e d' pesco^o. 
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Mark Twain once remarked that clues in a murder case were all right, hut you 
can’t hang clues. Perhaps we might paraphrase this by saying that you can’t treat 
diagnoses. No, but just as clues lead to capture, so diagnoses indicate diseases, 
and the physician cannot treat a disease intelligently until he recognizes it. 

So. when a patient consults his physician, the physician employs his five senses. 
Some physicians, like Dr. Bell, who was the original of Sherlock Holmes, have 
trained their powers of observation to such an extent that their shrewd deductions 
seem uncanny. But even the average physician has been so trained that it becomes 
second nature to notice the pupils of the eyes and the colour of the skin, to note 
how patients walk and whether they puff on exercising. 

A few years ago a physician was a member of a delegation which called upon a 
prominent public official who had the reputation of being a brilliant and successful 
executive. After the interview the various members of the delegation -were praising 
him and describing him as “brilliant,” “driving.” “full of imagination,” and a 
“genius.” The physician was then asked his opinion. “What struck me first.” he 
answered, “was that the man’s right pupil was about three times as large as the left, 
and that when he faced the light, neither pupil contracted. That man is not a 
genius, lie’s simply losing his mind.” And he was. Two months later he was 
admitted to a hospital for the insane. 

—Major 
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Secondary Excision of War Wounds 

COL. VISHWANATH P. GUPTA, M.S., F.R.C.S. (Eng.), F.I.C.S.* 

APO 56, INDIA 


D URING the second World War I had 
to deal with a considerable number 
of battle casualties amidst prisoners 
of war of four nationalities, namely, Eri¬ 
treans, Abyssinians, Italians and Germans, 
while the battles raged in the Middle East 
theatre and later extended across the Medi¬ 
terranean to Sicily and Italy. These pris¬ 
oners were, naturally, picked up late 
from the battlefields and then evacuated 
to the advance hospital where I worked as 
a surgical specialist. Whereas our own 
casualties could be collected early and 
brought to surgical teams within twenty- 
four hours of their being wounded, so that 
primai-y excision of the wounds was possi¬ 
ble, the same was not true of prisoners of 
war, who as a rule were collected late, 
after the day’s fighting was over and the 
enemy had receded, leaving behind its 
wounded in the field. 

Primary excision of war wounds is an 
accepted principle and has gone a long 
way toward reducing the mortality rate 
and saving limbs, but it must be carried 
out before the wound becomes infected; 
that is, twenty-four hours, at latest, after 
infliction of the wounds. Attempts to ex¬ 
cise the wound after twenty-four hours 
resulted in spread of infection and general 
septicemia. The consensus, therefore, was 
that it should be given up and done as a 
substitute debridement. Debridement sim¬ 
ply implies enlargement of the wound in 
order to effect free drainage, combined 
with rapid removal of foreign bodies and 
obviously dead tissue. 

laced with the problem of a large num- 
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ber of war wounds that had passed the 
period suitable for primary excision, I 
developed the technic of “secondary exci¬ 
sion,” by which the wounds could be suc¬ 
cessfully excised without spread of in¬ 
fection or septicemia and giving the pa¬ 
tient benefits equivalent to those of pri¬ 
mary excision. 

Definition of Secondary Excision. —Sec¬ 
ondary excision is excision of a wound 
that is infected, as against primary exci¬ 
sion, which is excision of a wound before 
infection sets in. Thus, secondary exci¬ 
sion applies to wounds more than twenty- 
four hours old. 

Rationale of Secondary Excision .—The 
object of secondary excision is to remove 
all dead tissue from a wound. The bulk 
of dead tissue consists of muscle, which 
is destroyed by the explosive effect of 
a bullet at the exit wound or by pieces 
of bombs, shrapnel, etc. These wounds are 
wide and gaping and contain a consider¬ 
able amount of dead muscle tissue. The 
muscle tissue that is still alive is limp and 
inactive. Infection of these wounds soon 
occurs because of indriven foreign bodies 
and pieces of clothing, and the bacteria 
multiply vigorously in the dead muscle, 
which forms an ideal medium, providing 
multitudes of dead spaces and crevices, 
the more because of the inactive condi¬ 
tion even of the living muscles. These 
wounds, if treated by simple drainage and 
dressing, take a long time to heal and 
then do so with the formation of large 
adherent scars and keloid tissue. If bones 
are broken as well, the healing is delayed 
even further because of chronic osteomye¬ 
litis. which in some cases may cau-v* a 
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discharge of pus on the surface for an 
indefinite time. 

When secondary excision is performed 
the wounds heal rapidly, with soft pliable 
scars, and no keloid forms. In a compound 
fracture the bones unite without the risk 
of osteomyelitis. Lastly, gas gangrene, 
tetanus and secondary hemorrhage, which 
are dreaded complications of infected 
wounds, are done away with by secondary 
excision, and the surgeon need worry no 
further. 

Cause of Failure of Secondary Excision. 
—In spite of the great advantages offered 
by secondary excision, surgeons met with 
disaster when they attempted it in the 
past. I assign two main causes to this 
failure: first, lack of preparation of the 
wound prior to secondary excision and, 
second, errors in technic. 


I should like to emphasize the fact that 
the preliminary treatment of these infected 
wounds is essential, in order to eliminate 
the activity of such virulent bacteria as 
Streptococcus haemolyticus. There should 
be no hurry in performing secondary ex¬ 
cision; one should wait until it is ascer¬ 
tained that acute infection of the wound 
has subsided. The general condition of the 
patient and the local condition of the 
wound can, generally speaking, be relied 
upon to indicate whether or not the in¬ 
fection is quiescent. If there is doubt, a 
baeteriologic examination of the wound 
can be made by swab and culture. 

With regard to the technic of excision, 
another precaution: It is definite]} 7 incor¬ 
rect to cut through dead and infected tis¬ 
sue, for it leads to absorption of toxins 
and bacteria into blood, and septicemia 



i._Explosive effect on exit wound caused by rifle bullet. Wound, moie than twenty-four hours 

old, has passed stage for primary excision. Extensive damage of muscles with infection superven¬ 
ing if treated by debridement or conservatively, has inherent dangers of gas-gangrene, tetanus and 
secondary hemorrhage in the early stages; and, later would go on to protracted healing with forma¬ 
tion of large adherent scar and keloid. The inset shows the wound of entry, on the inner aspect of 

thigh. 
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may result. At the same time, local spread 
of infection may occur. 

The aim of secondary excision is to 
cut through healthy tissue, thereby re¬ 
moving the dead tissue together with a 
margin of healthy tissue. For this purpose 
the dead tissues need to be demarcated 
from the healthy parts. This is accom¬ 
plished by my technic for this procedure. 

It may be noted that, whereas in fresh 
wounds all the layers, from the skin to 
the very depths, are distinct and separate, 
the same is not true of old wounds, in 
which all the layers are matted together. 
Pathologic study of the wound would 
clarify this point even further. The wall 
of an old wound has the edge of the skin, 
the superficial and deep fascia and the 
superficial and deep muscles all bound into 
one mass. The inner layer of this mass 
contains infected, dead and devitalized tis¬ 
sue that slowly liquefies into slough and 
pus and is discharged into the wound. The 
latei-al layer of the mass abuts on the 
healthy tissues of the body, and a line of 
demarcation, with mild sepsis, forms where 
the dead tissue is undei’going the process 
of absorption, separation and fibrous tis¬ 
sue formation. Further, the edge of the 
skin is the portion of least destruction, 
but in the depth of the wound the thick¬ 
ness of the dead muscle mass may be con¬ 
siderable. The excision of a late wound 
thus requires a fine technical skill and 
much patience, as otherwise disaster may 
result. 

Technic .—The three steps of secondary 
excision by my method are (1) prepara¬ 
tion of the wound; (2) excision of the 
wound, and (3) aftertreatment. 

Preparation of the Wound: As a rule. I 
have treated these wounds by Carrel- 
Dak in’s irrigation, carried on for forty- 
eight hours. The part was kept elevated 
and resuscitation measures instituted to 
improve the general condition of the pa¬ 
tient. A course of chemotherapy was in- 


War wounds that are brought for 
treatment twenty-four hours after 
their infliction have passed the period 
for primary excision. They should be 
treated by "secondary excision' as 
here described. 

The main steps are as follows: 

1. Preparation of the wound by 
Carrel-Dakin's irrigation. 

2. Excision as described, with pres¬ 
ervation of the skin to the maximum 
extent possible and liberal excision 
of muscle through healthy parts. 

3. Mobilization of the skin by un¬ 
dercutting and suture over the 
wound, either partially or com¬ 
pletely. Apart from the skin, the mus¬ 
cles and fascia in the depths of the 
wound are not opposed, and no 
buried sutures are left except the 
small knots that tie the bleeding ves¬ 
sels. 

After excision of the wound, in a 
case of compound fracture, the skin 
is sutured at either end only, the 
central portion being left open to 
drain the fracture site. The fracture 
is treated either by skeletal traction 
(femur) or immobilization in plaster 
of paris. 


variably given. Antibiotics were not avail¬ 
able at that time but should be used liber¬ 
ally in the future. Carrel-Dakin’s irriga¬ 
tion proved excellent in reducing the in¬ 
fection, and in the majority of cases just 
forty-eight hours of treatment sufficed: 
if not, it was continued for a few more 
days. By this means all the spaces and 
crevices of the wound could be drained, 
which cannot be done so well by any other 
method. As an alternative, however, and 
for minor wounds, washing with hydrogen 
peroxide, hot foments and frequent anti¬ 
septic dressings gave good re'-ult-. 
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Fig. 2.— A, preparation of infected wound for secondary excision; Carrel-Dakin irrigation. D, 
first step of secondary excision by author’s technic; Skin is incised at either end of wound to 
expose healthy subcutaneous tissue in order to provide bearing for next step. C, second step: 
Blade of knife is inserted in subcutaneous tissue and advanced toward edge of wound to detach 
skin all round without sacrificing any part of it. D, third step: Dead tissues are excised by cutting 
through healthy muscles. Nonobservance of this precaution may lead to septicemia or local spread 
of infection. E, fourth step: Dead tissues have been excised all round and down to depth of wound. 
Note healthy appearance of muscles. F, fifth step: Partial closure of the wound at either end. Note 
that no buried sutures are left since no fascia or muscle are approximated. 


Excision of the Wound: Excision of the 
wound is undertaken with all aseptic pre¬ 
cautions. The surrounding 1 skin is painted 
with iodine, and sterile towels are placed 
all round. The actual wound is touched with 
pure carbolic acid, followed by spirit, and 


then wiped clean with dry gauze. The skin 
is incised at either end of the wound in 
its long axis till healthy subcutaneous tis¬ 
sue is exposed. The blade of the knife is 
then inserted into the subcutaneous tissue 
and advanced toward the edge of the 
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wound. Working the blade outward to¬ 
ward the edge of the wound, enables one 
to detach the skin easily from the wound 
all round, without sacrificing any portion 
of it. After detachment of the skin the 
wound margin will feel hard over an area 
corresponding to that part of it which is 
composed of dead tissue, w r hich lateral to 
it the feel of healthy tissue will be evi¬ 
dent. The excision of the dead tissue is 
begun by cutting through the healthy tis¬ 
sues all round and, as far as possible, con¬ 
tinuously, in order to cut out the wound 
track. In a deep wound it is better to 
excise the superficial layers first and then 
expose the deeper layers of the dead mass 
by retracting the superficial muscle layer. 
In case bone is fractured as well, only the 
loose pieces are removed. Any embedded 
foreign bodies, or bits of indriven clothing 
or old blood clots are removed. 

The excision of the affected muscles is 
done liberally, for, apart from removing 
all traces of infection, which dwells par¬ 
ticularly in muscles, it reduces the size of 
the wound and makes it possible to close 
the skin without tension. Liberal removal 
of muscles in their long axis causes little 
disability, as the loss is soon compensated, 
but muscles must not be cut transversely. 
The deep fascia and the fascia coverings 
of muscles are all incised in their longi¬ 
tudinal axis, as a rule. It need hardly be 
added that sound anatomic knowledge is 
essential in avoiding damage to important 
vessels and nerves during incision. While 
excision is being clone, the healthy mus¬ 
cles bleed freely, but each bleeding point 
should be ligated. The edge of the skin is 
only trimmed, for undue sacrifice of it is 
unwarranted. Finally, the excised wound 
L cleaned with hydrogen peroxide and 
then irrigated with acreflavinc solution 
(1 : 1.000). The wound is now ready for 
the next step, for which gloves are 
changed, fro'-h towels applied and fresh 
instruments used. 


The next step is closure of the skin. In 
my experience, partial closure of the skin 
at either end of the wound must always be 
done. For this purpose the skin should be 
loosened by undercutting. Complete closure 
of the skin may be carried out in flesh 
wounds only, and only if, after the exci¬ 
sion, the wound looks very clean. With 
complete closure of the skin, drainage 
tubes must be inserted at either end and 
the patient kept under strict observation 
for spread of infection; should this occur, 
the stitches should be cut out without de¬ 
lay. In those cases in -which the incision 
has not been satisfactory it is advisable 
to pack the wound and leave it completely 
open, with secondary suture after a few 
days. In cases of compound fracture the 
central portion of the wound is always left 
open for drainage. 

Partial closure of the wound at either 
end, after excision, offers great advan¬ 
tages. It reduces the size of the wound, 
obliterates potential spaces where oozing 
blood may collect and form a nidus fox- 
multiplication of bacteria, and it also con¬ 
trols hemox-rhage. Fui’thermore, muscles 
deprived of the warmth and protection of 
their cutaneous covering tend to become 
edematous, infected and necrotic and thus 
would vitiate the result of the operation 
should the skin not be sutured at least 
pai'tially. 

It should be noted that approximation 
of muscles and fascia by suture is not per¬ 
mitted, for fear of leaving buried sutures 
that would cause infection. 

Aftertreatment .—The aftertreatment of 
flesh wounds is simple, for they heal rap¬ 
idly. When there has been much loss of 
skin, skin grafting should be done as soon 
as the wound is ready for it. 

The aftertreatment of compound frac¬ 
tures is as follows: 

1. Plaster immnhilizntinn. After exci¬ 
sion. the skin i* closed at either end of 
the wound, while in the central portion 
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Fig. 3.—Sixth step: In compound femoral fracture the wound is only partially closed at either end 
by approximation of skin; petrolatum gauze plug is inserted to drain fracture site. Fracture is 
treated by skeletal traction on a Braun splint. This facilitates daily dressings of wound, which 
heals in four to six weeks while fracture becomes progressively consolidated. 


petrolatum gauze is plugged in for drain¬ 
age of the fracture site. Petrolatum gauze 
is wrapped liberally around the limb over 
the wound and for a certain distance above 
and below it. Plaster of paris is then ap¬ 
plied to immobilize the fracture, after it 
has been ascertained that the fragments 
are in apposition. The plaster cast is re¬ 
newed after about three weeks, when the 
skin sutures are removed. Renewal of the 
plaster cast is continued until bony union 
is complete. The wound has been observed 
to heal in six weeks. 

With compound fracture of the forearm 
some patients find it difficult to withstand 
the smell of closed plaster treatment, espe¬ 
cially in tropical climate. Since frequent 
changes of plaster may disturb the align¬ 
ment of the fragments, the method I 
adopted was to open a window in the plas¬ 
ter at the site of the wound and dress the 
wound daily. The petrolatum gauze 
wrapped liberally round the wound and 
above and below it served to prevent the 


development of edema in the wound after 
a window had been opened in the plaster. 

2. Skeletal traction. For fracture of 
femur plaster immobilization was not em¬ 
ployed because, first, it was difficult to 
keep the fragments opposed, and second, 
the discharge from the wound soon soaked 
the plaster in the initial stages, when it 
was inadvisable to change the plaster for 
fear of disturbing the alignment of the 
fragments. Fractures of the femur were, 
therefore, invariably treated by Stein- 
mann’s pin traction applied through the 
tubercle of the tibia. 

Compound factures of the femur were 
evacuated from the front lines on Thomas’ 
splint, which was kept in position by what 
is known as Tobruk Plaster. In such a 
case Carrel-Dakin’s irrigation was used 
while the patient was still on Thomas' 
splint. Later, secondary excision of the 
wound was performed after the passage 
of a Steinmann pin through the tibia, to 
which a stirrup with a piece of rope was 
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attached for pulling' by an assistant, in 
order to keep the fragments steady and 
prevent laceration of blood vessels during 
excision of the wound. After secondary 
excision and partial closure of the skin at 
either end, the central portion of the 
wound wms plugged with petrolatum gauze 
for drainage, and then the fracture was 
treated by skeletal traction on a Braun 
splint. The wound was dressed daily. 
Healing took place in about six weeks. 
The fracture showed good union in ten 
weeks. Skeletal traction was maintained 
for six weeks, with smaller amounts of 
weight in the later stages, and was re¬ 
placed by skin traction after six weeks. 
After three to four weeks of skeletal trac¬ 
tion, however, plaster of paris could be 
applied if the patient was required to be 
evacuated down the line to a base hospital. 

Results.—Flesh Wounds: In 1941 I per¬ 
formed a series of 50 secondary excisions 
with complete suture of the skin, the time 
being ten to twenty days after infliction 
of the wound. In 70 per cent healing oc¬ 
curred by primary intention. In the re¬ 
maining 30 per cent the stitches gave way 
because of tension and the wound burst to 
a distance of Vc inch to V/* inches (1.2 to 
3.7 cm.). The burst wound, however, 
healed rapidly, and the results obtained 
showed that the labor was well spent; a 
thin and pliable scar resulted in each case, 
without the risk of keloid formation or 
disfigurement due to big adherent scars. 
Wounds as large as 7 by 2i -> to 3 inches 
(17.5 by 6.2 to 7.5 cm.) were successfully 
sutured. In 1913, in another theater of war, 
30 cases were dealt with in the same way 
and similar results obtained. Apart from 
these, in a fair number of cases local gas 
gangrene infection had developed; these 
wounds were excised immediately as an 
emergency operation, and then delayed 
suture of the skin was performed. There 
was also a considerable number of large 
irregular wounds in which, after excision. 


the skin was opposed in parts and patches. 
In these the uncovered parts of wounds 
filled up by granulation and required skin 
grafting. I performed secondary excision 
and suture up to twenty-eight days after 
infliction of the wound, after which it was 
considered unnecessary. 

By way of experiment, a few blown-off 
wounds were excised and left open in their 
whole extent, packed with petrolatum 
gauze and encased in plaster of paris. 
These wounds remained clean but healed 
very slowly and needed skin grafting. 

Simple perforating wounds caused by a 
long range bullet with a small entrance 
and a small exit wound were not excised, 
as they tended to heal spontaneously, but 
otherwise all wounds with a large exit or 
a large entrance and exit wounds or blown- 
off wounds were subjected to excision. 

Compound Fractures: In these cases, 
secondary excision of the wound with par¬ 
tial suture of the skin at either end pro¬ 
duced miraculous results, for the wounds 
healed in four to six weeks, while the 
fracture was immobilized in plaster or 
treated by skeletal traction. The fracture 
united normally, and the convalescence 
was not prolonged. In cases in which ex¬ 
cision was not performed, chronic osteo¬ 
myelitis and an infected wound tract 
showed discharging sinuses for a year or 
more. 

CONCLUSION'S 

After evaluating the results of second¬ 
ary excision, I have concluded that “where 
there is dead tissue, cut it out” should be 
considered as good an aphorism as “where 
there is pus, let it out." 

Secondary excision of war wounds will 
have wide applicability in nuclear war¬ 
fare, when mass casualties will be pro¬ 
duced and primary excision will not im¬ 
possible for most of thc-m. With my tech¬ 
nic, secondary excision can be carried out 
with safety. thu= preventing the formation 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JUNE, 1959 


of keloids and large adherent scars and 
also the formation of indefinitely discharg¬ 
ing sinuses. Finally, convalescence will be 
considerably shortened. 

RESUME 

Les plaies de guerre traitees 24 heures 
apres et ayant de ce fait depasse le stade 
l’excision primaire, devraient etre soig- 
nees par “excision secondaire,” selon la 
methode de hauteur. 

L’ “excision secondaire” comprend les 
principaux temps suivants: 

1. Preparation de la plaie par irriga¬ 
tion au liquide de Carrel-Dakin. 

2. Excision de la plaie selon la tech¬ 
nique de hauteur, qui comporte le 
management au maximum de la peau 
alors que les muscles sont largement 
excises a travers les parties saines. 

3. Incision et mobilisation de la peau 
et suture partielle ou complete par- 
dessus la plaie. Les muscles et le 
fascia du fond de la plaie ne sont 
pas rapproches, et il ne reste aucune 
suture enfouie a part les petits 
noeuds ligaturant les vaisseaux san- 
guins. 

Dans les cas de fractures compliquees 
et apres excision de la plaie, la peau est 
suturee a une extremite seulement, alors 
que la partie centrale est laissee ouverte 
pour permettre le drainage au nive au de 
la fracture. La fracture est traitee soit par 
ti'action osseuse comme pour le femur, soit 
par immobilisation platree. 

RESUMEN 

Las heridas de guerra cuyo tratamiento 
haya de comenzarse despues de veinticua- 
tro horas, cuando ha pasado ya el periodo 
de “excision primaria,” deben ser tratadas 
por “excision secundaria” en la forma 
propuesta por el autor. 

Los puntos fundamentales de la “exci¬ 
sion secundaria” son: 


1. Preparation de la herida por irriga¬ 
tion con Hquido Carrel-Dakin. 

2. Excision de la herida en la siguiente 
forma: conservation maxima de la 
piel excindiendo en cambio amplia- 
mente hastatejido sano las partes 
blandaes subyacentes. 

3. Movilizaeion amplia de la piel por 
despegamiento subcutaneo suturan- 
dola despues sobre la herida. Por el 
contrario los musculos y fascias no 
son suturados con lo que no se deja 
ningun punto enterrado salvo los 
indispensables de las ligaduras vas- 
culares. 

En los casos de fractura compleja una 
vez excindida la herida se sutura la piel 
dejando un pequeho hueco para un tubo 
de drenaje. Despues se inmoviliza la frac¬ 
tura con extension o vendaje enyesado. 

ZUSAMMENFASSUNG 

Kriegswunden, die erst 24 Stunden nach 
erfolgter Verletzung zur Behandlung ge- 
braclit werden und dadurch den Zeitpunkt 
ftir eine primare Exzision versaumt haben, 
sollten nach dem vom Yerfasser angege- 
benen Yerfahren der “sekundiiren Exzi¬ 
sion” behandelt werden. 

Die wesentlichen auszufiihrenden 
Schritte bsi diesern Yerfahren sind die 
folgenden: 

1. Vorbereitung der Wunde mit Carrel- 
Dakinscher Aussptilung. 

2. Ausschneidung der Wunde nach dem 
vom Yerfasser angegebenen Ver- 
fahren, wobei soviel Haut wie nur 
irgend moglich gerettet wil’d, wah- 
rend die Muskeln durch die gesunden 
Teile hindurch grossziigig ausge- 
schnitten werden. 

3. Mobilisierung der Haut, die durch 
Unterschneidung losgelost und ent- 
weder tiber einen Teil oder iiber die 
gesamte Ausdehnung der Wunde 
zusammengenaht wird. Die Muskeln 
und Faszien in der Tiefe der Wunde 
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werden nicht zusammengebracht, 
urtd ausser den kleinen die blutenden 
Gefasse verschliessenden Knoten 
werden keine Nabte in der Tiefe 
zuriickgelassen. 

Bei komplizierten Briichen wird die 
Haut nach Heraussehneidung der Wunde 
nur an den beiden Enden genaht, wahrend 
der mittlere Abschnitt zur Drainierung 
der Frakturstelle offen gelassen wird. Der 
Bruch wird entweder wie im Falle einer 
Oberschenkelfraktur dureh Knochenzug 
oder durch Ruhigstellung im Gipsverband 
behandelt. 

SUMARIO 

0 A. declara que as feridas de guerra 
que chegam para tratamento depois de 24 
horas devem ser tratadas por excisao 


GUPTA: WAR WOUNDS 

secundaria. Descreve os seguintes tempos 
da excisao secundaria: 

1. Preparaeao da ferida por irrigaqao 
Carrel-Dakin. 

2. Ex cisao cutanea economica porem 
estirpacao muscular em area limite 
das partes sas, conforme esquema 
do A. 

3. Mobilizacao da pele por descolamento 
com sutura total ou parcial. Nao 
sutura muculos nem fascia e nao usa 
suturas na profundidade esceto para 
ligaduras. 

Nas fraturas expostas depois da escisao 
da ferida sutura a pele somente nas ex- 
tremidades, deixando o centro aberto para 
drenagem. A fratura e tratada por tragao 
esqueletica como no caso do femur ou por 
imobilizaqao gessada. 


... scientist. must learn dial it is not enough lo make a great discovery. Be 
must teach mankind to apply it to their own betterment. And that task is often 
far more difficult than the actual search for truth. 

A« a mart)r to the world's stupidity. Semmclweis is one of the great tragic 
figures of all history. As a man and a scientist, his memory is glorious. In his 
own time innumerable lives were saved because of his discovery, both through hi* 
own efforts and those of his students. Had he lived hut two decade* longer he 
would haie seen hi* theory fully explained and accepted, his prophylaxis u*ed 
throughout the world. He might well have fathered antiseptic surgery bim c elf. 
A* it wa*. he died in the \cr\ dawn of a new age of surgery and midwiferi, ami 
other men carried to victor) the fight which he began. 


— Slnuc.htrr 



Genitourinary Surgery 


An Ideal Surgical Correction of Ectopia Vesica 

W. G. SHULTZ, M.D., F.A.C.S., F.I.C.S., D.A.B. 

TUCSON, ARIZONA 


W HILE I was observing one of 
Amei-ica’s leading urologists as he 
performed an operation for the 
correction of this unfortunate congenital 
defect, it occurred to me that if some 
means could be devised by which the pubic 
bones could be brought into approximation, 
two of this operation’s most formidable 
drawbacks could be disposed of. 

Read at the Twenty-Third Annual Congress of the United 
States and Canadian Sections, International College of Sur¬ 
geons, Los Angeles, March 9-14, 1958. 

Submitted for publication June 2, 1958. 


The author presents bilateral oste¬ 
otomy of the os ilium as a part of 
the surgical correction of ectopia 
vesica. He points out that there are 
two important advantages obtain¬ 
able thereby: (a) that a urethral 
sphincter can be constructed from 
the arms of this muscle without sep¬ 
aration of either from its attachment 
to the pelvic bone, thus preventing 
damage or destruction of the blood 
or nerve supply of these muscles, 
and (b) that it results in close ap¬ 
proximation of the pubic bones, 
which permits closure of the ab¬ 
domen without ",sliding" procedures 
and hence results in a strong abdom¬ 
inal wall. A case is presented, in 
which the patient was a girl under 
the age of 3 years and in which the 
results were excellent. 


The possible means are as follows: 1. A 
urethral sphincter could be constructed 
from the two arms of this muscle, without 
separation of either from its attachment 
to the pubic bone; this would prevent 
damage to, or destruction of, the blood or 
nerve supply of these muscles. This, in 
my opinion, would be a valuable factor in 
obtaining a functioning vesical sphincter. 
2. Close approximation of the pubic bones 
would permit ready closure of the abdom¬ 
inal defect and easy approximation of the 
abdominal recti muscles and fasciae, with¬ 
out sliding procedures. This would result 
in a strong abdominal wall, which is an 
important aid to initiating and propelling 
the urinary stream in the act of voiding. 

The patient whose case is here presented 
was one from the local Crippled Childi’en’s 
Clinic, and Dr. John R. Schwartzmann, an 
orthopedic surgeon, was giving her ortho¬ 
pedic care. When he learned that I was 
planning to admit her to the hospital for 
plastic repair of the exstrophic bladder he 
asked that I notify him after I had com¬ 
pleted my operation and she had recovered 
sufficiently, as he wished to perform a 
corrective orthopedic procedure on the bony 
pelvis. 

Further discussion elicited the fact that 
he planned to do a bilateral osteotomy of 
the os ilium. When asked if the pubic bones 
could then be closely approximated, he 
stated that they could. I then suggested 
that he perform the osteotomy first and 
that we collaborate in the balance of the 
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operation. This was agreed upon, and the 
reports which follow will, I believe, sub¬ 
stantiate the soundness of my reasoning. 

When I lay claim to original thinking in 
this case, I must admit to a lack of com¬ 
plete knowledge of all the literature on 
the subject. 

The procedure here presented was 
thought out, planned, and executed in 
February and March 1955. I must confess 
that both Dr. Schwartzmann and 1 were 
totally unaware of, and that until over two 
years later (May 1957) I did not learn of, 
Dr. F. Trendelenburg’s classic contribu¬ 
tion to this subject. 

Dr. Trendelenburg, as is well known, 
was Professor of Surgery in the Univer¬ 
sity of Leipzig, Germany. On May 30,1906, 
he presented a paper entitled "The Treat¬ 
ment of Ectopia Vesicae” before the Amer¬ 
ican Surgical Association. This paper was 
printed in the August 1906 issue of the 
Annals of Surgery. It presents such sound 
original thinking and an approach so 
closely akin to that used in the case here 
presented, that my presentation will be 
greatly enhanced by certain pertinent quo¬ 
tations from it. 

"The repair of congenital defects of the 
urethra and bladder constitutes one of the 
most difficult and for that reason perhaps 
one of the most interesting chapters in 
plastic surgery, and if the outcome be suc¬ 
cessful it may be regarded with intense sat¬ 
isfaction. During the past fifty years many 
surgeons have occupied themselves with 
the solution of this problem, and many 
have been the attempts to devise a method 
by the aid of which, even in the severe 
types of the deformity, a restoration of the 
normal bladder form and normal bladder 
function could be secured. Up to the pres¬ 
ent time, however, this ideal has not been 
reached. 


*Tr.nh 
V< • icr.v. Ai.r,. 


err. I 


The Tr<-ntrr. 

i, Aujru*:. ism. 


of 


Ectopia 



Fig. 1.—Congenital exstrophy of bladder and 
prolapse of rectum in D.K., aged 2J< years. 


“For more than twenty years I have 
endeavored to aid the direct union of the 
freshened edges in cases of ectopia by pro¬ 
ducing a separation of the pelvic bones at 
the sacroiliac synchondrosis in order to 
provide for a closer approximation of the 
two halves of the pelvis anteriorly at the 
symphysis and consequently of the edges 
of the defect. Only a limited number of 
surgeons have made use of my method, 
because the bilateral separation of the os 
ilei from the sacrum was generally re¬ 
garded as a very dangerous procedure. 

"The reason for the failure may be ac¬ 
counted for by the fact that the two sec¬ 
tions of the pelvis which have been sepa¬ 
rated at the sacroiliac synchondrosis have 
a tendency to gradually resume their 
former position, therefore the neck of the 
bladder and the prostatic portions of the 
urethra which are closely connected with 
the pubic bones, are pulled upon to such 
an extent that the muscular ring can no 
longer be brought into play. 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JUNE, 1959 


“I have made several attempts to over¬ 
come this difficulty by mobilizing the pubic 
bones with the help of the chisel or by 
dissecting widely the attachments of the 
urethra and the neck of the bladder to the 
latter. In no instance of complete ectopia 
have I been favored, however, with a 
permanent result.” 

He goes on to mention the case of a little 
girl with pronounced epispadias for which, 
m his own words, he “did a bloody separa¬ 
tion of the pelvic bones at the sacroiliac 
synchondroses,” which permitted complete 
approximation of the pubic bones, then 
performed his plastic reconstruction and 
followed this by wiring the symphysis with 
silver wire. He then stated: “The wire su¬ 
ture was the cause of the production of a 
fistulous tract, but the latter closed when 
the suture, which had already cut its way 
through the bone, was extracted.” 

He stated that in this case the result 
was perfectly satisfactory, and again I 
quote him verbatim: 



A 


“The question naturally arises, why was 
not a similar effect obtained in cases of 
complete vesical ectopia? The explanation 
may be found in the fact that it is impos¬ 
sible in these cases to bring together the 
pelvic bones in front and to keep them 
permanently in position. Wiring of the 
bones particularly in boys cannot be ad¬ 
vantageously employed, because the wire 
comes in conflict with both the bladder and 
the penis. In younger children, moreovei*, 
the wire is very apt to cut its way through 
the tissues. 

“I am of the opinion that it would be 
wise to go back to the old idea advanced 
by Demme and Passavant and to make an 
attempt to bring about the desired changes 
in the bony structures of the pelvis by orth¬ 
opedic measures.” 

For the sake of the record I am attempt¬ 
ing to find out what the idea advanced by 
Demme and Passavant was, but, up to the 
time of writing, have been unsuccessful. 
It may be that these surgeons did osteoto- 



Fig. 2.—Roentgenograms of patient shown m Figure 1 (see text). 
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Pip, fj.— A, normal positioning of hips. 17, first steps of author's technic. C, suturing technic 

(see text). 


mies of the os ilium. If so, Dr. Schwartz- however, that any procedure which re- 
mann and I will have unwittingly resur- suited in producing unstable sacroiliac 
rected an old idea, but the result must still joints would result in undesirable ortho- 
be considered a most fortunate event in pedic disability. 

this instance. X recognize the fact that many and 

I leave it to the orthopedic surgeons to various procedures for the attempted cor- 

discuss. pro and con, the effect Dr. Trendel- rection of the exstrophic bladder are old. 

enburg's technic of manually producing a going back at least a century. I have no 

separation at the sacroiliac synchondrosis, knowledge, however, of any previous at- 

if it were permanently successful, would tempt to combine them with bilateral 

have on the stability and weight-bearing osteotomy of the os ilei. and therefore, un- 

ability of the pelvic girdle, which must til this is proved incorrect. I present the 

support the entire upper portion of the operation as a new approach to this prob- 

buman body. It is my personal opinion. !em. 
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Fig. 4.—Postoperative photograph of child D. K. 

The ideal sought after in such cases is 
to produce a bladder of normal bladder 
form, return it to the position nature in¬ 
tended it to occupy, so that it possesses or 
will develop adequate capacity and be able 
to retain, initiate and forcefully expel the 
urine, in addition to cutting off the urinary 
stream completely after total emptying of 
the bladder, without incontinence or drib¬ 
bling. 

Even though these ideals are not at¬ 
tained in every case, one may attain re¬ 
sults greatly preferable to those of uretero- 
sigmoidostomy and other procedures that 
have been been tried. If one fails these 
other procedures can still be carried out. 

REPORT OF CASE 

D. K., aged 2% years (Fig. 1), was born 
with exstrophy of the urinary bladder and pro¬ 
lapse of the rectum with incontinence of feces. 
She was first seen by me on Dec. 6, 1954. Two 
operations had already been done on the rec¬ 
tum; the first via the abdominal approach, at 
which time it was reported that a uterus, 
tubes, ovaries and a vagina were present. An 


attempt to elevate the rectum was unsuccess¬ 
ful as to incontinence of feces. A second opera¬ 
tion, on the rectal sphincter, was done at 
Children’s Hospital and was successful. 

The child was admitted to St. Mary’s Hos¬ 
pital in February 1955, and on February 18 
Dr. John R. Schwartzmann performed the 
osteotomy. 

Operative Report of Dr. Schtoartzviann .— 
“2-18-55. This child has been seen and fol¬ 
lowed in Crippled Children’s Division. She has 
a complete exstrophy and a congenital anom¬ 
aly of the pelvis in that the pubic bones and 
the pelvic arch pass directly anteriorly from 
the sacroiliac joint and the symphysis lies 
about 3 inches (7.5 cm.) apart. This results 
in an external rotation of the hips and the child 
walks with a waddling gait, grossly unstable 
on both sides although hips themselves are in 
joint. Dr. Shultz has worked the child up and 
plans to repair the bladder, returning it to 
the abdominal cavity, but has felt that this 
particular procedure would be facilitated if 
the pubes could be brought together and a 
symphysis restored to allow better closure of 
the abdominal wall over a reconstructed blad¬ 
der. It was possible passively to compress the 
pelvis to a degree and it was felt that an 
osteotomy of the ilium through the greater 
sciatic notch would be of value in allowing 
some collapse and reshaping of the pelvic in¬ 
let to allow approximating the pubes toward 
forming a symphysis. Besides this particular 
restoration it would also allow better position¬ 
ing of the hips for walking. 

“On 2-18-55 (Fig. 2A), under general anes¬ 
thetic, after usual surgical preparations, with 
the child in the prone position, the posterior 
ilium was exposed by anatomic dissection 
through an incision over the posterior iliac 
crest and the lateral table was exposed sub- 
periosteally. The greater sciatic notch was 
exposed. With an osteotome the outer table 
was osteotomized, carrying down to the inner 
table of the ilium, and this was partially oste¬ 
otomized. It was possible then to do an osteo¬ 
clasis and turn the wing and pubes forward 
towards the midline. This wound was closed 
in anatomic layers with interrupted deep cat¬ 
gut and black silk to the skin. An identical 
procedure was carried out on the opposite 
side (Fig. 22?). On completion of the proce¬ 
dure it was possible to bring the pubic bones 
to within % inch (1.9 cm.) of each other and 
this resulted in normal positioning of the hips 
(Fig. 3, A and B). An Elastoplast retaining 
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dressing was applied, and the child was im¬ 
mobilized in bed in a pelvic sling. A second 
stage procedure within two or three weeks 
can be carried out by Dr. Shultz and following 
this an attempt will be made to complete resto¬ 
ration of the symphysis pubis and restore a 
pelvic arch for this child.” 

Signed: Dr. J. R. ScJnvartzmann 

On March 4, I operated on the child. Two 
incisions were made in the mucosa from the 
lower end of the trigone almost to the open¬ 
ing of the vagina, one on each side, in such a 
manner that a % inch (0.32 cm.) strip of mu¬ 
cosa was left at the base where a urethra was 
to be constructed (Fig. 3 C). The mucosa was 
then incised over each sphincter muscle, and 
flaps of mucosa were laid back from each mus¬ 
cle so that they were denuded completely. The 


bladder was then completely freed from the 
edges of the skin and also separated from the 
peritoneum to such an extent that it could be 
held like a cyst and depressed into the pelvic 
portion of the abdomen quite readily. The 
edges of the skin were then dissected free from 
the abdominal muscles, which exposed them 
for about 1 inch (2.5 cm.) on each side. Four 
strands of heavy vitallium wire were then laid 
in the midline over the strip of mucosa that 
had been left for a urethra. These strands, 
employed to serve as a urethral splint, were 
long enough to insure that their upper ends 
could be left out through the suprapubic open¬ 
ing and their lower ends left out through the 
urethra, with suflicient length remaining to 
tie these ends together outside, forming a 
complete loop (Fig. 2 B), insuring against any 
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possibility that they might get out of posi¬ 
tion or be lost. Two triple 000 interrupted 
chromic catgut sutui'es were then placed in 
each arm of the sphincter muscles in such a 
manner as to approximate them in front of 
the splint. This represented the start toward 
construction of a sphincter and a urethra. 
The edges of the bladder were then brought 
together above this with interrupted double 
00 chromic catgut sutures. A No. 16 Folej r 
catheter was placed in the bladder at the 
uppermost end, where the splint likewise 
emerged from the now completely constructed 
bladder. At this stage Dr. Schwartzmann 
entered the operation, dissecting out each 
pubic bone and insert'ng two double coarse 
silk sutures around each, pulling them as close 
together as possible with the tie (Fig. 3C). 
Two more triple 000 chromic catgut sutures 
were then placed in the sphincter muscles and 
the mucosal flaps sutured together in front 
of the sphincter with the same material. 

The abdominal muscles and fascia were then 
sutured together with No. 0 interrupted 
chromic catgut sutures, and the edges of the 
skin were closed with continuous interlocked 
silk sutures. 

, Progress was quite satisfactory, but after 
t’en days I decided that the vitallium wire I 
had used as a splint was too heavy and re¬ 
placed it with 4 strands of coarse silk, which 
I considered much mox - e comfortable and not 
nearly so likely to produce cutting or pressure 
necrosis in the region of the urethra. 

The next operative procedure was done four 
weeks after construction of the bladder, at 
which time (April 1), I replaced the silk ure¬ 
thral splint with a No. 10 Foley catheter, re¬ 
moved the suprapubic catheter, and removed 
the granulation tissue around the suprapubic 
opening, closing it with silk sutures. 

The suprapubic wound healed by first in¬ 
tention in spite of the fact that the No. 10 
Foley catheter left indwelling through the 
urethra did not function perfectly. Six weeks 
after reconstruction of the bladder this cathe¬ 
ter was removed. The patient was incontinent 
for thirty-six hours after its removal but then 
became continent except when agitated or cry¬ 
ing. Within a week she had satisfactory con¬ 
trol, with evidence of increasing bladder ca¬ 
pacity (Fig. 4). 

Three years have now elapsed since the 
operation. The child has not worn corrective 
shoes for the past year. She is attending 
school, with no restrictions placed on her 


activities at any time. Her teacher has been 
requested to permit toilet privileges on re¬ 
quest, because the urge to void makes the 
child uncomfortable if it is not heeded with 
reasonable promptness. The bladder’s capacity, 
however, is now 8 ounces (Fig. 5 A), with no 
incontinence, no residuals and no entwesis. In¬ 
travenous pyelograms (Fig. 5 B) are normal. 
This should, in my opinion, be classified as an 
ideal result. 

COMMENT 

I am grateful for the Providence that 
brought Dr. Schwartzmann and me to¬ 
gether in this case and made it possible 
for us to combine these two procedures 
with such a complete success. 

The rapidly growing bony tissues of the 
young do not offer much resistance to con¬ 
stantly applied pressure and may readily 
be molded into their form. Trendelenburg 
has pointed out that this is well illustrated 
hy the formerly common practice of bind¬ 
ing the feet of young Chinese women. It is 
also well illustrated by the pointed crani- 
ums of some uncivilized tribes. Some, 
therefore, may wish to approach the prob¬ 
lem through some type of molding pro¬ 
cedure. 

What about the application of the tech¬ 
nic here recommended when a small blad¬ 
der is present? It still should be an indis¬ 
pensable aid to constructing a functioning 
sphincter, and since skin from the penis 
and scrotum is used to construct a urethra, 
why not use it here? When osteotomy is 
done and the pubic bones are brought to¬ 
gether there will be more than enough skin 
to cover the abdominal muscle closure, so 
why not, in such cases, take enough from 
that bordering the bladder to construct 
one of sufficient size? True, the skin will 
not be contractile and such a bladder may 
not empty completely, but the true vesical 
tissue might in time increase in size to a 
point that would permit removal of the 
portion constructed of skin. 

At xvhat age should this procedure be 
carried out? In the case here presented it 
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was done when the patient was just under 
the age of 3 years. The result has been re¬ 
ported, Dr. Schwarczmann has said that 
in his opinion the patient should approxi¬ 
mate this age before osteotomy is done. I 
concur, since the sphincter muscle is suffi¬ 
ciently developed at that age to permit 
better identification and therefore to lend 
itself more readily to the procedure. 

These and many other questions, how¬ 
ever, I do not pretend to be capable of 
answering positively. I only hope that this 
presentation will stimulate sufficient ef¬ 
fort to produce the answers and arrive at 
the ideal results in most such cases. 

SUMARIO 

Demonstra o uso osteotomia bilateral do 
osso iliaco como parte da corre^ao cirur- 
gica da ectopia vesical. Acentua duas van- 
tagens: a-o esflneter uretral pode ser re- 
construido com os feixes musclares sem 
desinseqao ou dano a suplencia nervosa e 
vascular; b- o resultado na aproxima$ao 
dos ossos pubicos permite o fechamento 
abdominal sem necessidade de tecnica 
complementar. 

Apresenta urn caso de uma menina de 2 
nnos de idade com resultado excelente. 

KIASSUNTO 

L’autore descrive l’osteotomia bilalerale 
dell 'osso iliaco come tempo della cura 
chirurgica deU’ectopia vescicale. Si otten- 
gono due grnndi vantaggi: a) che lo 
sfintere dell’urethra pub essere ricostruito 
senza staccarlo dalle sue inserzioni sulla 
pelvi, rispettando cosi tanto le sue connes- 
sioni vascolari che quelle nervose; b) che 
si otticno unamiglior avvicinamento delle 
ossa pubiche il che consentc una chiusura 
dcll’addomo senza (lover ricorrere ai met- 
odi di scivolamento e quiudi una maggiroe 
solidita. 

\ iene presentato il caso di una bam¬ 
bino di mono di due anni di eta in cui il 
rNultato fu eccellvute. 


RESUMEN 

El autor propone la osteotomia bilateral 
del ilion como parte de la correccion de la 
ectopia vesical. Senala que con esto se ob- 
tienen dos ventajas importantes: (a) que 
esfinter de la urethrapuede ser reconstru- 
ido con las ramas de este musculo sin 
separation de sus inseciones en el hueso 
pelviano evitandose asi el dano a la irri¬ 
gation o inervacion del musculo, y (b) que 
se obtiene una aproximacion de los huesos 
pubis lo que permite un cierre de la herida 
abdominal un caso de una nifia de menos 
de dos anos en la cual el resultado fue 
excelente. 

ZUSAMMENFASSUNG 

Der Verfasser beschreibt die doppelsei- 
tige Osteotomie des Darmbeins als Teil der 
chirurgischen Korrektur der Harnblasen- 
ektopie. Er weist darauf hin, dass sich 
auf diese Weise zwei Vorteile erzielen 
lassen. Erstens lasst sich aus den Muskel- 
armen ein Harnrohrensphinkter herstel- 
len, ohne dass die Muskeln von ihrem An- 
satz am Beckenknochen getrennt werden; 
auf diese Weise wird eine Schadigung oder 
Zerstorung der Blut oder Nervenversor- 
gung dieser Muskeln vermieden. Zweitens 
wird eine enge Annaherung der Scham- 
beine erzielt, was eine Schliessung der 
Bauchwand ohne “Gleitverfahren” gestat- 
tet und zur Entstehung einer starken 
Bauchwand fiihrt. Es wird fiber den Fall 
eines weniger als zwei Jahre alten Miitl- 
chens berichtet, bci dem die Operation zu 
einem ausgezeichneten Ergebnis ffihrte. 

F.fiSUMf: 

L'auteur presente une technique d'osteo- 
tomie bilaterale de 1'ilion, faisant partie 
de la correction chirurgicale de Pectopie 
vesiculaire. Cette methode presente les 
avantages suivants: a) formation d’un 
sphincter urethral a partir des branches 
de ce muscle sans les separer de leur.'. 
attaches pelviennes, evitant airui de.-* 
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troubles de la circulation sanguine et sage, et procure ainsi une paroi abdomi- 
veineuse; b) approximation etroite des os nale resistante. L’auteur decrit le cas 
pubis qui permet une fermeture abdomi- d’une fillette de moins de 2 ans ou les 
nale supprimant la technique par coulis- resultats se sont reveles excellents. 
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Urethrograms in the Diagnosis and Management 
of Benign Prostatic Hypertrophy'' 

DONALD ROLNICK, M.D., ROLAND R. CROSS JR., M.D., and 
FREDERICK A. LLOYD, M.D. 

HINES, ILLINOIS 


T HE use of ureothrograms in the diag¬ 
nosis of benign prostatic hypertrophy 
and in the evaluation of the end re¬ 
sults of prostatic surgical treatment has 
been emphasized in the past. Neverthe¬ 
less, urethrographic study has never been 
widely used by urologists in their manage¬ 
ment of prostatism. In this study urethro¬ 
grams were taken of a series of patients, 
preoperatively and postoperatively, who 
were surgically treated for benign pros¬ 
tatic hypertrophy. An attempt was then 
made to correlate these urethrograms, pre¬ 
operatively and postoperatively, with cer¬ 
tain objective signs and subjective symp¬ 
toms. The objective criteria were the 
results of rectal examination, cystoscopic 
study, tests for residual urine and micro¬ 
scopic examination of the urine. The sub¬ 
jective symptoms were nocturia, urgency, 
frequency, burning on urination and diffi¬ 
culty in starting and stopping the uri¬ 
nary stream. Preoperative urethrograms 
were taken of 34 patients. Of this group, 
28 underwent transurethral resection of 
the prostate; on the remaining G, retro¬ 
pubic prostatectomy was performed. It 
was possible to follow 24 of these patients 
for three months, and 17 for six months, 
after the operation. With every patient 
the following measures were taken before 
and after the operation: 1. Anteroposterior 
and right oblique urethrogram* were oh- 

•Vvfcn’M C\ irtro fro’ Sv'r'y TV-t- 

1'Hr** r*»p* t*- l r ’ f . 

J n I'rt ’ Hi* V«**r»^* 

- 1!n«* ir*. 

S f, jO* 11. 


Preoperative and postoperative 
urethrographic studies were per¬ 
formed on a series of patients who 
had undergone surgical treatment 
for benign prostatic hypertrophy. 
The right oblique urethrogram 
proved most useful in this series 
from the diagnostic point of view. 
When the size of the prostate gland 
is difficult to evaluate on rectal 
examination and cystoscopic study, 
the urethrogram can be of great aid 
in giving an accurate indication of 
the size of the gland. The authors 
point out that it is difficult to cor¬ 
relate the patient's subjective com¬ 
plaints with data obtained by objec¬ 
tive methods. 


tained. 2. Rectal examination, cystoscopic 
study, tests for residual urine and micro¬ 
scopic examination of the urine were done. 
3. All patients were questioned with regard 
to subjective symptoms referable to the 
urinary tract. 

In some of the patients air was used as 
a contrast medium. It was observed, how¬ 
ever, that air was not of great value except 
when associated vesical disease was pres¬ 
ent or there was intravesical protrusion of 
the pro-static lobe*. In addition, the u«e of 
air required more roentgen studies, made 
the procedure more difficult and added to 
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the discomfort of the patient. An ordinary 
urethrogram appeared to be best suited for 
this particular study. 

The urethrographic medium was 30 per 
cent Skiodan in 0.5 per cent methyl cellu¬ 
lose. This medium proved to have excellent 
radiopacity, was relatively nonirritating 
to the urethral mucosa, and had a viscosity 
that made it easy to inject. 

The Brodny clamp (Fig. 1A) was used 
to take the urethrograms. In order to ob¬ 
tain the best results with this instrument 
the plunger should be inserted into the 
urethral meatus as far as possible, and the 
prongs should be placed on the corona of 
the glans penis as tightly as possible. 

Fig. 1 B shows a patient in the right ob¬ 
lique position with the Brodny clamp at¬ 
tached to the penis. The right oblique 
urethrogram was the best for diagnostic 
purposes in this study, and all of the fol¬ 
lowing diagrams and urethrograms are 
in the right oblique position. Fifteen to 
20 cc. of the medium was injected for each 
urethrogram, the film being taken as the 
last 1 or 2 cc. was injected. Tension was 



Fig. 1.— A, Brodny clamp; B, patient in right 
oblique position with Brodny clamp attached to 
penis. 


maintained on the penis in order to oblit¬ 
erate the penile folds, and the patient was 
instructed to breathe normally while the 
film was taken, so that the external 
sphincter would appear normal. 

Figure 2 A is a diagram of a normal 
urethrogram. Only the anatomic features 
of the posterior portion of the urethra 
have been emphasized, since in this study 
we were primarily interested in that area. 
The verumontanum, represented as a 
speckled area on the diagram, appears as 
a filling defect on the actual urethrogram. 

A normal urethrogram is shown in Fig¬ 
ure 2B. The irregularity of the bladder is 
due to incomplete filling of that organ by 
the urethrographic medium. 

Figure 3 A is a diagram of benign pros¬ 
tatic hypertrophy. The four cardinal fea¬ 
tures of this condition as seen on the right 
oblique urethrogram are shown; (1) ante¬ 
rior-posterior spreading, representing en¬ 
largement of the lateral lobes; (2) an¬ 
terior tilting of the posterior portion of 
the urethra, representing enlargement of 
the middle lobe; (3) a defect of the base 
of the bladder, representing intravesical 
protrusion of the prostatic lobes, and (4) 
elongation of the posterior portion of the 
urethra, which occurs in all cases of pros¬ 
tatic enlargement. 

In Figure 35 a urethrogram of a pa¬ 
tient with benign prostatic hypertrophy 
shows anterior-posterior spreading, indi¬ 
cating enlargement of the lateral lobes, 
and anterior tilting of the posterior por¬ 
tion of the urethra, indicating enlarge¬ 
ment of the middle lobe. Figure 4A is 
another urethrogram of a patient with 
benign prostatic hypertrophy showing 
elongation of the posterior portion of the 
urethra, a defect at the base of the blad¬ 
der, representing intravesical protrusion 
of the prostatic lobes, and anterior-pos¬ 
terior spreading. 

Figure 45 is a urethrogram of a pa¬ 
tient with carcinoma of the prostate. 
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I'ic. 2.—.-1. diagram of normal urethrogram. II, 
normal urethrogram. 

I liis patient was not a part of our study. 
Init his urethrogram is interesting be¬ 
cause it shows, in addition to carcinoma 
of the prostate, prostatic enlargement and 
chronic prostatitis. Carcinoma of the pros¬ 
tate is demonstrated by the straightening, 
narrowing and irregularity of the poste¬ 
rior portion of the urethra. I’rostatic 


enlargement is shown by elongation of the 
posterior portion of the urethra, a bladder 
base defect and some anterior-posterior 
spreading. The presence of dye in dilated 
prostatic ducts indicates chronic prosta¬ 
titis. 

The remainder of the urethrograms are 
preoperative films and films taken six 
months after the operation. 

Figure 4 C is a preoperative urethro¬ 
gram of a patient who underwent trans¬ 
urethral resection of the prostate. The size 
of the prostate was difficult to estimate 
accurately by rectal and even by cysto- 
scopic examination. As a result, there was 
some question as to whether an open pros¬ 
tatectomy or a transurethral resection 
should be performed. The urethrogram 
demonstrated the prostate to be of the size 
amenable to transurethral resection, and 
on the basis of the urethrogram a deci¬ 
sion to perform a transurethral resection 
was made. Six months after the operation 
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the urethrogram (Fig. 4 B) showed a 
large, smooth cavity in the posterior por¬ 
tion of the urethra, indicating the prostate 
had been well resected. Preoperatively this 
patient's prostate was enlarged (2 plus) 
on rectal examination; residual urine (5 
ounces) was present, and microscopic 
study of the urine revealed 5 to 10 leuko¬ 
cytes per high power field. Cystoscopic 
study revealed moderate trilobar hyper¬ 
trophy of the prostate. The patient had 
nocturia, rising three or four times 
nightly; urgency, frequency, burning on 
urination, and difficulty in starting and 
stopping the urinary stream. Six months 
after the operation there was 10 cc. of 
residual urine. The prostate was not en¬ 
larged on rectal examination, and the 
urine was microscopically clear. Cysto¬ 
scopic study revealed a good prostatic re¬ 
section, with no residual prostatic tissue. 
The patient, however, still had nocturia 
(two or three times nightly), as well as 
frequency and occasional urgency of uri¬ 
nation. In this case we were able to 
correlate the urethrogram with the objec¬ 
tive signs but not with the subjective 
symptoms. 

A urethrogram of a patient with pro¬ 
nounced benign prostatic hypertrophy is 
shown in Figure 5 A. This patient under¬ 
went retropubic prostatectomy. Figure 5 B 
is a urethrogram taken six months after 
the operation, demonstrating complete re¬ 
moval of the prostate gland. Preoperative 
cystoscopic study revealed large trilobar 
hypertrophy of the prostate. On rectal ex¬ 
amination the prostate was enlarged (4 
plus) ; there was residual urine (7 ounces) 
and on microscopic examination the urine 
showed 10 to 20 leukocytes and 5 to 10 
erythrocytes per high power field. The pa¬ 
tient had nocturia five or six times nightly; 
urgency, frequency, burning on urina¬ 
tion, and difficulty in starting and stopping 
the urinary stream. Six months after the 
operation cystoscopic examination re¬ 
vealed complete removal of the prostate, 


with no residual tissue pi'esent. The pros¬ 
tate was not enlarged on rectal examina¬ 
tion, there was no residual urine, and 
microscopically the urine was clear. Aside 
from nocturia (once nightly) the patient 
had no urinary complaints. In this case 
we were able to correlate the urethrogram 
with both the objective signs and the sub¬ 
jective symptoms. 

Figure 5C is a preoperative urethro¬ 
gram of a patient who was subjected to 
transurethral resection for benign pros¬ 
tatic hypertrophy. Preoperatively the pros¬ 
tate was enlarged (1 plus-2 plus) on rectal 
examination, there was residual urine (3 
ounces), and microscopically the urine 
showed 3 to 5 leukocytes per high power 
field. Cystoscopically there was a small 
trilobar hypertrophy of the prostate. The 
patient had nocturia two to three times 
nightly, occasional urgency, some fre¬ 
quency of urination and some difficulty in 
starting and stopping the urinary stream. 
Six months after the operation the pros¬ 
tate was enlarged (0.5 plus-1 plus) on rec¬ 
tal examination, residual urine amounted 
to 2*4 ounces, and microscopically the 
urine showed 35 to 40 leukocytes per high 
power field. The patient had nocturia three 
or four times nightly, with urgency, fre¬ 
quency and burning on urination. Figure 
5D is a urethrogram taken six months 
after the operation, demonstrating the 
presence of residual prostatic tissue by the 
bladder base defect. On the basis of this 
urethrogram a decision was made to per¬ 
form a repeat transurethral resection. The 
presence of residual prostatie tissue was 
confirmed cystoscopically, and a repeat 
transurethral resection was performed. In 
this case we were able to correlate the ure¬ 
throgram with both the objective signs 
and the subjective symptoms. 

The accompanying table shows the cor¬ 
relations between the urethrogram, the 
objective signs and the subjective symp¬ 
toms six months after the operation. 
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Correlations With Urethrograms 
Six hlonths After Operation 


Objective signs 

88.29b 

Subjective symptoms 

35.3% 

Objective signs and 

subjective symptoms 

23.5% 


CONCLUSIONS 

Urethrograms were taken, preoperative- 
ly and postoperatively, of a series of pa¬ 
tients who had undergone operations for 
benign prostatic hypertrophy. An attempt 
was then made to correlate these urethro¬ 
grams, preoperatively and postoperatively, 
with certain objective data and subjective 
symptoms of these patients. 

Air as a contrast medium had little value 
in this particular study. Thirty per cent 
skiodan in 0.5 per cent methyl cellulose was 
an excellent urethrographic medium. 

Urethrograms are presented. The right 
oblique urethrogram was found to be most 
diagnostic. 

When estimation of the size of the pros¬ 
tate gland is confusing on rectal and cys- 
toscopic examination the urethrogram can 
be of great value in giving an accurate 
indication of the size of the gland. 

In this study there was a high correla¬ 
tion between the urethrogram and the 
objective observations (88.2 per cent). 
Correlation between the urethrogram and 
the subjective symptoms was poor (35.3 
per cent). Correlation of the urethrogram 
with both the objective findings and sub¬ 
jective symptoms was even poorer (23.5 
per cent). 

These figures demonstrate what is fre¬ 
quently observed by urologists after any 
type of prostatic surgical procedure: 
namely, the fact that the patient's com¬ 
plaints are often diilicult to correlate with 
the objective means of evaluating the end 
n-Miltv of pro-tatic surgical treatment. 


Although urethrographic study does not 
appear suitable for routine use in the diag¬ 
nosis and management of benign prostatic 
hypertrophy, it is, in selected cases, a valu¬ 
able addition to the armamentarium of the 
urologist in the management of prostatism. 

CONCLUSIONS 

Des urethrogrammes pre- et post-opera- 
toires ont ete pratiques dans une serie de 
cas d'afifections benignes de la prostate, et 
on fait l’objet d’une etude comparative 
avec les symptomes objectifs et subjectifs. 

L’air, en taut que moyen de contraste, 
a peu de valeur dans ces cas. Par contre 
une solution de 30 % de “skiodan” dans 
0.5% de methyl-cellulose a donne d’exccl¬ 
ients resultats. 

Des urethrogrammes caracteristiques 
sont presentes, le meilleur en vue du 
diagnostic etant l’urethrogramme droit. 

Cet examen peut etre precieux lorsqu’il 
s’agit de preciser la dimension de la pros¬ 
tate apres un examen rectal et cvstosco- 
pique non decisif. 

L’auteur a constate une correlation 
etroite entre l’urethrogramme et les don- 
nees objectives (88.2%) ; cette correlation 
a ete beaucoup plus faible (35.3%) pour 
les symptomes subjectifs, et plus faible 
encore (23.5%) pour l’ensemble des symp¬ 
tomes objectifs et subjectifs. 

Les chiffres indiques confirment 1’obser- 
vation frequente des urologues apres n’im- 
porte quel type cooperation prostatique, a 
savoir que les plaintes du malade sont 
souvent difiiciles a mettre en correlation 
avec les movens objectifs devaluation des 
resultats definitifs de la chirurgie pros¬ 
tatique. 

Les examens urethrographiques ne pa- 
raissent pas appropries en taut qti'exn- 
mens de routine pour le diagnostic et le 
traitement de l’hyiKTtrophie prostatique 
bdnigne. niais lour utilif/- est incontestable 
dans des cas selocUonnes. 
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CONCLUSIONES 

Se ha hecho una serie de uretrografias 
en sujetos operados de tumores benignos 
de prostata antes y despues de la opera- 
cion; con ello se trata de relacionar los 
datos objetivos de las uretrografias con los 
sintomas pre postoperatorios de los en- 
fermos. 

El aire tiene poco valor como contraste; 
en cambio es excelente la solucion al 30% 
de “skiodan” en un 0,5% de metil celu- 
losa. 

Se presentan algunas uretrografias como 
ejemplo; la proyeccion oblicua derecha es 
la de mayor valor diagnostico. 

Cuando el tacto rectal o el examen cisto- 
copico no son suficientes para valorar el 
tarnaho de la prostata la uretrogragia es 
de gran valor. 

En el 88% de los casos, los datos de la 
uretrografia han coincidido con los datos 
objeetivos. En cambio solo en el 30% 
coincidian con los sintomas subjetivos, y 
tan solo en el 23% de los casos con ambas 
cosas. 

Estos numei'os demuestran lo que los 
urologos observan con frecuencia despues 
de las operaciones de prostata % que las 
quejas del enfermo no coinciden con los 
resultados objetivos obtenidos despues del 
tratamiento. 

Aunque la uretrografia no parece ser 
necesaria para el estudio y diagnostico 
ordinario de la hipertrofia benigna de 
prostata, sin embargo es muy util como 
un elemento mas en manos del urologo 
cuando se enfrenta con casos dificiles. 

SGHLUSSFOLGERUNGEN 

Es wurden an einer Reihe von Kranken, 
die wegen gutartiger Prostataerkrankun- 
gen operiert wurden, vor und nach dem 
chirurgischen Eingriff urethrographische 
Untersuchungen ausgefuhrt. Danach wur- 
de versucht, die pra-und postoperativen 


Urethrogramme mit gewissen objektiven 
Befunden und mit den subjektiven Er- 
scheinungen der Kranken in Beziehung zu 
bringen. 

In der vorliegenden Untersuchung hat 
sich Luft als Kontrastmittel von geringem 
Wert erwiesen. Dreissigprozentiges Skio¬ 
dan in 0.5 prozentiger Methylzellulose war 
e i n ausgezeichnetes urethrographisches 
Kontrastmittel. 

Erlauternde Beispiele von Urethrogram- 
men werden gezeigt. Das Urethrogramm 
im rechten schragen Dui'chmesser envies 
sich als von grosstem diagnostischen Wert. 

Wenn man in der Abschatzung der 
Grosse der Prostata durch rektale und 
zystoskopische Untersuchungen im Unkla- 
ren ist, kann das Urethrogramm sehr hilf- 
reich sein und eine genaue Angabe der 
Grosse der Druse hervorbringen. 

Die vorliegende Untersuchung ergab 
eine hohe Ubereinstimmung zwischen dem 
Urethrogramm und den objektiven Be- 
mungen zwischen Urethrogramm und sub- 
obachtungen (88,2 Prozent). tlbereinstim- 
jektiven Erscheinungen waren schlecht 
(35,3 Prozent) und die zwischen Urethro¬ 
gramm und der Kombination von objek¬ 
tiven Befunden und subjektiven Erschei¬ 
nungen noch schlechter (23,5 Prozent). 

Diese Zahlen zeigen, was der Urologe 
haufig nach alien Arten der Prostatachir- 
urgie beobachtet, namlich dass sich die 
Beschwerden des Kranken haufig schwer 
mit den objektiven Mitteln der Auswer- 
tung der Endergebnisse des chirurgischen 
Eingriffs an der Prostata in Einklang brin¬ 
gen lassen. 

Wenn sich auch die urethrographische 
Untei-suchung nicht als ein geeignetes 
routinemiissiges Verfahren in der Diagno- 
stik und Behandlung der gutartigen Pro- 
statahypertrophie zu erweisen scheint, so 
stellt es doch in ausgewahlten Fallen ein 
wertvolles Hilfsmittel im Riistzeug des 
Urologen bei der Behandlung chronischer 
Prostataleiden dar. 
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CONCLUSOES 

Foram feitos uretrografias de pacientes 
no pre e pos operatorio de afecQoes prosta- 
ticas benignas. Foi feita tentativa de com- 
paracao entre esses filmes e os achados 
objetivos e os sintomas apresentados pelos 
pacientes. 

0 ar como contraste se mostrou de pouco 
valor neste estudo. Foi excelente a solu- 
qao a 30% de skiodoan em 5% de naetil- 
celulose. 

0 uretrograma direito foi considerado 
de m e 1 h o r esclarecimento diagnostico. 
Quando a estimativa do tamanho da pros¬ 
tata nao e precisa durante o exame retal 
ou a cistoscopia o uretrograma da uma 
indicacao acurada do volume glandular. 
Neste estudo houve grande correlacao 
entre os dados objetivos e os uretrogramas 
(88.2%) ; correspondencia precaria entre 
a uretrografia e os sintomas (35.3%), e 
mais precarias ainda as comparacoes entre 
os dados do exame e os sintomas (23.5%). 

Estas cifras demonstram o que tern ob- 
servados os urologistas neste tipo de cirur- 
gia da prostata; que isto ocorre principal- 
mente na interpretacao dos sintomas dos 


pacientes que sao dificilmente relacionados 
com os achados clinicos e os meios de ava- 
liar os resultados finals do tratamento 
cirurgico. Embora essas uretrografias nao 
possam constituir um metodo de rotina se 
mostram altamente eluvidativas, nos casos 
selecionados, para orientacao nos casos de 
prostatites. 
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learn to «tne|l. and know that In practice alone ran \ou heroine expert. 


—Oifer 



Complete Replacement of the Urinary Bladder 
With Ileum Anastomosed to the Urethra 

Experiments on Dogs 
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ROBERT B. GOLDSTEIN, M.D., Baltimore, Maryland 
MORTON GOLDFARB, M.D., Rockville center, new york, 

and 

HENRY NATHANS, M.D., Israel 


T HIS work is based purely on an ex- 
pei'imental study of the subject. The 
study has been going on for approxi¬ 
mately three years and is the outcome of 
some of our other work on substitute blad¬ 
ders in dogs. We have attempted various 
types of substitute bladder operations, but 
this article will be confined to the construc¬ 
tion of a complete urinary bladder, after 
total cystectomy, from a segment of ileum 
anastomosed to the urethra, so that urine 
may pass through the urethra and main¬ 
tain a normal intestinal passage. 

The study has been made because of 
our unsatisfactory results with the con¬ 
ventional ureterosigmoid anastomoses both 
in dogs and in man. Reports from other 
clinics are similar. Here and there we, 
as well as others, have obtained good re¬ 
sults even over a period of time, but ulti¬ 
mately some type of morbidity, such as 
ascending renal infection, with renal dam¬ 
age that progresses in many cases to 
uremia, results in death (Lapides, 1951; 
Jacobs and Stirling, 1952). 

Both the large and the small intestine 
have been used for bladder reservoirs by 
attaching a loop of either to the bladder 

From the HofTberger Urological Research Laboratory, 
Sinai Hospital, Baltimoro. 

Read at the Twenty-Third Annual Congress of the United 
States and Canadian Sections, International College of Sur¬ 
geons, Los Angeles, March 9-14, 1958. 
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to increase the capacity (small intestine, 
von Mikulicz, 1899; large intestine, Birn- 
baum, 1920). 

We were attempting to simulate human 
conditions in which total cystectomy was 
necessary and then to substitute a reser¬ 
voir for the urine to be passed through its 
normal urethral channel. 

Bisgard (1943), Rubin (1946) and Gold¬ 
stein, Sachs and Rubin (1950) produced, 
both experimentally and clinically, a uri¬ 
nary reservoir with a segment of sigmoid 
anastomosed to the urethra. We performed 
11 operations on dogs, using the sigmoid, 
with perfect urinary continence in 7 that 
survived for more than five years. That 
which may occur in an animal may not 
always occur in a human being, and vice 
versa. In 2 clinical cases thei'e was par¬ 
tial failure. Our failures may have been 
due to our poor selection of 2 patients 
with genei’al carcinomatosis, primarily in 
the urinary bladder. Total cystectomy was 
performed and a sigmoid urinary bladder 
anastomosed to the urethra. The urine 
passed through the urethra, but both pa¬ 
tients died of general carcinomatosis. 

Various other procedures have been per¬ 
formed in the past few years, accomplish¬ 
ing the construction of a conduit (Bricker, 
1952; Gilchrist, 1950) or a urinary reser- 
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voir (Wells, Pyrah, 1956) with a colos¬ 
tomy. 

Mechanically these perform fairly well, 
but dissatisfaction arises from inability to 
care for the urine or the fecal contents 
satisfactorily, producing a mental hazard 
to the patient. 

More recently, in 1957, Giertz and 
Franksson used the same procedure with 
sigmoid in 4 human patients, 2 of whom 
died. 

Tasker in 1953 developed a technic in 
which an isolated loop of small bowel is 
cut open and sutured to the bladder. Giertz 
and Franksson, in 1957, developed a sim¬ 
ilar technic and attached a loop of ileum to 
the bladder but used it as a urinary reser¬ 
voir anastomosed to the urethra. They em¬ 
ployed this in man. In their 13 cases the 
loop, either open or closed, was anas¬ 
tomosed to the bladder. Twenty-three pa¬ 
tients were subjected to total cystectomy 
and the anastomosis of the open loop was 
made to the urethra. In 20 of these the 
ileum, and in 3 the sigmoid, was employed. 

Pyrah, in 1956, used a similar technic 
in anastomosing a loop of small intestine 
to the prostatic portion of the urethra. 

Independently, we began using an iso¬ 
lated loop of small intestine anastomosed 
to the urethra in 1954. 

Material .—We used 10 dogs of varying 
size and weight. It was purely an animal 
experimental procedure to determine the 
value of a segment of ileum as a complete 
bladder substitute and the feasibility of 
its use in man when total cystectomy is 
necessary, particularly in cases of car¬ 
cinoma of the bladder. 

Our experience has been different from 
that reported by (hertz and Franksson. 
"ho applied the procedure in man. 

In our 10 cases. S dogs died and 2 are 
living, which gives us a mortality rate of 
SO per cent against Giertz and Franksson’? 
ivport of 27.7 per cent. 


An experimental procedure is de¬ 
scribed, in vrbich a substitute blad¬ 
der was constructed in the dog by 
means of a blind loop of ileum anas¬ 
tomosed to the urethra. Although the 
results demonstrated perfect contin¬ 
uity of the intestinal passage and 
also of the ileourethral anastomosis, 
v/hich permitted urine to pass through 
the normal urethra, serious postop¬ 
erative complications arose in most 
of the dogs. In the authors' opinion 
this procedure, which if perfected 
would have great value when total 
resection of the bladder is necessary 
because of carcinoma, is probably 
much more feasible in man than in 
the experimental animal, since any 
comphcations that arise can be bet¬ 
ter dealt v/ith in clinical than in 
experimental surgery. 


In the 18 cases they reported an open 
loop ileourethroplasty and total cystectomy 
were performed, while we used the blind 
loop for ileourethroplasty. 

Method of Procedure .—The dog was pre¬ 
pared as for any other intestinal operative 
procedure. The bowel was thoroughly 
cleansed for two days before the opera¬ 
tion, and at the same time antibiotics were 
administered. 

Preoperative intravenous pyelograms 
were taken, and chemical studies of the 
blood were made. An incision was made 
in the midline for about 12 cm. upward 
from the symphysis pubis (Fig. 1.4). 
After the peritoneum was opened, the 
omentum was elevated upward for inspec¬ 
tion of the bowel (Fig. 1 II). 

The bowel was carefully elevated 
reach the cecum. The ileum then 

traced for about 12 cm. from the c*cum, 
and an area of ileum wn- s-h-ctod in v hjrh 
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1 

Fig i — A, incision to peritoneum. B, exposure of bowel C, exposuie of ileum. D, segment of 

ileum to be resected. 


the blood supply appeared to be adequate 
(Fig. 1C). 

About 12 to 15 cm. of ileum was selected 
for the ileal bladder. This area was re¬ 


sected between rubber-shod clamps and 
the loop brought down toward the bladder 
region (Fig. ID). End-to-end anastomo¬ 
sis of the ileum was accomplished by using 
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No. 000 chromic catgut through and 
through continuous sutures and No. 0000 
interrupted silk seroserosal sutures (Fig. 
2 A). The gap in the mesentery was closed 
with a No. 000 continuous catgut suture. 
Care was taken not to close the gap too 
tightly, so that it would not obstruct the 
vascular pedicle. 

Both ureters were then identified, and 
total cystectomy was performed at the 
urethrovesical anastomosis (Fig. 2B). 

The free ileal segment was irrigated 
with warm saline solution. 

The proximal end of the ileal loop was 
now closed with three rows of sutures, 
first an interrupted Connell catgut 
through-and-through stitch, then a second 
row of No. 000 chromic catgut and finally 
a third row of No. 0000 interrupted silk 
stitches. 

Next, the anastomosis between the ileal 
segment and the proximal part of the 
urethra was made. For this we used a No. 
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000 chromic catgut through-and-through 
suture and a second row of No. 0000 silk 
interrupted sutures in the seromuscular 
area. This made a tight ileourethral anas¬ 
tomosis (Fig. 3, A, B and C). 

Both ureters were “fishmouthed” and 
placed in the ileal loop, posteriorly in 5 
cases and anteriorly in 5. 

The openings for the ureters in the ileal 
bladder were closed with one or two inter¬ 
rupted catgut sutures, with avoidance of 
too tight or too loose a closure. The omen¬ 
tum was brought down over the ileal blad¬ 
der, which was left free in 5 cases; in the 
other 5, a suture was taken through the 
serosa of the ileal bladder and attached to 
the omentum to prevent too much move¬ 
ment of the new bladder. The abdomen 
was closed with two rows of No. 0 chromic 
catgut and the skin with No. 000 sub¬ 
cutaneous catgut. 

Intravenous dextrose was given post- 
operatively for about twenty-four hours. 
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Fig. 3 .—A and B, iieouiethial anastomoses. C, completed ileouiethral anastomosis. 


No food was given for three days. 

Studies of the blood were made either 
forty-eight or seventy-two hours, and in¬ 
travenous pyelograms were performed 
seven to ten days, after the operation. 

In 1 case ureteral catheters were passed 
up the ureters to the renal pelves through 
the urethra and the ileal bladder. The ends 
were cut close to the meatus, so that they 
could not be pulled out. In this 1 case, 
urination functioned for twenty-four hours 
and then the catheters fell out. 

Results .—On the whole, our results were 
not good. It may have been our faulty 
technic, the condition of the dogs or our 
inexperience, but more probably it was 
inability to handle complications in a dog. 
It is quite possible that our use of the 
blind loop was not as good as the procedure 
in which an open loop of ileum is employed. 
In our experimental work where we used 
the blind loop of ileum in 10 operations, 
only 2 dogs lived and 8 died, a mortality 
of 80 per cent. In the results obtained by 
Giertz and Franksson in the 18 clinical 
cases in which they employed the open 
loop of ileum for a bladder anastomosed to 
the urethra, there was a mortality rate of 
only 27.7 per cent. To summarize our re¬ 


sults of experimental ileourethroplasty in 
dogs, the facts are as follows: 

Eight dogs died; and 2 are living at 
the time of writing. 

The eight dogs died eleven, twenty-two, 
seven, nine, two, twelve, and seven days, 
respectively, after the operation. There 
was 1 anesthetic death. 



Fig. 4.—Autopsy specimen of ileouiethral anas¬ 
tomosis. 
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esempio in relazione al drenaggio post- 
operatorio dell’urma, onde evitare idrone- 
frosi e uremia. Vi sono gravi complicazioni 
ed e necessario mettere a punto una tecnica 
per controllarle. I risultati, nell’uomo, di- 
penderanno dall’abilita del chirurgo nel 
prevenire le complicanze o nel combatterle. 

I risultati immediati, ottenuti nel cane 
sostituendo la vescica con un’ansa sigmoide 
anastomizzata all’uretra, sono stati migli- 
ori e si sono avute complicazioni in minor 
numero che non con le anse ileali. 

BESUMEN 

El autor da cuenta de un trabajo experi¬ 
mental en el que sustituye la vejiga de un 
perro por un asa intestinal anastomosada 
a la uretra. Los resultados demuestran una 
perfecta continuidad del paso intestinal as! 
como de la anastomosis ileouretral que 
permite el paso normal de la orina con una 
perfecta continencia en la mayor parte de 
los casos. 

La operation parece pues factible pero 
es preciso mejorarla especialmente en re¬ 
lation con la evacuation urinaria postope- 
ratoria que puede ser causa de hidrone- 
frosis y de uremia. Las complicaciones son 
grandes y debe mejorarse la tecnica para 
evitarlas. 

Los resultados en el hombre dependeran 
de la habilidad del cirujano tanto para 
evitar las complicaciones como para resol¬ 
ver los que se presenten. 

Se consigue una vejiga funcionalmente 
buena sin problemas de absorcion. 

Parece ser que para los autores, los re¬ 
sultados en el perro han sido mejores con 
el sigma, como sustituto de la vejiga que 
con un asa intestinal ciega anastomosada 
a la uretra. 

SUMARIO 

Apresenta uma comunicacao sobre a 
experiencia do uso de um substituto de 


bexiga eonstruido n’um eaehorro usando 
al?a ileal anastomosada a uretra. 

Observou perfeita continuidade intesti¬ 
nal e ileo-uretral e em muitos casos com 
perfeita continencia da urina. 

A operacao e factivel mas neeessita de 
melhoramentos, isto e, com respeito a 
drena gem posoperatoria que pode ser 
causa de hidronefrose e mesmo uremia. 
Uma tecnica precisa ser empregada para 
combater as serias complicaQoes no cao. Os 
resultados no homem dependem da habili- 
dade cirurgica para prevenir e combater 
complicates. Pode-se obter uma bexiga 
funcionalmente boa sem problemas de ab- 
sorgao. 0 uso de sigmoide no eaehorro 
mostrou melhores resultados com menor 
numero de complicates. 
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Large Ureteral Calculi in a Completely 
Duplicated Ureter 

JOSEPH S. SIDOTI, M.D., F.I.C.S. and VINCENT J. VALIENTE, M.D. 

STATEN ISLAND, NEW YORK 


T HE unusual occurrence of large ure¬ 
teral calculi in a case of bilateral 
complete duplication of pelves and 
ureters is presented. The unusual feature 
involved the presence of six marble-sized 
stone shadows in the bony pelvis. This 
presented a diagnostic problem first and a 
therapeutic problem later. 

REPORT OF CASES 

C. S., a 62-year-old white man, was ad¬ 
mitted to the hospital on May 19, 1957, for 
gross painless hematuria. Hematuria had oc¬ 
curred intermittently for two weeks. There 
were no symptoms of prostatism and no asso¬ 
ciated symptoms referable to the urinary 
tract. The past history revealed that the pa¬ 
tient had passed many small calculi in the 
past twenty-five years. He estimated that he 
had passed ten or fifteen calculi without pain. 
One calculus became impacted at the tip of 
the penis, and the patient finally milked it 
through. 

He had never sought medical advice con¬ 
cerning these calculi. No other medical or 
surgical history was obtainable. 

Physical examination revealed the patient 
to be tall, muscular, well developed and in ex¬ 
cellent health. He was in no acute distress. 
In general, no abnormal signs were discovered. 
The abdomen was normal to palpation. Rectal 
examination showed a Grade II soft enlarge¬ 
ment of the prostate. 

A flat roentgenogram of the abdomen 
showed the aforementioned chain of stone 
shadows (Fig. 1> in the bony pelvis. There 
were six of these, varying in size from 1.5 to 
2 cm. in diameter. They appeared rounded 
and in chain formation on the right side of 
the pelvis, extending from the tip of the 
coccyx to the right sacroiliac synchondrosis. 

‘'til mtl'r't f t r just *i-itx n Nm C<\ 


An unusual case is reported, in 
which large multiple calculi oc¬ 
curred in a completely duplicated 
ureter, the patient being a man aged 
62. Both diagnosis and surgical 
treatment are discussed. Complete 
nephrectomy was performed, hemi- 
nephrectomy with ureterectomy hav¬ 
ing been discarded because of the 
patient's advanced age and the risk 
of future atrophy and renal infection. 


The radiologist reported them as “in the 
bowel.’' 

Intravenous pyelographic study (Fig. 2, 
left) revealed excellent function and good 
delineation of both kidneys. Complete duplica¬ 
tion of the ureter was noted on the left side, 
down to the bladder. On the right side the 
pvelogram was normal (Fig. 2, right), and 
only one ureter was visualized. The low posi¬ 
tion noted in the pvelogram, however, gave 
the impression of a possible bifid pelvis on the 
right side also. There was no evidence that the 
calculi were in the genitourinary tract. Again 
the radiologist reported a normal genitourin¬ 
ary system except for the complete duplication 
on the left. 

An air contrast delineation of the bowel 
<Fig. 3) was recommended. This, when done, 
showed the stone shadows to be on the out-ide 
of the large bowel. At this point the impre" 
sion was that the calculi, although unusually 
large and numerous, might be in a nonfunc¬ 
tioning and nonvisualized half of a duplicated 
right ureter. 

To confirm the latter opinion, cvsto-eopic 
and retrograde pyelographic -tudie- were at¬ 
tempted on two occasions. Roth attempts were 
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Fig. 1.—Plain roentgenogram of abdomen, show¬ 
ing chain of large stone shadows on right side of 
pelvis. 


unsuccessful in entering the desired portion 
of the duplicated ureter. Although the upper 
segment was not demonstrated, the cystoscope 
revealed a mound or prominence in the region 
of the right ureteral orifice. This was inter¬ 
preted as a dilated intramural segment of 
ureter. 

On the strength of a bifid condition on the 
left, a strong suspicion of duplication on the 
right, the deformity in the right ureterovesical 
orifice, the hematuria and the history of hav¬ 
ing passed many calculi, a tentative diagnosis 
of large ureteral calculi in the nonfunctioning 
upper half of a completely duplicated ureter 
was made. 

The next thing was to decide what to do. 
The calculi could probably be removed by a 
cystotomy and ureterotomy, but this would 
only leave a dilated and diseased ureter, with 
a poorly functioning kidney, susceptible to 
prolonged morbidity. A heminephrectomy 
with its accompanying ureterectomy would be 
ideal, but hardly in a man 62 years old, with 
the possibility of future atrophy and infection 
of the remaining portion of kidney. It was 
decided, therefore, to do a complete nephrec¬ 
tomy and to remove both ureters down to the 
bladder. 



p.g. o_Intravenous pyelograms showing complete duplication on left Chain of stone shadows does 

not appear to be m metei. Only one uietei noted on right, but pyelogram appears to be m lowei 

half of kidney 
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Fig. 3 ,—Air contrast study of bowel in anteroposterior and lateral position. Stone shadows are not 

in bowel. 


Accordingly, on May 27, a right Gibson in¬ 
cision was made, the ureter was identified 
close to the bladder and the large calculi pal¬ 
pated within a greatly dilated ureter. Since 
only three calculi could be palpated in this 
dilated portion of ureter, the bladder had to 
be opened to locate the remaining three. When 


r * •''s 



Fig. —Pathologic specimen 'bowing double ure¬ 
ter, with markedly dilated upper ureter. Si-c cal¬ 
culi rimo\ed from dilated ureter are abo «ho - .\n. 


the bladder was opened the prominence noted 
cystoscopicallv could be seen in the right 
trigonal area. A small incision was made 
over this prominence, and four calculi were 
removed by “milking” them down the ureter 
and through the incision. The remaining two 
calculi were removed through a ureterotomy 
incision. A cystostomv was completed. The 
two ureters were doubly clamped at the blad¬ 
der, cut and tied. The ureters were freed to 
the lumbar region. The incision was closed 
with the appropriate drains and cystotomy 
tube. The patient was placed on his left side, 
and an uneventful right nephrectomy was 
done. 

The specimen (Fig. 4) revealed a fu=ed 
double kidney with two pelves and two ureters, 
complete to the bladder. The upper half of 
the kidney showed hydronephrotic atrophy, 
and its ureter was greatly dilated and tor¬ 
tuous. The lower half of the kidney, as well 
as its ureter, was normal. 

RESUMES' 

El autor presenta un caso poco frecuente 
de calculos grandes v multiples en un ure¬ 
ter donle complete. Se hacen considera- 
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ciones sobre el problema diagnostica y 
sobre la eleccion de las medidas tera- 
peuticas. 

KIASSUNTO 

L’autore presenta un caso insolito di 
uretere duplice con grossi calcoli e discute 
il problema diagnostico e i metodi di cura. 

EESUMlS 

L’auteur presente un cas rare de gros 
calculs multiples dans un uretere double 
complet et discute les problemes de diag- 
notic et le choix des mesures therapeu- 
tiques. ' 
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The lay mind seems to find it unaccountably difficult to understand the profes¬ 
sional attitude toward the unorthodox practitioner. We accept the view of Bacon 
that “The weakness and credulity of man is such as they will often prefer a mounte¬ 
bank or a witch to a physician.” We do not deny to such practitioner the possession 
of a degree of competence in manipulative methods: ire do not doubt either his 
sincere devotion to his task or his personal integrity, nor do we disparage the ir¬ 
responsible gay confidence he has in his own very limited powers. We do not 
grudge him success though we recognise its extreme infrequency, and are not un¬ 
familiar with its perilous accompaniments, its fatal disasters. Our opposition rests 
upon something more fundamental than this: upon his complete lack of training 
both in the most elementary principles which underlie all powers of diagnosis, and 
in the appropriate application of those principles to treatment. Such principles are 
not empirical, they are based upon a multitude of sciences, upon physiology, 
anatomy, pathology, radiolog)', and the like, and upon that trained clinical observa¬ 
tion which seeks to determine not only the morbid local condition but also its cor¬ 
relation with the general state of the patient. It is only by such enquiry that an 
exact diagnosis can ever be made. 

—Moynihan 
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Reconstruction of the Philtrum 
in Cases of Cleft Lip 

GERALD BROWN O’CONNOR, M.D., F.A.C.S., F.I.C.S., AND 
MAR W. McGREGOR, M.D. 

SAN FRANCISCO, CALIFORNIA 


T HIS preliminary report is presented 
primarily to demonstrate an opera¬ 
tive procedure designed for provid¬ 
ing some definitive finishing touches to 
cleft lips. Secondarily, it is submitted to 
stimulate interest in the philtrum and 
the “cutaneous upsweep,” as there is little 
information in the literature with regard 
to the anatomic or physiologic character 
of these two structures. 

Reconstruction of cleft lips and their 
attendant deformities has progressed to 
such a fine degree of surgical artistry that 
the original defects are practically imper¬ 
ceptible. When the patient is seen early 
and the repairs ai'e in the capable hands of 
an experienced plastic surgeon, all of the 
old stigmas of cleft lip abnormalities have 
been practically eliminated. Existing scars 
have become hairline and in many in¬ 
stances are cleverly placed for partial con¬ 
cealment and minimum interference with 
the normal growth of the lip. Lip repairs 
are well designed and executed to give a 
fmai result near the norm. The function 
of the lip has been revived; growth pro¬ 
gresses normally, with a minimum of 
underlying bony deformity. The nasal re¬ 
adjustments give satisfactory cosmetic 
and functional end results, and nasal 
growth is normal and adequate. 

'rm it. Saint 1 ratirf Il.»pi<nl I'! n-,! 

Ilm r«t'ufthf l'*nb r, , l 'in 1 rarrgfo (‘nliform 
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A general discussion of the forma¬ 
tion and functions of the philtrum and 
the cutaneous upsweep is presented 
and a new surgical approach to their 
formation is advocated. This has 
been used for single and double cleft 
lips which have already been sub¬ 
jected to operation. 

The authors hope that, from their 
future investigations and additional 
creative ideas from fellow plastic 
surgeons, these surgical additions to 
the repair of cleft lip will lead, from 
a functional and cosmetic point of 
view, to the final goal, a normal lip. 


Critical examination, however, by the 
discerning plastic surgeon reveals obvious 
anatomic differences that immediately 
single out the operatively treated cleft lip 
from the normal uncleft lip. The differ¬ 
ences are: (1) the absence or lack of de¬ 
velopment of the normal philtrum in cases 
of cleft lip, either preoperatively or post- 
operatively. and (2) the absence, lack of 
development or alignment of the normal 
prominence in the skin of the upper lip 
just above the juncture at the vermilion 
border. This has been called the muco¬ 
cutaneous ridge, the "white line.” or the 
“white roll" (Gillie.- 1 ), but to identify it 
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anatomically and architecturally we shall 
call it the “cutaneous upsweep” of the 
upper lip. With either unilateral and 
bilateral cleft lips the philtrum is poorly 
developed or lacking. In most cases, 
critical examination of the repaired cleft 
lip reveals that the philtrum is nonexist¬ 
ent. Its absence is accentuated in the 
presence of double cleft lip by the prom¬ 
inence of the prolabium and the presence 
of the flattened surgical juncture scars on 
either side of the prolabium. 

According to the recent work of 
Marcks 2 and Trevaskis, 3 the structure we 
call the cutaneous upsweep is present in 
all cases of single or bilateral cleft lip. 
They claim that, although it has been rec¬ 
ognized, it has not been utilized per se 
in the reconstruction of the newly formed 
lip. They have cleverly designated certain 


outstanding landmarks which, when 
brought into apposition, reestablish the 
cutaneous upsweep into a natural “cupid’s 
bow.” By utilizing the established surgi¬ 
cal planning (Tennison^) in combination 
with the designated cutaneous upsweep 
landmarks, they have made progress to¬ 
ward overall perfection of lip repair in 
this area. Normally the degree of devel¬ 
opment of the philtrum and upsweep is 
more pronounced in some persons than 
others and is more apparent and prom¬ 
inent in children than in middle-aged or 
older persons. In a child the upper lip 
is pouting and thrown forward, because 
the development of the maxilla has pro¬ 
ceeded faster than that of the mandible. 
Where it exists, this necessarily holds the 
lip up and out like a curtain. The posi¬ 
tion of the upper lip on the face depends 
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Fig. 1 (see text). 
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Fig. 2 (see text). 


on the way in which it is hung on the 
maxilla. 

In our opinion the lateral prominences 
of the philtrum and the cutaneous up¬ 
sweep represent a thickening of the sub¬ 
cutaneous tissue in these areas. There is 
some elongation of the skin itself, so these 
areas are like a reverse fold. To theorize, 
the philtrum, besides being the juncture 
point of the two medial nasal processes, 
has elevated sidewalls to permit nasal 
secretions to run down either side of the 
upper lip, and the cutaneous upsweep acts 
like a gutter for perspiration or nasal 
secretions, to drain them away from the 
oral cavity, in somewhat the same way 
that vibrissae in the nose act as strainers 
and the eyebrows and eyelashes keep nor¬ 
mal cutaneous secretions and external 
foreign bodies from the eyes. The phil¬ 
trum and cutaneous upsweep are also so 
constructed, in our opinion, as to permit 
the many and varied motions of the lips in 
all directions, supplying a little extra 
material when play is needed in the upper 
lip. The lip then does not appear tight 
but will have some redundant material 
that can be utilized when needed, in a 
springlike action in which the upper lip 
is brought out to its fullest extent of mo¬ 
tion and then back to normal. The excess 
material of the philtrum lies in a reverse 
folded position, so to speak, when the lip 


is not moving, to act as a ready reserve 
for all complicated lip motions and yet 
spring back to the norm when the lip is 
at rest. 

In some instances of single or double 
cleft lip the philtrum seems to be par¬ 
tially present, but it is possible that at the 
time of operation certain areas were cut 
across and this philtrum relation is dis¬ 
turbed, or when the lip is reconstructed 
it is so tight that the philtrum itself is 
made smooth by continuous lateral short¬ 
ening of the upper lip. The cutaneous 
upsweep is present in cases of cleft lip, 
but its anatomic presence has not been 
sufficiently utilized. Many of the surgical 
procedures recommended for reconstruc¬ 
tion of the lip have entirely ignored the 
existence of a philtrum or a cutaneous 
upsweep, so that these areas have been 
cut across, replaced by scar tissue and not 
properly brought into the picture of over¬ 
all lip repair. The absence of the normal 
philtrum and the cutaneous upsweep in 
the final repair is thus too obvious. It 
would seem to us that basically, to obtain 
a good repair, the lateral segments of the 
lips must be freely mobilized and replaced 
so that they are attached to the underly¬ 
ing maxilla in a manner more nearly nor¬ 
mal; then one can proceed with the lip 
repair. Final adjustments of the opera¬ 
tive scar of the lip can be made more 
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easily at a later date, when the alveolar 
arch and premaxilla come into normal 
alignment. 

In reporting some of the surgical work 
in this direction that we have been doing 
for the past five years, it must be said that 
our efforts are still in the formative stage. 
Most of our work has been directed pri¬ 
marily toward the foi’mation of the phil- 
trum and cutaneous upsweep in single and 
bilateral cleft lips that have been surgi¬ 
cally treated in the past. It is our hope 
that we shall be able to incorporate some 
of our observations with regard to the 
philtrum and cutaneous upsweep into pri¬ 
mary repair of single and bilateral cleft 
lips. In secondary repair of the double 
cleft lip, when the philtrum and the cuta¬ 
neous upsweep are absent, the external 
lip scars are excised superficially, a small 
mound of scar being left underneath. 
This dermocicatrix will be used as a uni¬ 
pedicle, bipedicle or attached graft ro¬ 
tated into position to assist in the foi-ma- 
tion of the normal philtral borders. The 
skin of the prolabium is elevated. A sec¬ 
tion of subcutaneous tissue and scar is 
incised superiorly and laterally in the 
philtral area and turned down as a flap. 
This is about 4 to 5 mm. thick. This flap 
is dissected downward to the vermilion 
border where the normal low point of the 
cupid’s bow would be and is then split in 
half (Fig. 1A). A tunnel is made under 
the skin in both halves of the upper lip 
where the cutaneous upsweep would nor¬ 
mally be. The cicatrix type-grafts, being 
attached in the midline, are then threaded 
into the prepared tunnels and fixed (Fig. 
1, B and C ). The prolabium skin flap is 
then sutured into its bed with silk sutimes 
passing through the mucosa of the upper 
lip, catching the prolabial flap subcuta¬ 
neously and being tied on the undersur¬ 
face of the upper lip. This eliminates the 
central dead space and indents the pro¬ 
labial skin to form the new philtrum with¬ 
out external suture marks: occasionally 


we have tied an external central bolster 
into the new philtrum with through-and- 
through silk sutures to exert additional 
external pressure and accentuate the new 
philtrum. The skin of the prolabium is 
then brought down into position and 
tailored into the cupid’s bow effect 
(Fig. ID). 

In the secondary repair of the single 
cleft lip the skin of the prolabium is 
elevated in the philtrum area. The sub¬ 
cutaneous and cicatricial flap is brought 
down in the same manner as in the double 
lip philtral formation. The excess mate¬ 
rial is discarded, and the subcutaneous 
and cicatricial grafts are placed in the 
cutaneous upsweep tunnels as the 3 r are 
needed. The philtral sutures are the same, 
and closure of the skin and total lip re¬ 
pair are done in the usual manner of Le 
Mesurier' and Tennisom* or by other 
standard technics. This operative proce¬ 
dure forms the philtrum and rebuilds the 
cutaneous upsweep at one maneuver (Fig. 
2, A and B). 

In primary repair of a single lip the 
addition of the philtral excision to the 
accepted lip repair actually creates a 
central lip depression to simulate the nor¬ 
mal philtrum. The excised philtral ma¬ 
terial may then either be discarded or 
used, as attached or free grafts, for sub¬ 
cutaneous filling where needed. Some of 
this excess material may be utilized at the 
scar juncture points. 

We suggest that in primary double lip 
repair the philtrum be formed in the same 
manner, by excising the prolabial central 
prominence and then utilizing the ver¬ 
milion cutaneous upsweep landmarks, as 
described by Mareks- and Trevaskis, 3 plus 
the accepted double lip surgical planning 
to complete the final lip closure. 

SUMARIO 

Apresentam uma discussao sobre a for- 
magao e fungao do filtrum e da dobra 
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cutanea superior assim como uma nova 
via de acesso para sua formacao. Essa 
tecnica foi usada para os fissuras uni¬ 
lateral e bilaterais que ja tinham sido 
operadas. Os AA. tem esperanca que, no 
futuro de suas investigates a respeito, 
com a contribuicao de novas ideias de 
outros colegas, possam chegar a obter uma 
correcao estitica e funcional com semel- 
hanca de um labio normal. 

ZUSAM MENFASSUNG 

Nacb einer allgemeinen Erorterung der 
Bildung und der Funktion des Lippen- 
philtrums und der Aufwartskriimmung 
der Lippenhaut schlagen die Verfasser 
einen neuen chirurgischen Zugangsveg 
zur plastischen Herstellung dieser Ge- 
bilde vor. Ihr Verfahren ist zur Behand- 
lung von Hasenscharten einer und beider 
Lippen, an denen schon vorher operative 
Eingriffe vorgenommen waren, angewen- 
det worden. 

Die Verfasser hoffen, dass ihre weite- 
ren Untersuchungen und zusatzliche kon- 
struktive Vorschlage anderer Kollegen 
aus der plastischen Chirurgie zu dem in 
der Reparatur der Hasenscharte ange- 
strebten funktionellen und kosmetischen 
Ziel, der Wiederherstellung einer norma- 
len Lippe, fiihren werden. 

RESUM EN 

Se presents un trabajo que trata deteni- 
damente la formation regular del surco 
mesolabial y la capacidad de suction asi 
como del procedimiento operativo en casos 
de heiuliduva labial simple o doble. 

Los aulores confian que que, de las in- 
vestigaciones fuluras y de las ideas crea- 
doras de los cirujanos plasticos pueda 
Hegavse facilmente a obtener los mejores 
l'esultados desde el punto de vista estetico 


y funcional; es decir. a un labio practica- 
mente normal. 

resume 

Les auteurs presentent une discussion 
sur la formation et les fonctions du sillon 
median sous-nasal et recommandent une 
voie d’approche chirurgicale utilisee avec 
succes dans les cas de becs-de-lievre sim¬ 
ples ou doubles ayant deja etet operes 
anterieurement. 

Les auteurs souhaitent que la poursuite 
de leurs recherches personnelles et Tap- 
port des specialistes de chirurgie plastique 
permettront d’atteindre le but recherche, 
soit d’obtenir dans ces cas une levre nor- 
male aussi bien du point de vue fonction- 
nel qu’esthetique. 
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Section en Franca is 


L'Osteosynthese du Tibia par Coapteur 

(Osteosynthesis of the Tibia by Means of a Coaptor) 

ALBERT DUCHENE, M.D., F.I.C.S * 

ANS-LIEGE, BELGIUM 


A INTRODUCTION. — J’ecourterai 
volontairement ma communication 
• pour me permettre de vous pre¬ 
senter un film sur 1’osteosynthese du tibia 
par coapteur. 

Ce film a ete pris hativement a votre in¬ 
tention et est forcement imparfait. 11 de- 
montre neanmoins l’essentiel: la realisa¬ 
tion de la coaptation et de la compression 
interfragmentaire. 

Comme tous les chirurgiens nous avons 
applique aux fractures du tibia, la gamme 
variee des traitements classiques: Ie traite- 
ment orthopedique, le plus souvent; des 
osteosyntheses mineures specialement des 
vissages et enfin des osteosyntheses ro- 
bustes par plaques, clous et coapteurs. 

Ces dernieres annees, nous nous sommes 
interesse specialement a 1’osteosynthese 
par coapteur et nous avons realise plus de 
200 osteosyntheses sur les divers segments 
osseux dont une bonne einquantaine au 
tibia. 

B. Caraeteristiques de 1’osteosynthese 
avec compression. —L’osteosynthese avec 
compression realise les trois caracteris- 
tiques suivantes: le montage robuste, la co¬ 
aptation parfaite et la compression inter¬ 
fragmentaire. 

1. Le montage robuste libere le blesse de 
la servitude du platre et lui permet une 

•Chef du Service de Chirurgie n l'Hopital Militnire de 
Liege, 

Sujet presente au Week-end Chirurgical de Liege du Col¬ 
lege international de Chirurgiens, les G et 7 avril 1957. 
Submitted for publication May 22, 1958. 


evolution post-traumatique confortable par 
une mobilisation immediate des muscles 
et des articulations. II previent l’atrophie 
et les raideurs, sequelles orthopediques 
frequentes, dont la recuperation complete 
par un traitement physiotherapique cor¬ 
rect, est toujours aleatoire. Car les se¬ 
quelles cliniques de l’immobilisation ont 
un substratum anatomique et histologique 
bien demontre par les experimentateurs. 
Des auteurs italiens Scaglietti, Molfeto, 
Mastromarino, Maiotti, etc., ont etudie 
les alterations histologiques survenues a 
la tibio-tarsienne du chien, a la patte 
posterieure du lapin apres immobilisa¬ 
tion. Ils ont observe qu’apres 5 joui'S 
deja chez le lapin—et les lesions s’aggra- 
vent au fur et a mesure—il existait une 
reaction oedemateuse au niveau des parties 
molles periartieulaires, une atrophie dif¬ 
fuse du membre, une hyperemie congestive 
de la synoviale, plus tard une reaction 
reticulohistiocytaire de la synoviale, des 
depots hematiques et fibrineux dans l’ar- 
ticulation, des erosions du cartillage ar- 
ticulaire. A la levee de l’immobilisation, 
et ceci confirme les constatations cliniques 
humaines—l’oedeme reapparait tandis que 
la raideur articulaire s’aggrave pour un 
temps. Apres un certai delai se produit 
une regression progressive des alterations 
niais la cicatrisation fibreuse de la syno¬ 
viale et des lesions cai*tilagineuses lais- 
sent des traces irreversibles influencant 
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definitivement la fonction. Un autre mefait 
de rimmobilisation est 1’osteoporose meta- 
physaire et tarsienne que nous n’observons 
pas chez nos operes precoces immediate- 
ment mobilises, a quelque moment que ce 
soit et nous avons vu evoluer des pseudar- 
throses du foyer fracturaire mobilisees 
sans aucune decalcification sous-jacente. 
L’osteoporose post-traumatique a son de- 
gre radiologique n’est pour nous qu’une 
osteoporose d’immobilisation (radio n°8). 

2. La coaptation parfaite est necessaire 
du point de vue technique pour realiser la 
compression. Elle n’est pas indispensable 
en soi. Le traitement orthopedique peut 
donner d’excellents resultats en depit d’une 
reduction certes equilibree mais bien im- 
parfaite du point de vue anatomique. C’est 
pourquoi nous renongons a 1’osteosynthese 
mineure, ayant comme visee exclusive de 
parfaire une reduction qu’il faut etayer 
par appareil platre. Dans 1’osteosynthese 
avec compression les corticales doivent se 
juxtaposer anatomiquement pour permet- 
tre un contact intime et une impaction au 
niveau du tissu spongieux. 

3. La compression interfragmentaire ou 
axiale a ete bien etudiee par Danis qui a 
attire notre attention sur son influence 
favorable et a pu conclure de son experi¬ 
ence que le contact intime et la compres¬ 
sion sont des facteurs de consolidation. Du 
reste, il est d’observation clinique constante 
qn’nn diastasis interfragmentaire, ortho¬ 
pedique par traction excessive, ou opera- 
toire par coaptation non satisfaisante, est 
facteur de retard de consolidation ou de 
pseudarthrose. Que d’autre part, une frac¬ 
ture engrenee consolide toujours tres rap- 
idement et qu’il nous coute de devoir la 
desengrener pour parfaire une reduction. 

Certes, l'engrenement traumatique n’est 
pas cxactement comparable a la compres¬ 
sion operatoire. Dans le ler cas la corticale 
d’un des fragments vient s’emboutir dans 
le tissu spongieux de 1’nutre. Dans le 2 , '’ r ' c 



Fig. 1.—J.. Georges. Osteolvse face interne du 

tibia. 3 mois et demi apres 1’osteosynthese. 


cas les corticales se font vis-a-vis et il n’v 
a d’engrenement qu’au niveau des spicules 
de tissus spongieux, engrenement, inter¬ 
penetration cependant reel. 

D’autre part, nous connaissons depuis 
Delbet l’action favorable des appareils 
de marche et de l’appui. 

Quand nous enclouons un col femoral 
nous n’omettons jamais de marteler le 
grand trochanter pour obtenir l’impaction. 

Si nous envisageons les resultats de 1’en- 
clouage centro-medulaire il est remarqua- 
ble de constater la Constance des resultats 
au niveau du femur ou s’exerce la compres¬ 
sion par le poids du corps lors de la 
marche, et 1’inconstance des resultats au 
niveau de l’humerus. Nous avons eu nous 
meme et observe ailleurs des cas de 
pseudarthroses d’humerus pourtant cor- 
rectement encloues. 
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Fig'. 2.—J . ..., Georges. Meme cas apres 8 mois— 
L’appui a ete interrompu. L’osteolyse a completc- 
ment dispavu et Ie cal se presente presque comme 
un cal primaire. 

Enfin les experiences d’Eggers nous 
fournissent en quelque sorte une preuve 
de laboratoire sur l’effet de la compression. 

En decoupant sur un crane de rat trois 
cotes d’un carre et en exercant a l’extre- 
mite libre du volet une compression volon- 
tairement excessive Eggers constate qu’a 
ce niveau il y a osteolyse, qu’a mi-distance 
il y a consolidation et qu’a I’extremite fixe 
oil il n’ya pas de contact, il n’ya aucun 
phenomena ostegenique. 

Ceci demontre I’influence de la compres¬ 
sion et son influence favorable ou defavor- 
able sur la consolidation. En pratique o:i 
peut admettre que la pression exercee par 
la compression operatoire ne depasse pas 
le poids du corps et ne provoque jamais 
d’osteolyse a l’endroit de compression max¬ 
imale. 


C. Indications de Vosteosynthese par co- 
apteur .—Je tiens a signaler que la me- 
thode ne s’adresse pas aux fractures les 
plus complexes ni aux fractures proches 
des epiphyses au dela des 2/4 moyens. Une 
premiere indication est fournie par les 
fractures isolees du tibia avec glissement 
d’un fragment et leger diastosis, fracture 
isolee sans lesion ni subluxation du perone, 
dont nous savons la lente consolidation. 

C’est pour ce type de fracture que cer¬ 
tains auteurs ont preconise l’osteotomie 
du perone. La consolidation avec le coap- 
teur a toujours ete obtenue dans les delais 
normaux et tres confortablement pour le 
blesse. 

Une deuxieme indication est constituee 
par les fractures transversales ou legere- 
ment obliques. 

Une troisieme indication comprend les 
fractures avec un troisieme fragment 
cuneiforme mais ici, Ie montage est d’au- 
tant moins robuste que le fragment est 
plus volumineux et l’appui doit etre re- 
tarde. Apres quelques ennuis nous sommes 
arrives a la conception qu’il faut soumettre 
ces cas a la double osteosynthese. 

D. Contre indications .—Il est une contre 
indication commune a tous les modes de 
traitement operatoire c’est 1’etat suspect 
du revetement cutane, soit ouverture du 
foyer, soit devitalisation. 

Notre opinion est severe sur l’interven- 
tion urgente des fractures ouvertes et nous 
estimons que toute solution de continuite 
cutanee en rapport avec le foyer fractur- 
aire est une contre indication formelle au 
traitement operatoire primaire. Il faut 
attendre et avoir acquis la conviction que 
la cicatrisation s’est faite d'une fagon 
strictement aseptique. En cas de suinte- 
ment louche ou purulent, il est sage de 
renoncer a l’intei'vention et de pratiquer 
le traitement orthopedique. Un delai de 
3 mois nous paralt necessaire a partir de 
la cicatrisation pour entreprendre une os- 
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teosynthese secondaire a un echec ortho- 
pedique. 

11 faut encore se metier du revetement 
contus par une force exterieure ou corn- 
prime de dedans en dehors par le che- 
vauchement des fragments ou un hema- 
tome sous-jacent sous tension et n’inter- 
venir que s’il n’y a plus de risque de 
sphacele. 

C’est pour eviter le dommage cutane, que 
la fracture du tibia, sans prejuger du 
traitement ulterieur, doit etre soumise 
d’urgence a l’extension continue qui reduit 
le chevauchement en meme temps que la 
contraction musculaire et l’infiltration cu- 
tanee. 

Les contre indications d’ordremecanique 
propres a l’osteosynthese par plaque coap- 
trice comprennent: 



r.HL a. —L , .lean. G mol*- apres I'o-ti'-O'ynthi-.-c. 

\ critnlilc cal primaire. La corticale O't rt-con«ti- 
tiuc anatomiquomcnl <!<■ mime quo le canal m<'- 
tinllaire e^t ali^olum'-nt libre. 



Fig. 4.—Mar., Jean. 5 mois apres osteosyn- 

these parfaite. Grosse osteolyse de la face interne. 

a. Les fractures des 14 super et inferieur 
oil la corticale tres amincie ne peut con- 
stituer un support suffisamment robuste 
au vissage. 

b. Les fractures obliques longues ou spi- 
roides a considerer comme des fractures 
selon le grand axe oil la presence d’une 
plaque ne joue aucun role mecanique. 

c. Les fractures comminutives multi- 
fragmentaires, et 

d. Les fractures etagees ou segmen- 
taires. 

E. Resultats .—Sur -52 cas nous avons a 
deplorer une infection grave avant evolue 
vers la pseudarthrose infectee qui n’a pu 
etre “rattrapee” et a conduit a l’amputa- 
tion. 11 s’agissait d’une fracture legere- 
ment ouverte infectee, operee quinze jours 
apres cicatrisation, delai trop court. 

Un 2 crr - n cas, ayant subi une osteosyn- 
these par plaque sur la face interne, apre- 
sente au decours du troisieme mois, une 
suppuration amicrobienne cjui s’est asse- 
chee des l’ablation de la prothese, mais la 
consolidation n’etait pas apparente trois 
mois apres. Un greffon in lay a permis la 
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guerison Duree du traitement total: 12 
mois. 

Les 50 cas restants, dont revolution a 
ete strietement aseptique doivent etre di¬ 
vises en deux groupes: un groupe de 35 
cas dont la consolidation a ete obtenue sans 
incidents en 135 jours de moyenne. II nous 
a ete difficile dans les cas de cal primaire 
(radio n°3) de determiner exactement le 
moment de la consolidation. Un groupe de 
15 cas dont revolution a ete retardee par 
un incident qui nous a beaucoup preoc- 
cupe et dont la cause nous a echappe un 
certain temps. 11 s’agit d’une reaction in- 
flammatoire localisee a la face interne 
sous cutanee du tibia qui, habituelle dans 
le postoperatoire immediat pour evoluer 
vers l’extinction, augmente au fur et a 
mesure de l’appui et se manifeste radio- 



Fig. 5 .—Mar , Jean. Meme cas apres 11 mois. 

Le malade a continue a marcher et 1’osteolyse a 
evolue vers la pseudarthrose. Fracture de la 
plaque. 


logiquement au cours du 3 eme mois, par 
une image de remaniement osseux avec 
osteolyse et osteoformation. La corticale 
de la face interne se dilue tout en s’elargis- 
sant, la fonte parcourt l’espace interfrag- 
mentaire ou apparait un hiatus, invisible 
des apres l'osteosynthese et gagne finale- 
ment la corticale opposee. II y a pseudar¬ 
throse avec elargissement des surfaces, 
qui provoquera une angulation en ante- 
curvatum apres flexion ou cassure de la 
plaque. Ceci se passe chez les operes con¬ 
tinuant a marcher (radios 4 et 5). La 
plaque a dans ce cas ete enlevee, la correc¬ 
tion necessaire effectuee et une immobili¬ 
sation stricte dans un platre moulea per- 
mis 1’obtention d’une consolidation rela- 
tivement rapide 3 mois. Si l’cn prescrit le 
repos, des l’apparition de cstte osteolyse, 



Fig. 6 .—Schou , Pierre. Fracture avec gros 

3™ c fragment cueiforme encore adherent au 
fragment superieur. 
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Fig. 7.—Schou., Pierre. Meme cas que 6. Dou¬ 

ble osteosynthese par coapteur aux faces interne 
et externe. 

le processus s’eteint et la consolidation 
s’obtient avec un cal periostique parfois 
exuberant (radios Jans 1 et 2). Quelle 
est la signification de ce processus? 

On peut eliminer l’infection puisque 
revolution a ete aseptique dans tous les 
cas sauf un, de meme que l’intolerance au 
materiel puisque 1’evolution debute et reste 
longtemps localisee a la face interne, alors 
que la plaque est fixee sur la face extrene. 
Et les plaques enlevees, n’ont pas presente 
de signe d’oxvdation. II ne parait pas 
qu’il faille incriminer le decollement de la 
surface cutanee comprenant ou non le 
perioste car le processus apparaitrait con- 
stamment et non dans ( ] es cas> L’ab- 
sence de couverture musculaire doit nean- 
moins ctro retenue dans l’intensification 
des pbenomenes vaso-moteurs. 


On peut eliminer enfin la compression 
excessive, puisque c’est a la face interne 
la moins comprimee que debute la reaction. 
Nous avons acquis la conviction que c’est 
precisement la fixation insuffisante de la 
face interne qui amorce l'osteolvse et la 
pseudarthrose dont l’elargissement des sur¬ 
faces osseuses peut etre considere comme 
une tentative d’union, contrariee. 

De ces considerations, decoule le remede 
a apporter: Repos au lit des l’apparition 
de la reaction osseuse. Mais le but de 
l’osteosynthese robuste qui est non seule- 
ment la mobilisation mais aussi l’appui 
est alors manque. 

Nous pratiquons actuellement la fixation 
simultanee de la face interne; fixation som- 
maire par une agrafe de Dujarier, dans 



b 

Fis:. S.—Schou , Pierre. M inn; ca-. ‘J-5 jour"- 

apres l’o'too^yntht'c. L’intOrc" 1 *' mnrcht>. II n’y 
nucunc rfccalcification ni mttaphy‘-aire in tnrH*- 
cnno. Ccci prouvo quo la ib'-calcification po‘t trau- 
inatique f"-t oxclusivemont due ii I’irr.rr.ohili'ntio'-. 
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les transversales; fixation par un deuxieme Les trois derniers cas ainsi traites ont 
coapteur dans les fractures obliques ou evolue ambulatoirement vers une consoli- 
avec troisieme fragment. dation rapide (radios 6 et 7). 



“The Sick Lady,” Jan Steen. The artist shows us here that the mode of taking the 
pulse differed little in the seventeenth century from the modern way. The facial 
expressions, as usual, are remarkable in portraying concern and interest on the part 
of the physician and weariness on the part of the patient. (Reproduced by courtesy 
of the Rijksmuseum, Amsterdam, The Netherlands) 

—Hamilton Bailey, F.R.C.S, (Eng.), F.A.C.S., F.R.S, (Edin.), F.I.C.S. (Hon.) 


'Tia 




Observations on the History of Physical 
Diagnosis: Hippocrates, Auenbrugger, Laennec 

SAUL JARCHO, M.D. 

NEW YORK CITY, NEW YORK 


I N a presentation of the history of physi¬ 
cal diagnosis as represented in the 
works of Hippocrates, Auenbrugger 
and Laennec one must therefore devote 
chief attention to these three major fig¬ 
ures. Nevertheless, one cannot altogether 
ignore the many other physicians whose 
contributions provide continuity to the 
historical narrative. 

For present purposes physical diagnosis 
will be defined, in the traditional way, as 
consisting of inspection, palpation, per¬ 
cussion and auscultation. The problem re¬ 
solves itself into determining the condi¬ 
tion of these technics at three points in 
time, but no discernible circumstances that 
may have influenced the general develop¬ 
ment of the entire diagnostic art can be 
neglected. 

Hippocrates .—The Hippocratic writings 
are involved in a complex of textual and 
philologic problems that probably will 
never be solved. There have survived from 
antiquity almost seventy miscellaneous 
and anonymous treatises, which vary in 
style and merit and range in date from 
perhaps 450 to 350 B.C. or later. These 
could not have been the product of one 
man, or even of one school. It is generally 
believed that part of the collection repre¬ 
sents the work or influence of the school 

Vrr-untnl in pn-t j» lec'i rr a* tVr Inbrri'pral ? jr« 
rom* Hull of 1 nmr Tntf rratici^ft! r<>"r*c «.f b ryc< -■, Chi. 
f *r« Mutch 4, 

fi r jutMcMi n J. I* 1 '* 


of Cnidos, 1 which rivaled the Hippocratic 
school of Cos. Following the suggestion 
of W. H. S. Jones,- I shall assume that the 
corpus Hippocraticum represents the li¬ 
brary of the Coan school and as such in¬ 
cludes not only the writings of the master 
and his disciples but also a variety of 
case notes and memoranda, and a group of 
incidental writings which were prepared 
elsewhere but were perhaps consulted by 
members of the school or donated to them. 
Since we cannot be certain which treatises 
were written by Hippocrates or even 
which were written by members of his 
school, it is convenient to circumvent the 
problem of authorship by speaking of the 
Hippocratians collectively/- 

It may be observed, incidentally, that 
only about a third of the Hippocratic col¬ 
lection is available in English, a fact that 
demonstrates our backwardness in medi¬ 
cal scholarship. 

Among the diseases that confronted the 
Hippocratic physician, the commonest ap¬ 
pear to have been pneumonia and its com¬ 
plications. tuberculosis, malaria, miscel¬ 
laneous noneruptive fevers, tetanus and 
the traumas of sport and war. Especially 
notable is the great frequency of pulmo¬ 
nary and pleural disease. 

Since much of physical diagno-i- i- 
based on a knowledge of anatomy, one- 
must inquire how much anatomical knowl¬ 
edge the Hippocratian- po--e--c-d. From 
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During the forthcoming months of 
1959 and as long thereafter as pos¬ 
sible, the editorial pages of the 
Journal of the International College 
of Surgeons will be occupied by 
presentations of rare and extraordi¬ 
nary historic value, the lectures pre¬ 
sented at the International Surgeons' 
Hall of Fame on medical and surgi¬ 
cal history from the earliest recorded 
achievements to those of our own 
times. We believe that Journal read¬ 
ers who were not able to attend the 
lectures will find them as exciting as 
did the audiences present at their 
delivery. The story of progress in 
the healing arts and the giants of 
medicine and surgery to whom we 
ewe the amazing brilliance and 
scope of modern achievement is in¬ 
trinsically thrilling and is a vital 
part of the education of every cul¬ 
tivated man and woman, inside or 
outside the profession. It is al¬ 
together fitting that it should appear 
in these pages, since the Interna¬ 
tional College of Surgeons is first, 
last and always a teaching institu¬ 
tion. 


the surgical treatises it is evident that they 
had extensive exact information about the 
human skeleton and were able to recognize 
and describe with precision the distortions 
of contour caused by fracture and disloca¬ 
tion, Indeed, the surgical writings are in 
some respects the best parts of the Hippo¬ 
cratic corpus and contain much that is 
useful today. 

The Hippocratic knowledge of human 
visceral anatomy was meager and fanciful. 
The contrast between exact knowledge of 
the osseous system and ignorance of the 
viscera suggests that the Hippocratians 
may have had human skeletons available, 


presumably from graveyards, but relied 
on the dissection of animals for their 
knowledge of the internal organs. We 
may offer the uncharitable suspicion that 
even the dissection of animals was not 
carried out very diligently, since the ven¬ 
ous system as the Hippocratians described 
it does not exist in any mammal. 4 

We must recognize, furthermore, that 
the modern concept of diagnosis was alien 
to Hippocratic thinking. The Hippocra¬ 
tians placed chief emphasis on what they 
called prognosis. This included not only the 
ability to forecast the outcome in a case of 
disease but the ability to recognize what 
had already happened, i.e., to understand 
the entire course of the illness. 3 The clos¬ 
est English equivalent to the Hippocratic 
prognosis would probably be the expres¬ 
sion “natural history of disease.” 

The manner in which the Hippocratic 
physician approached his patient is given 
in the Prognostic: 

“In acute diseases the physician must 
conduct his inquiries in the following way. 
First he must examine the face of the 
patient, and see whether it is like the faces 
of healthy people, and especially whether 
it is like its usual self. Such likeness will 
be the best sign, and the greatest unlike¬ 
ness will be the most dangerous sign. The 
latter will be as follows. Nose sharp, eyes 
hollow, temples sunken, ears cold and con¬ 
tracted with their lobes turned outwards, 
the skin about the face hard and tense 
and parched, the color of the face as a 
whole being yellowish or dark ... If the 
eyes shun the light, or weep involuntarily, 
or are distorted, or if one becomes less 
than the other, if the whites be red or 
livid or have dark veins in them, should 
rheum appear around the eyeballs, should 
they be restless or protruding or very 
sunken, or if the complexion of the whole 
face be changed—all these symptoms must 
be considered bad, in fact fatal.” 0 
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After this description of the face the 
Hippocratic author describes the posture 
and attitude of the patient lying in bed, 
the spontaneous movements of his limbs, 
his respiration, his abdomen and so forth. 
Visual observation is minute and accurate. 
Here is another brief example, taken from 
Ancient Medicine: 

“If a man who has grown accustomed, 
and has found it beneficial, to take lunch, 
should miss taking it, he suffers, as soon 
as the lunch-hour is passed, from prostrat¬ 
ing weakness, trembling and faintness. 
Hollowness of the eyes follows; urine be¬ 
comes paler and hotter, and the mouth 
bitter; his bowels seem to hang; there 
come dizziness, depression and listless¬ 
ness.” 7 

If such descriptions as these are com¬ 
pared with the perfunctory statements 
that distend our hospital charts and clini¬ 
cal journals, the logical conclusion is that 
in the application of straightforward vis¬ 
ual observation the profession has retro¬ 
gressed since the time of Hippocrates. 
Modern case reports are altogether too full 
of the conventional “well-developed, 
poorly nourished white male,” hastily ex¬ 
amined and carelessly described. This 
comment is offered especially to those who 
believe that the history of medicine is a 
record of continual progress. The Hippo- 
cratians saw; modern physicians and sur¬ 
geons often do not even look. 

The Hippocratians inspected the ori¬ 
fices of the body and have left descriptions 
of diseases of the pharynx, palate, and 
uvula.* As the surgical treatises prove, 
they also used rectal speculums. 

Their observation included not only the 
patient himself but his urine, feces, spu¬ 
tum and secretions. Valuable prognostic 
indications were gathered therefrom. For 
example, there are many mentions of the 
changes in the appearance of the sputum 
and of the urine during the course of 
pneumonia. Significant details of this type 


EDITORIAL 

are often overlooked nowadays or replaced 
by routine laboratory analyses, or—even 
worse—by routine laboratory reports. 

The Hippocratians palpated abscesses 
and tumors. There is no convincing evi¬ 
dence that they percussed the abdomen or 
the chest, but it is clear that they palpated 
the abdominal viscera and made note of 
the size and hardness of the liver and 
spleen/' They observed pulsations in var¬ 
ious parts of the body but appear to have 
paid little attention to the pulse as a sign 
of health or disease. 10 

There are numerous references to aus¬ 
cultation. Thus, in a case of “false mem¬ 
branes” in the pleura: 

“. .. when the lung fails against the side 
of the chest, the patient has cough and 
orthopnea . . . and a noise like that of 
leather is heard.” 11 

On “dropsy of the lung” (hydro¬ 
thorax?) : 

“If dropsy forms in the lung, and if you 
apply your ear to the chest and listen a 
long time, a sound is heard within like 
that of vinegar . . , 12 The incision is made 
where the sound is heard.” 

There are many incidental references to 
thoracic and respiratory noises, but the 
modern reader is often left in doubt as 
to whether these were detected by listen¬ 
ing at the patient’s mouth or by imme¬ 
diate auscultation of the chest. 13 

The practice of succussion is mentioned 
repeatedly. Thus, in a case of empyema: 

“. . . shake the patient, while keeping 
your ear against the chest, in order to 
determine on which side the signs are . . . 
If, because of its thickness, the fluid does 
not fluctuate and no noise is made in the 
chest ... do not let yourself be fooled, but 
know that the chest is full of pus.” 11 

These passages make it evident that the 
ancient Greek physicians practiced aus¬ 
cultation. They knew the pleural friction 
sound. They may have heard rales. They 
used succussion when empyema was sus- 
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pected, and they recognized that this test 
sometimes failed. As Laennec showed, 
succussion would not yield a positive re¬ 
sult unless the pleural cavity contained air 
as well as fluid. 

Unfortunately for those who would like 
to draw quick inferences, the passages that 
mention auscultation and succussion are 
taken mainly from such works as the 
treatise On Diseases, the treatise On In¬ 
ternal Affections and the second, fifth and 
seventh books of the Epidemics. These 
works are generally held to be Cnidian 
rather than Hippocratic. An additional 
thorn on the rose is the fact that the 
Cnidian treatises have not been translated 
into English; hence the American physi¬ 
cian must consult the French translation 
of Littre or the German translation of 
Kapferer unless he insists on the pleasure 
of reading the Greek. 

Whether any specific detail of medical 
technic should be attributed to the school 
of Cnidos or the school of Cos is beside 
the point. In the present state of scholar¬ 
ship one must take the Hippocratic writ¬ 
ings as a whole, looking to the anony¬ 
mous authors for their high level of 
bedside medicine, for accuracy and minute¬ 
ness of observation, for recognition of 
constitutional factors in disease, for an 
appreciation of the relation between dis¬ 
ease and its background and for their 
enunciation of principles of ethics. In 
this lies the merit of Hippocratic medicine. 

From Hippocrates to Auenbrugger .— 
Between the composition of the Hippo¬ 
cratic treatises and the publication of 
Auenbrugger’s book on percussion a pe¬ 
riod of approximately two thousand years 
elapsed. During this interval there were 
several general tendencies that ultimately 
led to the development of physical diag¬ 
nosis. First and most fundamental was the 
development of anatomy by Yesalius and 
his successors during the sixteenth and 
later centuries. Second was the slow ac¬ 


cumulation of clinical knowledge be¬ 
queathed by the Greeks and Arabs and 
amplified by Sydenham, Boerhaave, Van 
Swieten and a legion of others. The simul¬ 
taneous availability of clinical and ana¬ 
tomic knowledge led to the development of 
clinicoanatomical correlation as seen in 
the writings of Benivieni, Bonet, Lancisi, 
Wepfer, Valsalva and Morgagni. 1 ' Physi¬ 
ology, too, had made great advances—wit¬ 
ness the work of Harvey, Servetus, Sanc- 
torius and Haller™—but these as yet had 
relatively little recognizable influence in 
clinical medicine, especially in the field of 
clinical diagnosis. 

It is also worth noting that in Auen¬ 
brugger’s time Hippocrates and Galen 
were still alive, in the sense that their 
writings were ordinarily read by physi¬ 
cians and students and their doctrines still 
received at least partial acceptance. 

Despite great advances, in the eighteenth 
century as in the days of the ancient 
Greeks, the physician who attempted to 
discover what was wrong with his patient 
had at his disposal mainly the case history, 
the external appearance, the pulse and the 
appearance of the excretions. If he was 
an up-to-date eighteenth-century thinker 
he might attempt to predict the gross 
autopsy observations. He had virtually no 
way of ascertaining the exact location of 
an internal disease during the lifetime of 
the patient. 17 The entire concept of ana¬ 
tomical localization 18 is closely linked with 
the progress of physical diagnosis from 
Auenbrugger to Laennec to Roentgen. 

Alien brugger .—L e o p o 1 d Auenbrugger 
(1722-1809), the son of an Austrian inn¬ 
keeper, studied medicine in Vienna and 
ultimately joined the staff of the Spanish 
Hospital in that city. In addition to being 
a physician he was a gifted amateur of 
music and composed the libretto of an 
opera written by Mozart’s enemy Antonio 
Salieri.” 19 
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After seven years of clinical trial supple¬ 
mented by autopsies and by experiments 
on cadavers, Auenbrugger published his 
New Discovery (of percussion of the 
chest). Very significantly, this book ap¬ 
peared in 1761, which was also the year 
of publication of Morgagni’s De Sedibus. 

Auenbrugger’s brief text is arranged as 
a series of fourteen Observations, divided 
into forty-eight Sections plus scholia, the 
arrangement reminding one of Euclidean 
propositions or Hippocratic aphorisms. 
The Observations deal successively with 
the normal percussion tone, the method of 
percussion, abnormal percussion tones, 
and the abnormal signs associated with 
various acute and chronic diseases of the 
thoracic organs. 

For examination by percussion Auen¬ 
brugger recommended that the patient’s 
shirt be drawn tightly over the chest or 
that the hand of the physician be gloved. 
The thorax was struck with the tips of the 
fingers “brought close together and at the 
same time extended.” The examination 
was conducted during inspiration, during 
expiration and at the end of a full inspira¬ 
tion. By this difficult technic Auenbrugger 
was able to distinguish the normal percus¬ 
sion note and three abnormal forms of 
resonance: sonus altior, which corre¬ 
sponds approximately to tympany; sonus 
obscurior which is dullness, and sonus 
carnis pcrcussae, or flatness. About two- 
thirds of the short treatise is devoted to 
the percussion tones associated with var¬ 
ious acute and chronic diseases of the 
thoracic organs. One section, notably can¬ 
did, discusses those diseases of the chest 
which are not revealed by percussion. 

It is important to notice that Auenbrug¬ 
ger had considerable experience in morbid 
anatomy and that his thinking was di¬ 
rected along anatomic lines. Thus he says, 
in one of the earlier paragraphs of his 
hook, that a clear and equal percussion 
note elicited from both sides of the chest 


indicates that the air cells of the lungs are 
free, and uncompressed either by a solid 
or a liquid body (Observation III, S 11). 
His descriptions of scirrhus of the lung 
(Obs. X, S 38) and of vomicae (Obs. XI, 
S 41) are extremely brief but strongly 
suggest experience in the dissecting room, 
just as his clinical notes bear the clear 
imprint of bedside observation. Hence 
Auenbrugger’s name must be added to 
the list of clinicoanatomic correlators I 
have already mentioned. 

Within the realm of clinicoanatomic cor¬ 
relation Auenbrugger added more precise 
intra vitam localization than had pre¬ 
viously been possible. With respect to 
etiology and to the understanding of mor¬ 
bid processes, however, he contributed 
nothing. Thus, he says that chronic dis¬ 
eases of the lungs are due to two kinds of 
cause. The first is some hidden condition 
of the organs, which finally destroys them. 
Examples are (a) hereditary predisposi¬ 
tion, (b) affections of the mind, especially 
nostalgia, and (c) occupation. Another 
category contains (2) “obvious causes,” 
such as (d) a vitiated condition of the 
fluids, gradually produced, and (e) acute 
infections imperfectly cured. The vitiation 
of the humors arises from ingested sub¬ 
stances that cannot be assimilated. Thus 
it is dear that in the thinking of Auen¬ 
brugger the newer ideas of anatomic local¬ 
ization were superimposed upon humora- 
listic concepts inherited from antiquity. 

Equally reminiscent of ancient medicine 
is the emphasis on prognosis. Thus, under 
the heading of inflammatory diseases of 
the chest , 1 •" Auenbrugger lists no less than 
eight prognostic inferences that can be 
drawn from the results of percussion. 
Moreover, he accepted the ancient doc¬ 
trine of critical days.- 1 Details of this 
kind reinforce the strongly Hippocratic 
tenor of the entire book and provide addi¬ 
tional proof of the statement previously 
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made that Hippocrates and Galen were 
still alive in the eighteenth century. 

It is of some interest to consider, how¬ 
ever briefly, the origin and the fate of 
Auenbrugger’s technic of percussion. The 
traditional story that the innkeeper’s son 
had derived his innovation from watching 
the percussion of wine casks apparently 
was suggested by Neuburger, 22 who indi¬ 
cated, however, that he did not regard 
this as a fully satisfactory explanation. 
Auenbrugger states that clinical percus¬ 
sion produces “analogous results to those 
obtained by striking a cask ... in differ¬ 
ent degrees of emptiness or fullness.’’ 23 
If one considers the difficulty of learning 
to percuss a chest and the even greater 
difficulty of inventing the art of percus¬ 
sion, one cannot help thinking that Auen¬ 
brugger’s musical skill and lifelong inter¬ 
est in music may have conti-ibuted to his 
discovery. 

The fate of Auenbrugger’s contribution 
to medicine has interested many scholars, 
including Noltenius, 24 Neuburger, 25 Yier- 
ordt, 20 Sigerist, 27 Dock, 2S and James B. 
Herrick. 29 For present purposes it will be 
sufficient to summarize the facts and opin¬ 
ions assembled by these distinguished men. 
During the seven years of their gradual 
development, Auenbrugger’s researches 
were ignored by his colleagues and super¬ 
visors in the hospital hierarchy. His book 
was published in a small edition in 1761. 
It was reissued in 1763 and 1775. In 1770 
it was translated into French by a writer 30 
who misunderstood the text. It received 
predominantly unfavorable or hostile com¬ 
ment from reviewers and was even the 
subject of ridicule. In 1808, one year be¬ 
fore Auenbrugger’s death, his work was 
translated into French by Corvisart. 31 
Thenceforth percussion was permanently 
established in the practitioner’s repertory. 

For the initial neglect of Auenbrugger’s 
work several explanations have been ad¬ 
duced. The small size of the original 


edition would have given no opportunity 
for widespread dissemination of the new 
method. The difficulty of the technic would 
have been an obstacle to its acceptance, 
especially by the more influential physi¬ 
cians, who would be too old to learn and 
who could more easily scoff than venture. 
Moreover, since percussion was a manual 
method, it may have been regarded as 
beneath the dignity of learned eighteenth- 
century physicians. Even more funda¬ 
mental is the fact that by 1761 the basic 
principle of the localization of disease had 
not yet gained full recognition; hence 
Auenbrugger was ahead of most of his 
contemporaries. To these hypotheses 
James He 2 -rick added the suggestion that 
the difficulties originated in certain as¬ 
perities in Auenbrugger’s own character, 
i.e., that he started the trouble by antag¬ 
onizing his professors and inducing hos¬ 
tility in them. 

Whatever the cause or causes may have 
been, it is more instructive to consider the 
stillbirth and subsequent revival of per¬ 
cussion against a wider frame of histori¬ 
cal reference than has been used hitherto 
in analyses of the problem. The early 
neglect of percussion is best regarded as 
an instance of the opposition that is likely 
to arise against any important new idea 
in medicine and in many other fields of 
knowledge. This theme warrants more 
elaborate study than can be given it in 
the present essay; it is sufficient to cite 
here such analogies and precedents as the 
opposition to Harvey, Semmehveis, Pas¬ 
teur, and Patrick Manson. 

The writings of Auenbrugger and of his 
colleagues, his critics, his biographers and 
his commentators furnish an abundance of 
material from which one can reconstruct 
the background of his work and observe 
the social forces that influenced it. 

The text of the Inventum bears the clear 
mark of a hospital of at least moderate 
size, which drew to itself large numbers 
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of persons suffering from acute and 
chronic diseases of the chest. The clientele 
included soldiers as well as civilians. By 
governmental arrangement, autopsies 
were frequent; Auenbrugger’s statements 
suggest that he may have performed the 
dissections in his own cases. The tenure 
of position in the hospital was long. There 
was a clinical hierarchy in which the 
higher officials were influential enough to 
blight any unapproved innovation. In the 
instance of Auenbrugger’s researches the 
nabobs apparently chose to ignore that 
which they may have disdained to inter¬ 
rupt. The total impression obtained is 
that of a highly organized and conserva¬ 
tive society, which did not absolutely for¬ 
bid innovation but erected incomplete 
defenses against it. 

Corvisart: It has already been men¬ 
tioned that the revival of interest in per¬ 
cussion is due to Corvisart, who practiced 
and taught the art and also published a 
translation of Auenbrugger’s book. Cor¬ 
visart himself wrote one of the first 
modern textbooks of cardiology, 32 based 
on extensive experience at the bedside and 
in the autopsy room. His book is a valu¬ 
able document for the period between 
Auenbrugger and Laennec. The student 
who reads Corvisart's treatise will find 
that great emphasis is laid on the external 
appearance of the patient. The examina¬ 
tion included percussion of the chest, 
palpation or the cardiac impulse and pulse, 
and palpation of the abdomen. Ausculta¬ 
tion was still to come. Very significantly, 
Corvisart’s diagnoses were constantly 
checked by the observations at autopsy. 

In the second edition of his textbook 
Corvisart made the following important 
comment: 

“In one of the memoirs which I read 
some years ago before the Institute I 
proposed the idea of a work analogous to 
that of Morgagni but the converse of it; 
it would be titled On the Seats and Causes 
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brugger for opera by Antonio Salieri. (Repro¬ 
duced by courtesy of the Library of Congress.) 

of Disease Investigated by Diagnostic 
Signs and Confirmed by Autopsy. But for 
such a work we would need at least a 
second Morgagni.” 33 

The second Morgagni, who was to com¬ 
plete the foundations of physical diagnosis, 
was Corvisart’s great pupil, Laennec. 

Lacnncc .—Laennec was a man of great 
natural gifts developed by extensive edu¬ 
cation. As his writings clearly indicate, 
he had been well trained in the classics 
and was able to pass independent judg¬ 
ments on difficult passages in the Hip¬ 
pocratic canon. 35 His book shows a thor¬ 
ough knowledge of the older literature. 
In this he resembled Morgagni. Like 
Morgagni, he also had much of the devel- 


723 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JUNE, 1959 


opmental outlook of the historian. Like 
Morgagni and Corvisart, he was critical 
in his evaluation of the literature and in 
his evaluation of current ideas and new 
observations. Like Auenbrugger, he pos¬ 
sessed musical gifts, or at least musical 
interests. 35 

Like his distinguished predecessors, 
Laennec based his work directly on morbid 
anatomy. His text abounds in references 
to the anatomic foundations of the diag¬ 
nostic art, and a large proportion of his 
book consists of meticulous descriptions 
of postmortem observations. Microscopic 
study finds no place in his thought ; :t,: 
chemistry, physiology and experimentai 
medicine likewise receive almost no atten¬ 
tion. 

Laennec’s contribution is massive—al¬ 
most overpowering. Almost singlehand- 
edly he virtually created the art of physical 
diagnosis as it is now known, terminology 
and all. 57 The reader is amazed to discover 
in Laennec’s Traite a nearly complete 
work on the physical diagnosis of thoracic 
disease, ns still interesting and useful to¬ 
day, despite defects in the section on 
cardiology. By means of auscultation 
added to Auenbrugger’s percussion, which 
Laennec used and esteemed, the physician 
now was enabled to recognize and localize 
consolidation, effusion, cavitation, bron¬ 
chiectasis and many other conditions dur¬ 
ing the lifetime of the patient. Thus the 
art and science of medicine attained new 
heights. This is strikingly shown by one 
passage in Laennec’s chapter on bron¬ 
chiectasis. Here he describes in detail the 
history of a 41-year-old coachman in whom 
he observed signs of cavitation at the apex 
of the left lung, left-sided bronchiectasis 
and, subsequently, central pneumonia in 
the right lung. The autopsy confirmed 
these diagnoses exactly. Since Laennec 
apparently suspected that so high a degree 
of diagnostic precision might not be be¬ 
lieved by his readers, he appended in a 


footnote the names of eleven witnesses. 5 ” 
Corvisart’s desire for a work on the loca¬ 
tions of diseases investigated by diagnostic 
signs was now handsomely fulfilled. 

Laennec’s contribution had several im¬ 
portant implications. First, the art of 
diagnosis as he found it and as he left it 
was based on morbid anatomy but re¬ 
mained focused at the bedside, as it had 
been since the days of Hippocrates. There 
was nothing connected with auscultation 
which had to be done in a laboratory, and 
there was nothing that would take the 
physician away from the patient. 

Second, as Laennec recognized, the new 
art of physical diagnosis with anatomic 
control could be learned in a hospital only. 
Only in a hospital could interesting cases 
be found in sufficient number and variety, 
and only in a hospital was it feasible to 
perform autopsies/*” The educational im¬ 
plications of this fact have been discussed 
by Ackerknecht. 11 

It should also be recognized that the 
achievement of Laennec was related to a 
particular system of hospital administra¬ 
tion. The hospitals of Paris were run, in 
true French style, by a centralized agency. 
To this agency a physician could apply for 
cases of whatever special type interested 
him. Thus Laennec had at his disposal 
enormous numbers of cases of thoracic 
disease. 

Third, auscultation made possible the 
early recognition of pulmonary disease. 
Especially with regard to tuberculosis, this 
fact was of monumental importance to 
the public health. 

Fourth, the establishment of the tech¬ 
nic of diagnosis infra vitam paved the way 
for some of the great clinical portrayals 
for which the nineteenth century is fa¬ 
mous. 

After Laennec the art of physical diag¬ 
nosis was to undergo improvement at the 
hands of Piorry, Skoda, Stokes and others. 
At the end of the nineteenth century came 
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the introduction of roentgenology. De¬ 
tailed study would probably show that 
roentgenology at first stimulated the art 
of physical diagnosis but ultimately forced 
it into decline. 4 - These considerations, 
however, lie outside the scope of the pres¬ 
ent study. 
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any application in a civilized community.” 

He describes clinically, with illustrations, 
the “change of sex” operation, showing ex¬ 
actly what it is, with its physical risks and 
limitations. 

Three appendices and a bibliography sup¬ 
port the text. 

The book is recommended to the lay public, 
in the hope of better understanding of this 
complex problem, which is increasing rather 
than decreasing. 

Max Thorek, M.D. 

Instrumentation in Anesthesiology. By 
William H. L. Dornette and Verne L. Brech- 
ner. Philadelphia: Lea & Febiger, 1959. 

The authors have met the need for a con¬ 
cise, easily read and well illustrated book de¬ 
scribing the principles upon which the modern 
electronic instruments used in medicine are 
based. The advances made in the understand¬ 
ing of physiologic processes have made it nec¬ 
essary to turn to electronic instruments, to 
go beyond the limitations of man’s ordinary 
senses. Although this text is directed to the 
anesthesiologist, it is a valuable addition to 
the library of every doctor who wishes to 
make himself more valuable through the 
understanding of these instruments, which are 
daily becoming more and more a .part of 
every hospital’s armamentarium. It is a 
“must” in the library of every hospital. 

David Katz, M.D. 

Ptoses Abdominales et Prolapsus Pelviens: 
Clinique et Therapeutique Chirurgicales (Ab¬ 
dominal Ptosis and Pelvic Prolapse). By 
Lucien Diamant-Berger. Paris: G. Doin et 
Cie, 1958. Pp. 194, with 119 illustrations. 

Dr. Diamant-Berger points out that since 
the era of asepsis this branch of surgery has 
been the subject of more books than has any 
other. He did not wish to write an actual trea¬ 
tise on ptosis and prolapse, or a literary tome 
compiled from the work of many authors, or 
a series of reviews. On the contrary, he ex¬ 
pressed opinions based on the problems to 
which he has devoted so much study and so 
many publications. 


Ptosis of the stomach, intestines, kidneys 
and liver, as well as prolapse of the rectum 
and genital organs, is reviewed. These con¬ 
ditions are usually treated by various spe¬ 
cialists, but essentially they are within the 
domain of general surgery. The conditions 
usually affect one type of patient, viz., the 
ptotic, thin, nervous, frail woman. 

The numerous operations for correction of 
ptosis are relatively simple, as prolapsed or¬ 
gans readily lend themselves to manipula¬ 
tion. Some of these operations, however, may 
be followed by poor results, with recurrence. 

A considerable portion of the book (89 of 
its 186 pages) is devoted to genital prolapse, 
which is frequently encountered in women 
after childbirth. The anatomopathologic as¬ 
pects of various degrees of retroversion, in¬ 
cluding complete prolapse of the uterus and 
associated colpocele, rectocele and cystocele, 
are discussed in detail. Indications for cor¬ 
rective operation, surgical technics (of vari¬ 
ous authors) for anterior and posterior peri¬ 
neorrhaphy, prolapse of the uterus, etc., are 
presented at length. 

A chapter is devoted to the correction of 
genital prolapse following hysterectomy. The 
author’s technic of colpopexy, in which the 
relaxed vagina is fixed to the abdominal wall 
by means of an aponeurotic band, sutured to 
the dome of the vagina, is well described. He 
has successfully employed this operation on 
20 patients, and it has been adopted by many 
other surgeons. 

There is a chapter on nephropexy for renal 
ptosis. The author points out the important 
role of ptosis in the production of urinary, 
gastrointestinal and nervous symptoms. Good 
results depend on a judicious choice of oper¬ 
ation. Dr. Diamant-Berger employs nephro¬ 
pexy, using capsular flaps which he attaches 
to the last ribs. The author fails to note, 
however, that ptosis occurs in the obese as 
well as the thin person. 

This book is enhanced by the excellent il¬ 
lustrations of Andre Marait. The student, 
physician and surgeon will profit from ac¬ 
quainting himself with the author’s thorough 
method of handing the subject. 

—Charles Pierre Mathe, M.D. 
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Groves’ Synopsis of Surgery. By Cecil 
Wakeley. Bristol: John Wright & Sons, Ltd., 
and Baltimore: The Williams and Wilkins 
Company, 1958. 

This fifteenth edition of a classic students’ 
handbook appears only four years after its 
predecessor. This is because of the rapid 
advancements that have taken place in the 
interim, particularly in vascular surgery 
and arterial grafting and the impact of the 
new antibiotics upon modern surgery. The 
author acknowledges the help of Mr. L. T. 
Cotton, of King’s College Hospital, with this 
revision. Sir Cecil Wakeley is a past presi¬ 
dent of the Royal College of Surgeons of 
England. 

The text, as revised, continues to fulfil its 
original intent—to give the student and the 
busy practicing surgeon concise “refresher” 
information in a small volume that is easy 
to read and easy to handle. It is hoped that 
the book will have wide distribution in the 
United States, being, as it is, practically a 
dictionary of modern surgery. 

—0. C. 

Atlas of Surgical Techniques in Major 
Surgical Procedures: Neck, Thorax, Abdo¬ 
men and Pelvic Surgery. By R. Michel-Bechet. 
Paris: G. Doin et Cie., 1959. Pp. 580, with 
1,125 illustrations by P. Contier. 

This magnificent one-volume work is time¬ 
ly and extremely practical. The accent is 
on the illustrations, which are splendid, 
while the text is reduced to the most neces¬ 
sary essentials. To use the author's own 
phraseology, he intended “a maximum of il¬ 
lustrations and a minimum of text.” giving 
as a reason his conviction that the surgeon 
can thus promptly refresh his knowledge of 
the different steps of an operative procedure 
prior to its performance. He also points out 
that the work is intended not to replace the 
existing great texts on surgical technic, but 
to serve as a means of immediate consulta¬ 
tion and as a refresher in anatomic and 
operative details. 

Only the essentials are brought into sharp 
focus; not all surgical technics are described 
and depicted. The author has selected only 
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those general surgical procedures which are 
in constant use, pointing out the accepted 
methods, the author’s personal technic and 
his modifications of standard operations. 

All in all, this is a work of extremely 
practical value and should be in the library 
of every' practicing surgeon, be he specialist 
or general surgeon, and certainly in the 
hands of the student, resident and intern, as 
well as those who are called on to perform 
emergency operations. 

Not enough can be said about the excel¬ 
lence of the illustrations. They are prac¬ 
tical, brilliantly executed and highly instruc¬ 
tive. The work can be unreservedly recom¬ 
mended, not only' as a reference book but as 
a general aid to the surgeon. While it has 
particular value to those who read French, 
the illustrations will serve very well, for they 
“speak” volumes. 

—Max Thorek, M.D. 

Current Therapy, 1959. Edited by Howard 
F. Conn. Philadelphia: The W. B. Saunders 
Company, 1959. Pp. 781. 

With this publication. Current Therapy 
begins its second decade of service to the prac¬ 
ticing physician. Prepared with the aid of 
an imposing consulting board, this edition 
brings up to date authoritative therapeutic 
procedures in all situations that confront the 
practitioner. The editorial policy has been 
altered through the years, and while in early 
publications two to four methods of treatment 
for any specific disease were described, the 
editor now presents more than one treatment 
only when major differences of opinion exist 
among recognized authoi-ities. A policy of 
rotation of topics among authors has made 
for more concise presentation. 

New in this edition are tables of normal 
laboratory values of clinical importance, a 
list of packaging information on all drug?, 
mentioned and a table of pediatric dosage. 
The section on poisoning has been enlarged. 

As every physician and surgeon knows. 
Current Therapy is an indispensable serie-. 
and should be in constant use by every prac- 
tioner. 

—M. T. 
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Carcinoma of the Breast—Radiological As¬ 
pects. Berman, H. L., Col. M.C., U.S.A., M. 
Ann. 27:287, 1958. 

The role of radiation therapy in the defini¬ 
tive management of carcinoma of the breast, 
even at this late date, remains more or less 
an enigma. Statistical analyses dealing with 
this subject are not easy to evaluate. 

In determining the indications for various 
methods of treatment for mammary carci- 
noma, one must be concerned with the extent 
of the disease, or so-called clinical staging. 
There ai-e several classifications, most of 
which generally categorize all patients into 
four groups: 

Stage 1: Small tumor localized to the 
bi-east. 

Stage 2: Tumor in the breast plus limited 
axillai'y metastases. 

Stage 3: Extensive local and axillary 
spread. 

Stage 4: Distant metastases. 

The author advances the following recom¬ 
mendations for the treatment of carcinoma 
of the breast: 

Stage 1 .—Radical mastectomy alone. The 
author considers information obtained by ex¬ 
amination of the axillai-y contents definitely 
valuable. In his opinion, the overall morbidity 
rate associated with this procedure is not 
greater than that which accompanies the 
intensive irradiation supplemental to simple 
mastectomy by McWhirter’s technic. This 
irradiation is unnecessary for patients with¬ 
out axillary metastases. For lesions in the 
medial half of the breast and for patients 
who have “positive” axillary nodes, postopera¬ 
tive 'irradiation to the axillary-supraclavicular 
area and the internal mammary chain is rec¬ 
ommended. Notwithstanding its alleged in¬ 
effectiveness, the author is still convinced that 
there are instances in which the diseases may 
be limited to the area that can be covered by 
irradiation, and an occasional patient may be 
salvaged. 


Stage 2 .—Simple mastectomy and intensive 
postoperative irradiation (McWhirter tech¬ 
nic). 

Stage 3 .—Irradiation alone. Patients in 
this stage have extensive disease, with such 
criteria of inopei-ability as inflammatory car¬ 
cinoma, extensive edema of the skin and fixa¬ 
tion of the tumor to the thoracic wall. 

As regards the new high voltage or super¬ 
voltage machines, including the cobalt bomb 
and the betatron, it is unlikely that any im¬ 
provement in the survival statistics will re¬ 
sult from the use of these machines, since 
there is a limit to the amount of radiation 
the tissues can tolerate, and since surgeons 
have ample experience with high doses of 
radiation. 

William E. North, M.D. 

Dysfunctional Uterine Bleeding. Thomas, 
H. H., Southern M. J. 51:1266, 1958. 

A simplified approach to this type of bleed¬ 
ing has become available during the past three 
years, with the advent of the long-acting 
estrogen and progesterone preparations, and 
this eliminates the complicated pill and injec¬ 
tion formulas that have long been standard 
in the therapy of dysfunctional uterine bleed¬ 
ing. 

The hormone preparations, used singly or 
in combination, have proved their value in 
controlling and handling abnormal bleeding. 

Edmund Lissack, M.D. 

The Scalenus Anticus and Related Syn¬ 
dromes. Upmalis, I. H., Surg., Gynec. & Obst. 
107:521, 1958. 

The author cites numerous anatomic causes 
that predispose to the development of the 
scalenus anticus syndrome by compressing the 
neurovascular bundle. In most of the cases de¬ 
pression of the shoulder, with or without ele¬ 
vation of the thoracic operculum, was the 
chief factor in causing intermittent and pro- 
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longed stretching and compression of the 
neurovascular bundle. 

The author states that the diagnosis at 
times can be difficult. In general, the syndrome 
occurs between the ages of 20 and 60. It is 
more often observed in the female than in the 
male, especially if there is a history of trau¬ 
ma. The most common symptoms are pain 
and paresthesia of the involved arm, in areas 
chiefly supplied by the ulnar nerve. Physical 
examination may reveal no abnormalities, such 
as impairment of touch, pain and temperature, 
muscular atrophy and ischemic changes in the 
extremity. 

Treatment is conservative, consisting of 
physiotherapy aimed at strengthening the 
trapezius muscle. Surgical treatment is indi¬ 
cated for patients with definite neurologic or 
vascular changes in the extremity if they fail 
to respond to conservative management. 

John A. Zieman, M.D. 

Cancer of the Ovary. Cron, R. S., M.D. 
Philippine J. Cancer 2:95, 1958. 

The incidence of ovarian neoplasms in a 
hospital caring for private patients only is 
9.1 per cent. Only 11.1 per cent of the tumors 
were malignant. Ascites was present in 247 
per cent. Ovarian malignant disease is re¬ 
ported to be increasing, if due consideration 
is given for the increasing age of the Ameri¬ 
can woman. 

Success in treatment depends upon the his- 
togenetic, histologic and clinical extent of the 
disease. The survival rate for all types of 
ovarian cancer is about 45 per cent. Surgical 
intervention is still the most satisfactory ap¬ 
proach to treatment. Early diagnosis, how¬ 
ever, by means of pelvic examination, is a 
most important factor in combating the high 
mortality rate of this disease. Routine radia¬ 
tion therapy, especially that delivered by the 
radiocobalt apparatus should be utilized when¬ 
ever possible. 

Ovarian carcinoma has often been called 
tin 1 "silent” tumor of the abdomen. It is 
true that a high percentage of such tumors 
produce no symptoms, and. even though routine 
periodic pelvic examinations are performed, 
s.vmptomlosy carcinoma will be detected only 


a few times in the life of the average gynecol¬ 
ogist. 

Edmund Lissack, M.D. 

Carcinoma of the Thyroid in Children 
After X-Ray Therapy in Early Childhood. 
Rooney, D. R., and Powell, R. W., J.A.M.A. 
169:69, 1959. 

Ten cases of carcinoma of the thyroid in 
children aged 17 or younger have been added 
to the recorded cases, bringing the total to at 
least 357. The cases of these 10 children are 
all of the cases of thyroid carcinoma in this 
age group recorded in the six major hospitals 
of Atlanta, Georgia. Seven of the 10 patients 
had been given roentgen therapy in infancy or 
early childhood for benign conditions. The 
7 cases have been added to the reported cases 
of thyroid carcinoma in children after irradia¬ 
tion, bringing the total of 121. 

Approximately one-third of all children with 
carcinoma of the thyroid had been treated 
with radiation therapy to the head, neck or 
thorax. This neoplasm is increasingly re¬ 
ported as occurring in children. The more 
frequent diagnosis can be correlated, among 
other things, with the formerly prevalent use 
of roentgen therapy for benign conditions in 
children. This correlation suggests that ir¬ 
radiation of the head, neck or chest in infancy 
or early childhood may be a causative factor in 
the development of thyroid carcinoma later in 
childhood. It it is valid one should expect an 
eventual decrease in the incidence of this neo¬ 
plasm in children, as the practice of irradia¬ 
tion for benign childhood conditions decreases 
or is abandoned. 

Small quantities of radiation in infants or 
young children may be followed by thyroid 
carcinoma, but even large doses to the thyroid 
area in an adult are apparently not followed 
by an increased incidence of this neoplasm, 
and the use of radiation therapy for adults 
when indicated should not have to be re¬ 
stricted. Further studies are needed before 
definite conclusions can be reached. Until that 
time, young children, with few or no excep¬ 
tions, should be protected from all ionizing 
radiation in the treatment of nonmalignant 
conditions. 

William E. North. M.'l). 
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Mesenterial Lipoma Simulating Genital 
Tumor. Klier, E., Zntrlbl. f. Gynaek. 80:269, 
1958. 

Mesenteric tumors are subserous formations 
classified, according to the site of their origin, 
as mesenteric, retroperitoneal and undeter¬ 
mined. The cystic forms occur three or four 
times as frequently as do the solid types, 
which are usually lipomas and only occasion¬ 
ally fibromas, myomas or sarcomas. In most 
cases these masses are incorrectly diagnosed 
preoperatively as adnexal or uterine tumors. 

The author reports the case of a 54-year-old 
primipara, in the menopause for one and one- 
half years, who complained of occasional burn¬ 
ing pain in the upper part of the abdomen, 
abdominal fullness and pressure for the past 
three months. She had lost 15 pounds (6.8 
Kg.) of weight within six months and com¬ 
plained of frequent fatigue. The value for 
hemoglobin was 61 per cent; the red blood cell 
count was 3,200,000 per cubic millimeter, and 
the sedimentation rate was increased. 

Physical examination revealed, instead of a 
corpus uteri, a palpable tumor the size of a 
man’s head, extending upward and to the 
right. Flat, hard, irregular immobile indura¬ 
tions were palpated to the right of and above 
the umbilicus. The history and observations 
led to a diagnosis of malignant adnexal tumor 
with extensive omental metastases or, alter¬ 
nately, of gastric carcinoma with Krukenberg 
tumors. A gastrointestinal series, however, 
gave negative results, making a genital origin 
of the growth even more likely. 

Laparotomy revealed an irregular, hard, 
smooth tumor of the aforementioned size in 
the right lower abdominal quadrant. The mass 
was connected with the mesentery by a finger- 
thick cord, about iy 2 inches (3.7 cm.) in length. 
After removal of this tumor another one, twice 
as large, \vas exposed after the incision had 
been enlarged upward. It was located between 
the two mesenteric leaves of the ileum, and 
its surface showed lipomas up to plum size, 
some pedicled. The large mass was removed, 
and a length of small intestine (110 cm.) at 
the ventral side of the tumor was resected. 
The patient’s recovery was uneventful. 

The weight of the two masses was 4.15 and 
2 Kg. respectively. Both were partly soft, 


partly hard, yellowish and edematous. Micro¬ 
scopically they were identified as benign fibro- 
lipomas with central calcification. 

Outstanding in this case, as in others, were 
the scant and misleading symptoms and signs, 
prompting the erroneous diagnosis of the 
tumor’s derivation from the genital system 
and of its malignancy. 

Ernest G. Abraham, M.D. 

Treatment of Resistant Contracture of the 
Bladder Neck in Women by Plastic Revision 
of the Vesical Orifice. Falk, D., J. Urol. 79: 
447, 1958. 

The author discusses that ever-present fe¬ 
male problem, the “bladder neck syndrome.” 
These are the women who complain of symp¬ 
toms of obstruction, infection, frequency, ur¬ 
gency, and nocturia. 

Nine patients were operated upon, with re¬ 
vision of the vesical neck by the retropubic 
approach. None of these women were cured, 
and the relief was transitory. 

In the author’s opinion, this syndrome re¬ 
quires more research as to causes, effects, diag¬ 
nosis and treatment. 

Shepard Jerome, M.D. 

Surgical Aspects of Carcinoma of the 
Breast. Horwitz, A., M. Annals 27:81, 1958. 

The surgical treatment of carcinoma of the 
breast is based on the classic concept that it 
begins as a focal disease and later, after an 
unknown length of time, becomes infiltrative, 
usually spreading to the regional lymph nodes 
or by the blood stream to more distant sites. 
If that assumption is true, the corollary fol¬ 
lows that the earlier the primary lesion is dis¬ 
covered and extirpated the greater the proba¬ 
bility of cure. 

The term “early,” however, is indefinite. The 
exact time of onset of carcinoma of the breast 
is impossible to determine. The time interval 
between the in situ stage and the infiltrative 
stage is unknown. Nor is it known definitely 
how long it takes for local disease to involve 
the regional nodes or spread to distant sites. 
There is no standard pattern in the progress 
of the disease. 
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The only absolutely “early” case is the “sur¬ 
prise” carcinoma discovered by the patholo¬ 
gist. In order to obtain more of these, a closer 
scrutiny should be given to those “borderline” 
cases. When there is persistent thickening or 
grittiness of the breast, especially in the upper 
outer quadrant or tail, especially in a patient 
past 40, a wedge of this tissue should be re¬ 
moved for biopsy. Recurrent cysts appearing 
after several biopsies should be an indication 
for the removal of all breast tissue through 
a submammary incision, without removal of 
the nipple, for there is growing evidence that 
women to whom this applies run a greatly in¬ 
creased risk of carcinoma. And what is more 
distressing is that often the carcinoma in 
these cases is obscured by the cystic disease 
or by the previous surgical procedures, so that 
its discovery is much too late. 

Irradiation is excellent for palliation. After 
radical mastectomy, if there is fairly exten¬ 
sive involvement of the axillary nodes, irradia¬ 


tion may be used. Whether it improves the rate 
of survival is questionable. 

Surgical castration is advised for all women 
with functioning ovaries if there is any in¬ 
volvement of the axillary nodes. Newman has 
observed metastases to the ovaries in about 50 
per cent of patients with extensive metastases. 

Adrenalectomy and hypophysectomy are 
still in the experimental stage. 

Chemotherapy at the time of operation may 
be found useful in preventing the dissemina¬ 
tion of viable malignant cells in the general 
circulation. 

Operation is not the ultimate answer to the 
problem, but until something more effective is 
found it offers the patient her best chance of 
cure. Currently the radical mastectomy, as 
Halsted said more than 60 years ago, “done 
properly and in time,” is certainly the best 
hope of the patient with carcinoma of the 
breast. 

William E. North, M.D. 


To William Worrall Mayo, a physician was a dedicated person who must put the 
welfare of his patients before his own private gain. He and his sons were there 
not to accumulate moncv. but to help people to be healed. His own wanderings, 
his excursions into tailoring, land surveying and politics, bad gi\en him insight 
into people s minds. . . . They were adequately paid for their services, but the interest 
of their work seemed to satisfy the larger hunger. Placing personal character above 
personal possessions was the first lesson which Doctor Mavo taught his sons. In 
I.urope. «uch unworldly notions might have turned the sons into a pair of dilettantes, 
hut in the bracing mental atmosphere of the north-west, it was possible to switch 
over the energy which most men applied to dollar-making into the pursuit of profes- 
sional efiiriencv. 


—IT Miami 
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There is still room for improvement, particularly in the technique of those opera¬ 
tions which are not considered to be major surgery. Haemorrhoids are still torn 
rather than dissected out; the average operation for hernia is still coarse, traumatic, 
and unphysiological; and even the gentle surgeon is often content to apply his 
principles to the deeper layers only, forgetting the physiology of the skin and sub¬ 
cutaneous tissues. Yet the day is clearly not far distant when all operations will 
he done with the unhurried exactness of the surgeon-neurologist, when all scars 
will he the invisible line of the plastic surgeon. For the beautiful scar is more than 
a work of art. Wherever placed it is proof of healing, not merely without sepsis 
hut without any recognizable reaction to repair: it is a guarantee of lasting comfort 
for the patient and of untainted soil for the man who may have to come afterwards. 
It is the signature of the gentle surgeon. 


—Opihic 














































IMPORTANT ANNOUNCEMENT 

Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 

European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 

A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 

Les auteurs d’articles scientifiques destines a etre publies dans le Journal 
du College international de chirurgiens sont pries d’adresser leurs articles 
a l’adresse suivante pour l’Europe, le Proche et le Moyen Orient. 

Bureau Europeen du 
College international de chirurgiens 
6-8 rue de la Confederation 
Geneve (Suisse) 

Un comite a ete nomme pour Pexamen des articles a paraitre. Les 
auteurs sont pries de joindre a leur travail de brefs resumes en frangais, 
anglais, allemand, espagnol, italien et portugais si possible. 



The following pages comprise 


Section 11 

the 

BULLETIN 


Journal 
of the 

International College of Surgeons 



Schedule of Meetings- 

INTERNATIONAL COLLEGE OF SURGEONS 


1959 

June 19-21 

Lyons, France 

French Section 
International College of Surgeons 

July 15-16 

Managua, Nicaragua 

Nicaragua Section 
International College of Surgeons 

July 25-26 

Amsterdam, Netherlands 

The Netherlands Section 
International College of Surgeons 

August 8-9 

Helsinki, Finland 
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October 30 

Hong Kong, China 
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November 2 
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(Canada, Mexico, U. S., Central American and Caribbean Sections) 
International College of Surgeons 
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POSTGRADUATE CLINIC TOUR 

October 10 - November 28 
Dr. Edward L. Compere, Coordinator 
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TWELFTH BIENNIAL INTERNATIONAL CONGRESS 
International College of Surgeons 
Prof. Dr. Piclro Valdoni, Rome, Congress President 
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Twenty'Fourth Annual Congress 
North American Federation 
International College of Surgeons 

Comprising 

THE UNITED STATES OF AMERICA, CANADA, THE UNITED STATES OF MEXICO, CUBA, 
HAITI, GUATEMALA, HONDURAS, EL SALVADOR, NICARAGUA, COSTA RICA AND PANAMA 

September 13-17, 1959 

Palmer House Chicago, Illinois 


We anticipate a splendid scientific pro¬ 
gram at the Twenty-Fourth Annual Con¬ 
gress of the North Ameidcan Federation 
of the International College of Surgeons, 
to be held September 13-17, 1959, at the 
Palmer House in Chicago. 

Our best guarantee of the excellence of 
the program lies in the caliber of the men 
who are organizing it. 

The General Chairman 
The general chairman of the Congress 
is Dr. Alexander Brunschwig, F.A.C.S., 
F.I.C.S. (Hon.), D.A.B., of New York. 

Dr. Brunschwig is clinical professor of 
surgery at Cornell University and chief 
of the gynecologic service at the Memorial 
Center for Cancer and Allied Diseases. He 
is one of America’s outstanding surgeons, 
known throughout the world for his skill 
and his thoroughness. His whole life is 
devoted to the surgical treatment of can¬ 
cer and research into the cause, or causes, 
of the disease. For his achievements in 
this field he has won the considered re¬ 
spect of his peers and has the immeasur¬ 
able satisfaction of knowing he has saved 
and prolonged lives against great odds. 

Dr. Brunschwig is an excellent teacher, 
exacting but generous and helpful. lie is 


conspicuously successful in training and 
inspiring younger men both in surgery and 
in x-esearch. He is sensitive to the human 
potential and eager to give it encourage¬ 
ment and opportunity to develop. 

Dr. Brunschwig is vice-president of the 
International College of Surgeons and a 
member of its International Board of 
Governors, as well as vice-president of the 
United States Section. 



I)r. Peter A. Rom 
r.A.c.s.. r.i.r\s. 

Oiir.i"o. Illinoiv 
Cltairrrten 

General Program Committee 
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General Program Committee 

The chairman of the committee of dis¬ 
tinguished surgeons who is organizing the 
general program of the Congress is Dr. 
Peter Rosi, F.A.C.S., F.I.C.S., of Chicago. 
Dr. Rosi is associate professor of surgery 
at Northwestern University Medical 
School; professor of surgery at Cook 
County Gi'aduate School, and an attending 
surgeon on the staff of the Chicago Wesley 
Memorial Hospital. Dr. Rosi has served 
the College previously as chairman of the 
program committee and has earned the 
gratitude of officers and members alike for 
the generous contribution of his time and 
effort, as well as admiration for his ex¬ 
traordinary organizing ability. 

Members of the committee associated 
with Dr. Rosi include: 

Dr. Charles S. White, F.A.C.S., F.I.C.S., 
an outstanding surgeon of Washington, 
D.C., who is chief of Doctors Hospital; 
consultant in surgery to Central Dispen¬ 
sary and Emergency, George Washington 
University and Garfield Memorial Hospi¬ 
tals and to Columbia Hospital for Women; 


Dr. John B. O’Donoghue, F.A.C.S., 
F.I.C.S., of Chicago, who is clinical pro¬ 
fessor of surgery at the Stritch School of 
Medicine of Loyola University; professor 
of surgery at Cook County Graduate 
School of Medicine, and attending surgeon 
at Cook County, Mercy and St. Elizabeth 
Hospitals; 

Dr. William G. Stephenson, F.A.C.S., 
F.I.C.S., of Chattanooga, Tennessee, regent 
of the State of Tennessee for the United 
States Section of the International College 
of Surgeons, who is the founder of the an¬ 
nual Tennessee Valley Medical Assembly 
and a leader in organizing its scientific 
programs; 

Dr. Arnold S. Jackson, F.A.C.S., F.I.C.S. 
(Hon.), of Madison, Wisconsin, former 
president of the United States Section of 
the International College of Surgeons and 
former president of the American Goiter 
Association, who was conspicuously suc¬ 
cessful as coordinator of the 1958 Inter¬ 
national College of Surgeons Around-the- 
World Postgraduate Clinic Tour; 

Dr. Harold 0. Hallstrand, F.A.C.S., 



Dr. Charles S. White Dr. John B. O’Donoghue Dr. Wni. G. Stephenson 

F.A.C.S., F.I.C.S., D.A.B. F.A.C.S., F.I.C.S., D.A.B. F.A.C.S., F.I.C.S., D.A.B. 

Washington, D.C. Chicago, Illinois Chattanooga, Tennessee 
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Dr. Arnold S. Jackson 
F.A.C.S., F.I.C.S., D.A.B. 
Madison, Wisconsin 


Dr. Harold O. Hallstrand 
F.A.C.S., F.I.C.S., D.A.B. 
South Miami, Florida 


Dr. E. X. C. McAmmond 
F.R.C.S., F.I.C.S. 
Vancouver, B.C., Canada 


F.I.C.S., of South Miami, Florida, who as 
chairman of the Southeastern Regional 
Meeting at the Americana Hotel in Miami 
Beach in January of this year scored a 
signal success as an organizer of a re¬ 
markable regional scientific meeting, and 
Dr. E. N. C. McAmmond, Vancouver, 


British Columbia, the highly able and pop¬ 
ular secretary of the Canadian Section of 
the International College of Surgeons. 

With cooperation and frequent consulta¬ 
tions this committee of capable surgeons is 
bound to produce an outstanding program 
in general surgery. 


The Specialties 


Much of the value and fascination of a 
Congress of the International College of 
Surgeons lies in the number and variety 
of excellent programs arranged for the 
surgical specialties. 

No one is more aware than is the sur¬ 
geon of the fact that a patient is not an 
isolated case of this or that but a whole 
human being and that to treat him suc¬ 
cessfully by means of surgery also entails 
consideration of many facets of his physi¬ 
cal and psychological personality. Indeed, 
frequently the modern surgeon finds that 
treatment that is solely surgical may vet 
involve complicating aspects, to deal with 
which highly technical knowledge that is 


outside his own field is necessary. Sur¬ 
gery is no longer one science and one art. 
It is a complex of highly specialized dis¬ 
ciplines, each taxing, at that, the capacity 
of the human mind to encompass its 
ramifications. 

In addition, therefore, to maintaining a 
division of general surgery, a surgical 
society to do justice to the growth of sur r ., 
gical knowledge has to break itself down’ 
to surgical specialties. 

The International College of Surgeons is 
particularly proud of the strength of its' 
surgical specialty divisions, each of which 
plans and organizes its own comprehensive 
program. 


i nm;; n. JVNr, 



Committees on Programs for the Specialties 

Colo-proctologic Surgery 

Honorary Chairman 

Dr. Clement L. Martin, F.A.C.S., F.I.C.S., D.A.B., Chicago 

Chairmen 

Dr. Harry E. Bacon, F.A.C.S., F.I.C.S. (Hon.), D.A.B., Philadelphia 
Dr. Curtice Rosser, F.A.C.S., F.I.C.S., D.A.B., Dallas, Texas 

Local Chairman 

DR. Francis Wolfe, F.A.C.S., F.I.C.S., D.A.B., Chicago 

Secretary 

Dr. James P. Fleming, F.I.C.S., D.A.B., Rochester, New York 
Neurologic Surgery 

Chairman 

Dr. James W. Watts, F.A.C.S., F.I.C.S., D.A.B., Washington, D. C. 

Co-Chairman 

Dr. Harold C. Voris, F.A.C.S., F.I.C.S., D.A.B., Chicago 

Secretary 

Dr. Kenneth H. Abbott, F.A.C.S., F.I.C.S., D.A.B., Los Angeles 
Obstetric and Gynecologic Surgery 

Honorary Chairmen 

Dr. Virgil Counsellor, F.A.C.S., F.I.C.S. (Hon.), D.A.B., Rochester, Minnesota 
Dr. Nicholson J. Eastman, F.I.C.S. (Hon.), D.A.B., Baltimore, Maryland 
Dr. Frederick H. Falls, F.A.C.S., F.I.C.S. (Hon.), D.A.B., Chicago 
DR. William F. Mengert, F.A.C.S., F.I.C.S. (Hon..), D.A.B., Chicago 
Dr. Richard W. Te Linde, F.I.C.S. (Hon.), D.A.B., Baltimore, Maryland 

Chairman 

Dr. William J. Blackwell, F.I.C.S., D.A.B., Evanston, Illinois 

Secretary 

Dr. August Daro, F.I.C.S., D.A.B., Chicago 



Dr Harry E. Bacon Dr. Curtice Rosser Dr. James W. Watts 

F.A.C.S., F.I.C.S. (Hon.), D.A.B. F.A.C.S., F.I.C.S., D.A.B. F.A.C.S., F.I.C.S., D.A.B. 

Philadelphia Dallas, Texas Washington, D.C. 
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Dr. William J. Black'vell 
F.I.C.S., D.A.B. 
Evanston, Illinois 



Dr. Richard A. Perritt Dr. Alan A. Schcer 

F.I.C.S., D.A.B. F.A.C.S., F.I.C.S., D.A.B. 

Chicago yew A ork 


Ophthalmologic Surgety 

Chairman 

Dr. Richard A. Perritt, F.I.C.S., D.A.B., Chicago 
Secretary 

DR. LOUIS Savitt, F.I.C.S., D.A.B., Chicago 

Oto-Rhino-Laryngologic Surgery 

Chairman 

Dr. Alan A. Scheer, F.A.C.S., F.I.C.S., D.A.B., New York 

Secretary 

Dr. Louis Savitt, F.I.C.S., D.A.B., Chicago 

Orthopedic Surgery 

Honorary Chairman 

Dr. ArthurSteindler, F.A.C.S., F.I.C.S. (Hon.),D.A.B., Iowa City,Iowa 

Chairman 

Dr. Newton jNIead, F.I.C.S., D.A.B., Evanston, Illinois 
Co-Chairmen 

Dr. Joseph E. Milgram, F.A.C.S., F.I.C.S., D.A.B.. New York 
Dr. Carlos SCUDERi, F.A.C.S., F.I.C.S.. D.A.B., Chicago 
Dr. Francis Glenn, F.I.C.S., D.A.B., Coral Gables, Florida 

Secretary 

Dr. Edward L. Compere, F.A.C.S., F.I.C.S., (Hon.), D.A.B., Chicago 

Plastic and Reconstructive Surgery 

Chairman 

Dr. Nf.al Owens, F.A.C.S.. F.I.C.S., D.A.B., New Orleans, Louisiana 

Co-Chairman 

Du. James B. Johnson. F.I.C.S.. D.A.B., Beverly Hills. California 

Si ere tarn 

Dr. James F. Down. F.A.C.S., F.I.C.S., D.A.B.. St. Louis. Mis-otiri 
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Dr. New ton Mead 
F.I.C.S., D.A.B. 
E\ anston, Illinois 



Dr. Chester C. Guy 
F.A.C.S., F.I.C.S., D.A.B. 
Chicago 



Dr. Neal Owens 
F.A.C.S., F.I.C.S., D.A.B. 
New Orleans, Louisiana 



Dr. Gershom J. Thompson 
F.A.C.S., F.I.C.S. (Hon.), D.A.B. 
Rochester, Minnesota 


Surgery of Trauma and Rehabilitation 

Chairman, Dr. Chester C. Guy, F.A.C.S., F.I.C.S., D.A.B., Chicago 
Co-Chairman, DR. Gillmor Long, F.I.C.S., Chicago 

Urologic Surgery 

Dr. Gershom J. Thompson, F.A.C.S., F.I.C.S. (Hon.), D.A.B., Rochester, Minnesota 

Co-Chairman 

Dr. Adolph Kutzmann, F.A.C.S., F.I.C.S., D.A.B., Los Angeles 

Secretary 

Dr. John W. Dorsey, F.A.C.S., F.I.C.S., D.A.B., Long Beach, California 

Treasurer 

Dr. M. Leopold Brodny, F.A.C.S., F.I.C.S., D.A.B., Boston 
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Founded by Dr. Max Thorek 
(Geneva, Switzerland, 1935 - Washington, D. C., 1940) 

A World Federation of General Surgeons & Surgical Specialists, Inc. 
"Instrument of the Free World" 


OFFICE OF THE 

INTERNATIONAL SECRETARY GENERAL 
850 WEST IRVING PARK ROAD 
CHICAGO 13. ILLINOIS 

Dear Doctor: 

We are preparing a Directory of the membership of the International College 
of Surgeons in the United States and the rest of the world. This will include 
also the Constitution and Bylaws of the College, information on qualifications for 
membership, a description of the activities of the College, as well as a full 
list of members, alphabetically and regionally arranged, with pertinent information 
about each member. 

The publication of this Directory will entail an expense to the College of 
between 25 and 30 thousand dollars. The material is now being prepared for the 
printers, and we are soliciting your subscription for a copy of this handy and 
informative volume. 

The pre-publication price for a copy of this important book Is $5.50 — 
after publication $7.50. 

We would appreciate your cooperation. Please return the attached sub¬ 
scription blank in the enclosed self-addressed envelope, and oblige 


Yours sincerely, 

PUBLICATIONS COMMITTEE 
INTERNATIONAL COLLEGE OF SURGEONS 



Directory Department 
International College of Surgeons 
1516 Lake Shore Drive 
CHICAGO 10, ILLINOIS 
U. 5. A. 

Tlcnrc enter mv subscription lor one volume (or 
more if desired) of the DIRECTORY OF THE 

INTERNATIONAL college of surgeons. 

• or which I enclose niy check for $5.30 per volume 
I’rr-iribliratior. price. Plcn'e rend bool: to: 


Dr. 


NAME (Pirate print) 


Adders* 


City, 






PALMER HOUSE —CHICAGO 

Congress Headquarters 

September 13-17, inc., 1959 


For information regarding preliminary program and reservations, etc. 

address: 

Secretariat 

International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 
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APPLICATION FOR HOTEL RESERVATIONS 


TWENTY-FOURTH ANNUAL CONGRESS 

North American Federation 

(Canada, Mexico, U. S. and Central American Sections) 

INTERNATIONAL COLLEGE OF SURGEONS 

PALMER HOUSE —CHICAGO 

Congress Headquarters 

September 13, 14, 15, 16, 17, 1959 

Note: The headquarters hotel is reserving a suffciently large block of 
rooms for those who will be attending the Congress. However, early res¬ 
ervations are necessary to hold this block of rooms. 

PALMER HOUSE 

Single Rooms Double Rooms Twin Rooms Parlor and 

$8.00 and up $l5.00-$22.50 $l6.00-$24.50 I Bedroom 

$40.00 and up 
[I person) 

Mail to: ROOM reservations 
THE PALMER HOUSE 

CHICAGO 90, ILLINOIS 


Please make the following reservation for the 24th Congress of the International 
College of Surgeons: 

Single Room Double Rooms Twin Rooms Parlor and I Bedroom 
$ fo $ $ to $ $ to $ $ to $ 

Arriving a.m. or p.m. Departing a.m. or p.m. 

Please include the names of all persons who will occupy rooms requested 




Confirm reservation to: 




Ramstedt^s Operation 


Conrad Ramstedt 
b. 1867 


HAMILTON BAILEY 

F.R.C.S. (Eng.), F.A.C.S., F.R.S. (Edin.), F.I.C.S. (Hon.) 

SHOLDEN, KENT, ENGLAND 




Prof. Conrad Ramstedt, M.D. 
b. 1867 


As a result of post-mortem examina¬ 
tions on two infants who had died of the 
disease, hypertrophic pyloric stenosis of 
infants was first described by Harald 
Hirschsprung* in 1888. Hirschsprung’s 
paper aroused world-wide interest, but in 
spite of the high mortality of the condi¬ 
tion physicians were reluctant, if not 
vehemently opposed, to advise operation 
for its relief. From 1892 to 1912 reports 
of attempts to relieve the obstruction by 
various forms of pyloroplasty appeared 
from time to time; nearly all ended fatally. 
One notable exception was a patient oper¬ 
ated upon by Lobker, who employed gas¬ 
trojejunostomy. In 1907 Fredet suggested 

* Harald Hirschsprung, 1830-1916. Physician, 
Queen Louise Children’s Hospital, Copenhagen. 


a new operation in which the serous mus¬ 
cular coats of the pylorus alone were 
severed. Fredet’s operation and that of 
Weber (1908) paved the way for Ram- 
stedt’s operation, which was described in 
1912. 

Ramstedt’s two successful cases were 
reported at a Medical Congress held in 
Munster in 1912, and were published in 
the Medizbrische Iilinik of October 20, 
1912. The report of the first case reads 
as follows: 

When in September 1911 ... I was first 
confronted with an operation for pyloric 
stenosis, I decided to perform the partial 
pyloroplasty according to Weber. During 
the operation I noticed, after section of 
the firmly contracted, almost bloodless and 
hypertrophied muscular ring, that the 
wound edges gaped markedly; I had the 
impression that the stenosis was already 
overcome. Nevertheless I sutured the in¬ 
cision transversely in order to complete 
the Weber pyloroplasty. The tension of 
the wound edges was, however, very great 
and the sutures cut through so that the 
union of the wound edges in the opposite 
direction was incomplete. I therefore 
covered the sutured area with a tag of 
omentum for protection. 

The child is cured. To-day, about one 
year after the operation, he is developed 
as well as any child of his age. 

In the second case Ramstedt decided to 
leave the incision gaping; it was a com¬ 
plete success. The second infant operated 
on by Ramstedt was the son of a physician, 
and it is remarkable that nearly all the 
patients on whom Ramstedt operated for 
this condition early in his large series were 
the children of medico 1 
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Since the introduction of the Ramstedt 
procedure the operative mortality has 
fallen from 50 per cent to little more than 
one per cent. 

Conrad Bamstedt, the son of a physi¬ 
cian, was born at Hamersleben, a village 
in Central Prussia. He attended the gym¬ 
nasium at Magdeburg and studied medi¬ 
cine at Heidelberg, Berlin and Halle, grad¬ 
uating M.D. Halle in 1894. From 1895 to 
1901 he was an assistant in the surgical 
clinic at Halle, and he then became a mili¬ 
tary surgeon. He held high rank in the 
medical department of the German army 
during the First World War, and after his 
discharge in 1919 became chief surgeon to 
the Rafaelklinik at Munster. Apart from 
five articles on the surgical treatment of 
hypertrophic pyloric stenosis, his main 
contributions to medical literature are the 
chapters on the surgery of the male genito¬ 
urinary organs which he wrote for the 
Handbuch der praktischen Chirurgie edited 
by Bergmann, Bruns and Mikulicz (1927). 

With regard to the eponym Ramstedt’s 
operation, it should be noted that the name 


is spelled “Rammstedt”* in the original 
report. 

Professor Ramstedt, now 93 years of 
age, is in excellent health. He is a connois¬ 
seur of art, and has made a special study 
of the Dutch Masters. His younger daugh¬ 
ter is a well-known sculptress—Tita Tork- 
Ramstedt, while Professor Ramstedt’s 
wife by his second marriage is a Directress 
of a Chemical-Pharmaceutical factory in 
Westphalia. 

^Professor Ramstedt charged his name from 
Rammstedt to Ramstedt 35 years ago, and this 
accounts for the two versions. In some text¬ 
books on surgery it is spelled with one “m”; in 
most, two “m” ’s. One “m” is correct. 


Thanks are due to Messrs. H. K. 
Lewis and Co. Ltd. of London, for 
permission to reproduce this biog¬ 
raphy from the forthcoming 3rd edi¬ 
tion of Bailey and Bishop's Notable 
Names in Medicine and Surgery, 
and to Professor Conrad Bamstedt 
for supplying the details of his 
career. 



7Munster, in the time when Conrad Ramstedt was Stirgc-on- 
in-thief. This building was dcslrojod bj bombing during World War II 
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Comments by the Founder 

A LESSON FOR OUR DAY 


Exactly one hun¬ 
dred years ago, on 
June 24, 1859, in a 
village in northern 
Italy, a battle was 
fought between the 
Franeo-S ardin- 
ian army and the 
Austrian forces. 
While in the roster 
of the world’s polit¬ 
ically decisive bat¬ 
tles this one is not 
overweeningly conspicuous, it is doubtful 
whether in all history there was a battle 
the results of which were more revolu¬ 
tionary. 

It was the battle of Solferino. 

Present in a nonofficial capacity was 
Jean Henri Dunant, a Swiss banker, then 
in his early thirties, who during the Cri¬ 
mean War had been profoundly moved by 
Florence Nightingale’s efforts to mitigate 
the sufferings of the wounded. 

From his observation post, Dunant was 
able to watch the engagement. Three 
hundred thousand men took part. They 
acquitted themselves with valor. The gen¬ 
erals commanded and countercommanded 
according to the science of warfare and 
the demands of the situation. The long 
midsummer day waned. The armies with¬ 
drew. (Eventually Napoleon III, Em¬ 
peror of France, and Franz-Joseph, Em¬ 
peror of Austria, met, shook hands, and 
history turned another page.) But on the 
battlefield lay forty thousand dead and 
wounded. It took three days and three 
nights to bury the dead. As the hours, 
days, and weeks passed, the number of 
the dead increased, for the wounded were 


dying in spite of the efforts of the good 
folk of Castiglione, the town on the out¬ 
skirts of which Solferino is located, to 
care for them. Organized by Dunant, the 
citizens, especially the women, made no 
distinction between nationalities. “Tutti 
fratelli,” they said, recognizing the im¬ 
memorial brotherhood of suffering. 

But if there was a brotherhood of the 
suffering and an even more permanent 
brotherhood of the dying and the dead, 
argued Dunant to himself, could not there 
be a similar recognition of the brotherhood 
of those who sought to mitigate those 
horrors? Could not the surgeons, the 
nurses, the stretcher-bearers, the volunteer 
workers, be declared universally and once 
and for all, together with their charges, 
non-belligerent, neutral and inviolable? 

Meanwhile for a week he labored to find 
shelter for the wounded, to secure food 
and surgical supplies, to train the willing 
but inexperienced volunteers, to do what 
he could, grateful to the warm-hearted Ital¬ 
ians who shared his pity and his work, but 
inwardly cursing the lack of preparedness, 
the inadequacy of the medical services, 
the downright callousness of kings and 
emperors, prime ministers and generals, 
and their disregard for the victims of 
their high politics and brave military ad¬ 
ventures. 

When he returned to Geneva, his home, 
he enlisted the cooperation of friends, who 
sent funds and supplies to Castiglione. 
The horror of the situation there abated. 

But for Dunant that was not enough. 
He wrote his memorable book Un Souvenir 
de Solferino and he electrified the world. 
Men and women in all stations of life 
joined his crusade. He traveled over Eu- 



Dr. Max Thorek 
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rope, soliciting the support of kings and 
courtiers, statesmen and diplomats. The 
writers of the world took up his message 
and repeated it in all languages. Doctors, 
surgeons, men of science, applauded. Even 
generals and politicians could no longer 
ignore the issue. As King John of Saxony 
remarked: 

“A nation which did not join this hu¬ 
manitarian cause would be banned by 
public opinion in Europe.” 

In 1863, at Geneva, Switzerland, the 
International Red Cross was organized. 
Its growth, the ramification of its sendees, 
its ever-increasing activity, are a matter 
of record and sure evidence in this divided, 
even splintered, world of the possibilities 
of international cooperation. 

Proud as D unant was of the Red Cross 
of his own day, and proud as he doubtless 
would now be of its magnificent achieve¬ 
ments, he was not then and he would not 
now be‘content to let himself or the world 
rest on laurels, no matter how well merited. 
For Dunant looked far ahead and he fore¬ 
saw the possibilities of international effort 
to raise the standard of health throughout 
the world, to rehabilitate the handicapped, 
to further cooperation in medical and sur¬ 
gical research and to enlarge the field of 
science in the service of mankind. 


“It was the cause,” he wrote, “of suf¬ 
fering humanity" that I pleaded every¬ 
where.” 

It is most fitting that we of the Inter¬ 
national College of Surgeons should re¬ 
member Solferino. Many of us too have 
seen battlefields, battlefields compared to 
which Solferino was a miniature toy. We 
have seen horrors unimagined by Dunant. 
But like him we look forward and unre¬ 
mittingly work for the only way through 
which in our own day essential progress 
can be made—through international co¬ 
operation. Our great brotherhood of sur¬ 
geons of the world is an army of strength 
in the war against war and the horrors 
of war, against death and disease, and 
against that half-life of the handicapped 
who are in the world but not of it. 

The struggle of the International Col¬ 
lege of Surgeons to achieve its aims has, 
like the struggle of Dunant, not been an 
easy one. Realization always lags behind 
the dream. But the horizon of the potential 
always beckons on. We remember Flor¬ 
ence Nightingale and Jean Henri Dunant 
and the great procession of humanita¬ 
rians—with the world’s surgeons promi¬ 
nent among them—and our hopes are high. 

Max Tliorek 


The Editorial OfTice of the Journal of the International College of Surgeon* will 
appreciate receiving the name* of our member 8 who wi*h to aid in abstracting the 
foreign literature. Tho*e who are interested, kindiv communicate with Dr. Max 
Tliorek. Editor-in-Chicf. Journal of the International Colhge of Surgeon*. 850 We*! 
Irving Park lload. e o The American Ho-pital of Chicago. Chicago 13. Illinoi*. U.S.A. 
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Midsummer European Postgraduate Tour 

The Netherlands, Denmark, Norway, Sweden, Finland, 

Russia, Austria, Germany and France 
July 17 - August 27 

ROSS T. MclNTIRE, M.D., P.A.C.S. (Hon.) F.I.C.S. (Hon.; 

TOUR COORDINATOR 



This will be my last comment on our 
clinical tour through the northern Euro¬ 
pean countries. The roster is filled. In 
fact, we could have doubled the number. 
But it is impossible, due to hotel accom¬ 
modations. There will be forty surgeons 
and their families in the group. A number 
of our Fellows who will be in Europe on 
private tours intend to join at different 
points along the way. 

In my last notes I remarked about the 
excellence of the Finnish Section, and I 
am glad to say at this time that we can 
look forward to a most interesting visit 
there. The letters I have received are 
very cordial and the program outlined is 
most interesting. 

Russia at this time is still a question 
mark. Whether we will be simply tourists, 
or whether we will have an opportunity to 
see work in the hospitals of Leningrad 
and Moscow will not be answered for a 
few weeks. A request has been made to 
ser > official invitation to .« ' the 
ssian hospitals 4 
will have a favi 
"y interested t 
• in the broad 

little need 
visit. We ■ 

:■ Schon 
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ident of the Austrian Section, of a cordial 
reception and an opportunity to see the 
work being done in the University. Dr. 
Arthur Kline, secretary of the American 
Medical Society of the University of 
Vienna, is preparing a most attractive 
program. Sightseeing in Austria will be a 
highlight for the families. 

Our visit in Munich is being well organ¬ 
ized and, again, w'e will all have an oppor¬ 
tunity of seeing the beauty of Bavaria. 


Our final stop—Paris. For the surgeons, 
Drs. Thalheimer and Viala are planning 
much of interest. For entertainment, one 
has only to remember that—Paris is Paris. 

On all this journey through the inter¬ 
esting northern lands of Europe, one out¬ 
standing theme will be carried to the sur¬ 
geons of these countries: the plans that 
the Interaational College of Surgeons has 
to take its place as a leader in the broad 
field of rehabilitation. 


Another Opportunity to Travel 
The International College of Surgeons’ Way 

with 

DR. EDWARD L. COMPERE 
Tour Coordinator 


...IT'S GETTING CLOSE TO LAST CALL! 

INTERNATIONAL COLLEGE OF SURGEONS 

AROUND-THE-WORLD TOUR 

October-November 1959 


HAWAII—JAPAN—HONG KONG—SIAM—INDIA 
COLOMBO—EGYPT—HOLY LANDS—TURKEY—GREECE 


AIR FIRST CLASS $3480.00 


AIR TOURIST CLASS $2960.00 


BOOK NOW! 

CONTACT: International Travel Service, Inc. 

119 S. State Street 
Chicago, Illinois 



Official Tour Rcprcscntatnc for the International College of Surgeont 


VJ 
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Congress of the French Section 

Lyons 

June 19-21, 1959 

The 1959 Congress of the French Sec- the French Section, and all members of 

tion of the International College of Sur- the College are cordially invited, 

geons is being held June 19-21, 1959, at The Congress is under the auspices of 
the Faculty of Medicine, 8, Rockefeller the national ministries of public health and 
Avenue, in Lyons. of education. Minister Chenot is person- 

The Congress is open to all members of ally attending the opening ceremonies. 

Honorary Presidents of the Congress 

Prof. Henry W. Meyerding, Rochester, Minnesota, U.S.A. 

President, International College of Surgeons 

Prof. A. Mario Dogliotti, Turin, Italy 
President-Elect, International College of Surgeons 

Prof. Hermann 

Dean, Faculty of Medicine of Lyons 

Prof. R. de Yernejoul 

President of the National Medical Association of France 

International Honorary Committee 

Prof. Max Thorek, Chicago 

Founder and Secretary General, International College of Surgeons 

Presidents of Constituent Sections of the European Federation 
International College of Surgeons 

Dr. James Brailsford, Great Britain Dr. Leopold Lambert, Belgium 

Prof. George Chapchal, The Netherlands Prof. Alfonso de la Pena, Spain 
Prof. Fahri Arel, Turkey Dr. E. Kaiser, Switzerland 

Prof. A. W. Fischer, Germany Prof. Nicholas Louros, Greece 

Prof. Juuso Kivimaki, Finland Prof. Leopold Schoenbauer, Austria 

Prof. John Henri Oltramare, Switzerland 
Secretary, European Federation, International College of Surgeons 

Trench Honorary Committee 

The Inspector General of the Administration, Prefect of Rhone 
DR. Aujaleu, Director General of Public Health 
The Mayor of Lyons 
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His Eminence, Cardinal Gerliee, Primate of France 
The Rector of the University of Lyons 

Inspector-General Raymond Debenedetti, 

Surgeon General of the Armed Forces 

The President of the Chamber of Commerce of Lyons 

Prof. Gabrielle 

President of the General Council of Civilian Hospitals of Lyons 

Prof. Sedallian 

Director of the Pasteur Institute of Lyons 

Prof. Raymond Darget 

Vice-President, International College of Surgeons 

Prof. Agr. Andre Ameline 

Vice-President, International College of Surgeons 

Prof. Agr. Clavel 

President of the Surgical Society of Lyons 


Congress Committee 


President 

Prof. Jean Creyssel 

Secretary General 
Prof. Agr. Jacques Francillon 
Secretaries 

Prof. Agr. Georges de Mourgues 


Dr. Regis Ricard 
Dr. Jean Schnepp 

Treasurer 

Dr. Andre Gate 

Administrative Secretary 
Mademoiselle Coste 


Participants in the Scientific Program 


Abdominal Surgery 

Drs. H. L. Welti, F. Bolot, J. L. Brenier, 
J. M. Darricau, F. Lagrot, L. Leger and J. 
H. Marchand, M. Thalheimer and M. 
Aurousseau 

Surgery of the Hand 

Drp - Marc Iseun, D. Morel-Fatio and 
Hither 

Maxillofacial Surgery 

Brp. M. Darcissac and d'Esposito, C. Freidei. 
and F. n:: Mourgues. J. L. Grignon 

Ostoo-Articular Surgery 

u - Camera, it. Charry, j. j. Herbert. G. 
Rtl.l’N \U, G. VlGNON 

Thoracic Surgery 

Br.'. A. Mario Doguotti. M. Lu’monnier 


General Surgery 

Drs. A. Chauvenet. J. Dechaume and J. 
Guyotat. II. JOURDAN, J. F. Ciep. and M. 
Jouvet, II. Laborit and P. Niaussat 

Gynecology 

Dp.s. II. Filhouland. J. Magendie. E. 

POLLOSSON 

Ophthalmology 

Dr. M. L. Paufique 

Oto-Rhino-Laryngology 

Drs. P. Mounier-Kuhn and J. Gaillard 

Urology 

Dns. R. Darget and P. Lam argue 

Various Themes 

Drs. A. Gate and R. Dei.iuzi. F. Matth 


M CTION It, JUNE if) 
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Activities of the Congress 


Thursday, June 18, the day preceding 
the Congress, is being devoted to the for¬ 
malities of registering and welcoming the 
congressists. 

On Friday, June 19, the formal opening 
session takes place in the Grand Amphi¬ 
theatre at the Faculty of Medicine, after 
which there is a tour of the services at 
the Edouard Herriot Hospital. Lunch is 
at the refectory of the community hospital. 

In the afternoon a long working session 
at the Faculty of Medicine is followed by a 
reception and party at the City Hall given 
in honor of the Congress by the mayor and 
the municipal council of the city. 

Saturday, June 20, is devoted entirely 
to scientific sessions and sui'gical demon¬ 
strations at various hospitals. In the 


evening the official banquet takes place at 
the Palais Saint-Pierre. 

The closing session is being held on 
Sunday morning at the Faculty of Medi¬ 
cine, with Dr. Lucian Diamant-Berger of 
Paris as the stated lecturer. 

An auto tour of the countryside of 
Beaujolais follows, with visits to the inter¬ 
esting remains of old churches and to the 
famous Beaujolais wine caves, where a 
collation awaits the visitors. 

Additional tours, visits to museums and 
social occasions are planned for the wives 
and guests of the congressists. 

Visitors are arriving from all parts of 
France and from abroad in great number 
to participate in this very stimulating Con¬ 
gress of the French Section. 


La Presse Medicate 

Le grand journal francais de chirurgie et de medecine parait chaque 
semaine, et donne toutes les informations scientifiques et profes- 
sionelles 

ABONNEMENT 

$17.00 par an. 

Priere d’envoyer directement le montant de l’abonnement a: 
LA PRESSE MEDICALE, Masson et Cie, editeurs 
120 Boulevard St.-Germain Paris VI, France 
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Postgr3.ciua.t6 Courses and Conferences 

INTERNATIONAL COLLEGE OF SURGEONS 


AUSTRIA 

VIENNA 

The American Medical Society 
of Vienna 
and 

The University of Vienna 

POSTGRADUATE COURSES IN 
SURGICAL SCIENCE 

Provide Opportunities for Postgraduate 
Work in Various Fields of Surgery 

For information write: Dr. M. Arthur Kline, 
F.I.C.S., Secretary. American Medical Society of 
Vienna, 11 Universitatsstrasse, Vienna, Austria. 


SPAIN 

BARCELONA 

Hospital de la Santa Cruz y San Pablo 
Surgical Service 

Dr. Jose Solar-Roig, F.I.C.S. 

Director 

ADVANCED COURSES IN SURGERY OF 
THE DIGESTIVE TRACT 
(For Postgraduates) 

Under the Auspices of the 
International College of Surgeons 


UNITED STATES 


The United States Section 

International College of Surgeons 
announces its 


ANNUAL POSTGRADUATE COURSE 
August 3, 1959 November 2, 1959 


The United States Section of the International College of Surgeons will again offer its An¬ 
nual Postgraduate Course in cooperation with the Cook County Graduate School of Medicine, 
It will be a two-wcck intensive review course in General Surgery presented at the Graduate 
School and in the wards and operating rooms of Cook County Hospital. Because the course 
has been oversubscribed in previous years, it will be offered twice in 1959 . 


The program will include illustrated lectures, motion pictures, anatomy demonstrations, opera¬ 
tive clinics and practice surgery by the participants on anesthetized dogs. Consideration will be 
given not only to surgical technic, surgical complications and management of the surgical patient, 
but also to an intensive review of the basic sciences in relation to clinical surgery. In addition 
to twenty hours of surgical anatomy on the cadaver, the program will include lectures and dem¬ 
onstrations on the following: 


Ga*tric Surgery 

Surgical Physiology 

Use of Blood and Derivative* 

Pediatric Surgery 

Surgery of I^argc Bo*cl 

Surgery of Small Bov*cl 

Intestinal Obstruction 


Anorectal Surgery 

Surgery of Pancreas and Spleen 

Vascular Surgery* 

Breast Surgery* 

Gallbladder Surgery 
Thoracic Emergencies 


Hand Injuries and Infections 
Gynecologic Surgery 
Surgery of Hernia 
Abdominal Injuries 
Surgery of Esophagus 
Thsroid Surgery 
Radioisotopes in Surgery 


For further information write to either of the following: 

International College of Surgeons Cook Counts- Graduate School of Medicine 

15,6 Shore Drive. Chicago 10, Illinois 707 South Wood Street. Chicago 12. Illinois 


•-t <"T!ON It. JIM , j 



Congress of German'Speaking 
Sections of European Federation 

INTERNATIONAL COLLEGE OF SURGEONS 
Germany—The Netherlands—Austria—Switzerland 
Hamburg, Germany June 1-3, 1959 


The highly successful Congress of the 
German-Speaking Sections of the Euro¬ 
pean Federation of the International Col¬ 
lege of Surgeons, bringing together the 
Sections of Germany, The Netherlands, 
Austria and Switzerland in one joint meet¬ 
ing at Hamburg, June 1-3, 1959, has com¬ 
pleted its sessions. 

The preliminary general program for 
the Congress appeared in the February 
and March issues of the Bulletin, and it 
was presented as planned with very few 
deviations. 

The scientific sessions were noteworthy 
not only for the excellence of the papers 


but also for the thorough documentation 
and the interesting surgical demonstra- 
tions held in Hamburg’s hospitals and 
clinics. 

The film program was outstanding, with 
presentations that were varied and precise. 

The social activities were stimulating 
and imaginatively planned and organized. 
The ladies were included in many parties 
jointly with the congressists, and in ad¬ 
dition special events were organized for 
their entertainment. 

Altogether, this Congress of Sections of 
the European Federation was highly suc¬ 
cessful. 


PLAN TO ATTEND 

Twenty^Fourth Annual Congress 

NORTH AMERICAN FEDERATION 

INTERNATIONAL COLLEGE OF SURGEONS 
September 13-17, 1959 

Palmer House Chicago, Illinois 
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From the Executive Directors Notebook 

CONGRESS IN CHICAGO AND ROME 


May has been a 
very active month 
in that the program 
for the Twenty- 
Fourth Annual Con¬ 
gress of the North 
American Federa¬ 
tion of the Interna¬ 
tional College of 
Surgeons has been 
formulated. A bro¬ 
chure, setting forth 
the outstanding fea¬ 
tures and some of the speakers, together 
with an advance registration form, is being 
mailed to the membership and to other 
American surgeons. The prospects for a 
most interesting scientific program are 
excellent and I urge all of our members to 
make early reservations. 

I should like to call attention to the 
International Surgical Congress to be held 
in Rome, Italy, May 15-18, 1960. Prof. 
Pietro Valdoni, professor of surgical path¬ 
ology at the University of Rome, is the 
general chairman of the meeting. This in 
itself assures a professional program of 
high excellence. Dr. Alexander Brun- 
schwig, a vice-president of the Interna¬ 
tional College of Surgeons and an out¬ 
standing American surgeon, is given the 
responsibility for American participation 
in this meeting. It is my hope that we will 
support the Rome meeting by having an 
attendance of at least five hundred Ameri¬ 
can surgeons. This will be a great oppor¬ 
tunity for Fellows of the College to pre¬ 
sent scientific papers before an interna¬ 
tional group. The meeting is but one year 
away and now is the time for surgeons 
to request an opportunity to appear on 
this program. 

M.CTIOX U. 3 i sr. 


On April 29,1 was invited to a luncheon 
given by the Washington Board of Trade 
and the Medical Society of the District 
of Columbia, honoring Senator Lister Hill, 
who was the recipient of the annual 
Health—U.S.A. Award. I was honored to 
represent the International College of 
Surgeons at this great gathering of men 
in the medical, health and business fields. 
Senator Hill is to appear on our program 
at the September meeting. 

Following this luncheon, I flew back to 
Chicago, where I had the honor of pre¬ 
senting a citation from the President’s 
Committee on Employment of the Physi¬ 
cally Handicapped to Dr. Edward Holm- 
blad, retiring secretary of the Industrial 
Medical Association. Dr. Holmblad has 
given outstanding service in the indus¬ 
trial field and in rehabilitation. 

Word has been received from Dr. Arnold 
Jackson, chairman of the regional meet¬ 
ings committee, that the Mid-Atlantic 
Regional meeting will be held at the 
Homestead, Hot Springs, Virginia, No¬ 
vember 16-18, 1959. Dr. E. G. Gill will 
again serve as general chairman. He ex¬ 
pects to have the regents of all the states 
in that section actively assisting him. The 
meeting in 1958, which was held at the 
Homestead, was a success in every way, 
and we hope you will all make a note 
of these dates, for the hospitality of the 
Homestead is traditional. 

Southern California is planning a re¬ 
gional meeting to be held in Las Vegas, 
Nevada, in the fall of 1959. 

In my next article, I will report on the 
Alabama State Meeting at Huntsville, 
Alabama, and the New York State Meeting 
at the Concord Hotel. Kiamesha Hake. 

A'oss T. Mclntirc 



Oy. Ross T. McIyvUyc 




International Surgeons' Hall of Fame 


DISTINGUISHED VISITORS 
FROM AFAR 





Above: Dr. Shafiuddin Kahn, of Pakistan, in front 
of statue of Hippocrates in the Hall of Immortals 

Above at right: Dr. Ricardo Aguilar Meza, 

F.A.C.S., F.I.C.S., and Dr. Ruben Aguilar Meza, 
of Guatemala 

At right: Dr. Juan Alberto Peralta Lopez, F.I.C.S., ;1 

and Dr. Federico Emilio Jonas, F.I.C.S., of ' 
Rosario, Argentina 
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United States Section 


THE PRESIDENT’S MESSAGE 


The Section of Trauma and Rehabilitation 


Rehabilitation is 
a word which is fre¬ 
quently heard, but 
the full meaning 
and the significance 
of what this word 
connotes is not un¬ 
derstood by most 
physicians and 
means almost noth¬ 
ing to the average 
layman. Every phy¬ 
sician should be 
fully cognizant of the meaning, and the 
importance, of Rehabilitation. All who 
are engaged in the care of sick or injured 
patients are carrying out some phase of 
rehabilitation. Rehabilitation centers have 
been established in almost every city of 
this country, but only a few of the many 
patients who could benefit by a rehabilita¬ 
tion program, after they no longer need 
care in a hospital, are ever referred to 
rehabilitation centers. 

Rehabilitation Centers 
Rehabilitation centers should be under 
the supervision of a physician who is fa¬ 
miliar with all the various phases of re¬ 
habilitation of injured and disabled pa¬ 
tients. The primary purpose of the 
rehabilitation center is to develop all of 
the patient's talents and abilities which 
remain to him. after he has recovered from 
the more acute phase of his incapacity 
and no longer needs the care rendered 
while he was a patient in a hospital. The 
end result is to restore the patient’s abil¬ 
ities sufficiently for him to he able to 
carry on as a worker or at least be able to 

m i hon a. jcnv. 


look after his own personal needs. A com¬ 
plete program of rehabilitation requires a 
team of specialists. In a well organized 
rehabilitation center there will be a med¬ 
ical director; a manager who is not, as a 
rule, a physician; physical therapists; oc¬ 
cupational therapists; a prosthetist who 
has been trained in measuring for and 
fitting artificial limbs, and possibly a job- 
placement counsellor. 

Success in rehabilitation is more readily 
attained if the injured worker, or patient 
who has been seriously ill, is referred 
when hospital or active out-patient treat¬ 
ment terminates and not after many 
months of idleness following the hospital 
care. Rehabilitation to restore the maxi¬ 
mum ability of the individual to work and 
to live as nearly normally as possible 
should be of great importance to the sur¬ 
geon who is more interested in his patients 
than in the disease or injury which afflicts 
them. 

New Section for Rehabilitation 
The Executive Council of the Interna¬ 
tional College of Surgeons has approved a 
recommendation that a Section of Reha¬ 
bilitation be established in the United 
States Section of the International College 
of Surgeons. Participation in the activ¬ 
ities of this Section would be open to any 
member of the International College of 
Surgeons, regardless of in what special 
phase of surgery, or surgical specialty, 
he is primarily interested. Doctors of 
physical medicine, whose educational and 
clinical background meets the require¬ 
ments for membership or Fellowship in 
the College, will be eligible to apply for 



Dr. Edward L. Compere 



membership in this Section. Physicians 
known to be especially interested in and 
trained in the precepts of rehabilitation 
have been invited to form a Founders 
Group. Most have replied with enthu¬ 
siasm that they would be very much 
pleased to participate in the formation of 
a Section of Rehabilitation in the Inter¬ 
national College of Surgeons. It has been 
suggested that this Section be combined 
with the recently formed Section of 
Trauma, to be known as the Section of 
Trauma and Rehabilitation. Orthopedic 
surgeons, general surgeons and surgeons 
from each of the other Sections will be 
invited to take part in the work of this 
Section. An attempt will be made to hold 
a preliminary meeting of those who have 
indicated a desire to help in the formation 
of this Section within the next few weeks. 

Presidential Tripping 
In my last President’s message I men¬ 
tioned the fact that I have been doing a 
considerable amount of traveling, some of 
it directly in behalf of the College and all 
of it with the College’s interest close to 
my heart. My trip to Houston and to San 
Antonio, Texas, in the month of May pro¬ 
vided me with the opportunity of speaking 
in Houston to the Houston Orthopaedic 
Club, which includes in its membership 


orthopedic surgeons from Galveston, Beau¬ 
mont and other nearby towns. I greatly 
enjoyed my visit and was surprised that so 
large a number of orthopedic surgeons at¬ 
tended the meeting. In San Antonio, I 
gave three separate papers. One was pre¬ 
sented before the General Assembly of the 
Texas Medical Association; a second to the 
Texas Orthopaedic Association; and a third 
to the Texas Society for General Practice. 
I also participated in a symposium on the 
subject of Surgical Infections. We were 
fortunate to be in San Antonio during the 
first few days of the annual Festival of 
Flowers, which is similar in many respects 
to the more widely known New Orleans 
Mardi Gras. 

The third week of May, I was in Atlantic 
City as visiting chief of staff at the At¬ 
lantic City Hospital. Before this letter 
goes to press, Virginia and I expect to 
attend and participate in the meeting of 
the New York State Section of the Inter¬ 
national College of Surgeons. This meet¬ 
ing will be at the Concord Hotel, located 
on Kiamesha Lake, a delightful resort 
facility which has excellent arrangements 
for taking care of a convention crowd. 
We hope that many of you will be there 
with us. 

Edtvard L. Compere 


INTERNATIONAL COLLEGE OF SURGEONS 
GROUP MALPRACTICE INSURANCE PLAN 

$200,000/$600,000 Limits of Liability are now available to members covered under 
the ICS Group Malpractice Insurance Plan. 

Please write to John L. Krause, Administrator, 1576 Sherman Avenue, Evanston, 

Illinois, for rates and further details regarding the Plan. 

... . . * \ I? “ 5 
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News Briefs 


MID-ATLANTIC SECTIONAL MEETING 
OF INTERNATIONAL COLLEGE 
OF SURGEONS 

The Mid-Atlantic Sectional Meeting of 
the United States Section of the Inter¬ 
national College of Surgeons will be held 
on November 16, 17 and 18, 1959, at the 
Homestead Hotel in Hot Springs, Virginia. 

Dr. Elbvme Grady Gill, F.A.C.S., 
F.I.C.S., regent of Virginia for the Inter¬ 
national College of Surgeons, is directing 
the effort of the program committee in 
organizing a fine series of outstanding 
scientific sessions. The Homestead Hotel 
in Hot Springs in Virginia offers facilities, 
especially during the month of November, 
for a most pleasant stay. 

HIGHLIGHTS OF THE INDIANA 
REGENT’S STATE MEETING 
The Indiana Regent’s State Meeting, 
held in Indianapolis on May 6, 1959, was 
a most successful event. 

It was attended by Fellows of the Col¬ 
lege, guest surgeons and students of sur¬ 
gery. It attracted favorable comment 
from all segments of the profession, from 
the press as a whole, and from radio and 
the public. The Hon. Harold W. Handley, 
governor of the state of Indiana, was 
present and extended his personal and 
official greetings. 

The scientific program was excellent, 
well balanced and well timed. The partici¬ 
pants were: 

Claude J. Hunt, M.D.. F.A.C.S.. F.I.C.S., 
Kansas City, Missouri 

Peter Ko*i. M.D.. F.A.C.S.. F.I.C.S.. Chicago 
1. K. Herman, M.D., F.A.C.S., Indianapolis 
George Gnrcenu. M.D.. F.A.C.S.. F.I.C.S., 
Indianapolis 

Stanley Hattcrshy, M.I)., Indianapolis 
Cjril Taylor, M.I)., Indianapolis 


Roscoe E. Miller, M.D., Indianapolis 
Goethe Link, M.D., F.I.C.S., Indianapolis 

Dr. John D. Van Nuys, dean of the 
Indiana University Medical Center, de¬ 
livered the opening address. 

DR. J. GRAFTON LOVE CHOSEN 
PRESIDENT-ELECT OF CUSHING 
SOCIETY 

J. Grafton Love, B.A., M.D., M.Sc. 
(Surg.), D.Sc. (Hon.), F.A.C.S., F.I.C.S. 
(Hon.), head of the Section of Neurologic 
Surgery in the Mayo Clinic and professor 
of neurologic surgery in the Mayo Founda¬ 
tion, was chosen president-elect of the 
Harvey Cushing Society at the annual 
meeting of the organization in New Or¬ 
leans recently. 

Dr. Love will take office in 1961. 

The Harvey Cushing Society now has 
some seven hundred members, and is the 
largest neurosurgical group in the world. 
It was founded in 1931 and was named in 
honor of Dr. Harvey Cushing, the cele¬ 
brated American neurologic surgeon. The 
objectives of the society are to promote 
the study and advancement of neurologic 
surgery and allied subjects related to or¬ 
ganic neurology. 

Dr. Love, a native of Nrn-th Carolina, 
came to Rochester in 1929 as a fellow in 
surgery of the Mayo Foundation, and re¬ 
ceived the degree of master of science in 
surgery from the University of Minnesota 
in 1932. In October of that year Dr. Love 
was invited to take the place of Sir .Tames 
R. Learmonth, who was returning to his 
home in Scotland, as a neurologic surgeon 
of the Mayo Clinic, and in 193-5 Dr. Love 
became a member of the staff as a con¬ 
sultant in neurologic surgery. He wa= ap¬ 
pointed head of the Section of Neurologic 
Surgery in April 1955. 
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Joliet Students of Medical Science i' 


JOLIET STUDENTS OF MEDICAL 
SCIENCE VISIT HALL OF FAME 
AND OFFICE OF FOUNDER OF 
INTERNATIONAL COLLEGE OF 
SURGEONS 

Students of Medical Science at the Joliet 
Junior College of Joliet, Illinois, recently 
made their annual pilgrimage to the In¬ 
ternational Surgeons’ Hall of Fame in 
Chicago and were also received by Dr. 
Max Thorek and Dr. Philip Thorek at 
the American Hospital and permitted to 
view such surgical procedures and equip¬ 
ment as would be of interest to young stu¬ 
dents. 

Dr. Max Thorek, Founder of the Inter¬ 
national College of Surgeons, spoke to the 
visitors and personally directed them 
through his reception rooms, which house 
part of his remarkable collection of me¬ 
morabilia. 

Dr. Edmund C. Puddicombe, instructor 
in anatomy and advisor to premedical 
students at the Joliet Junior College, is 
sponsor of the Students of Medical Science 
organization and accompanied the group 
on its visit to Chicago. 



front of Surgeons’ Hall of Fame 


INTERNATIONAL COLLEGE OF 
SURGEONS’ POSTGRADUATE 
SCHOLARSHIP PROGRAM AROUSES 
WIDESPREAD INTEREST 

Dr. Horace E. Turner, of Chicago, chair¬ 
man of the Scholarship Committee of the 
International College of Surgeons, reports 
that inquiries concerning the program 
come from applicants in many parts of 
the world. 

Currently the committee is considering 
applications from Canada, Greece, Ger¬ 
many and several other countries. In all 
these countries the active participation of 
the national sections is of inestimable 
help in selecting the most promising candi¬ 
dates. 


DR. HOLT TO HEAD 
NORTH CAROLINA EYE BANK 
L. Byerly Holt, M.D., F.I.C.S., of 
Wmston-Salem, North Carolina, was 
elected the Medical Director of the North 
Carolina Eye Bank. Dr. Holt is a Medical 
Director of Marguerite Moon Eye Re¬ 
search Foundation, Incorporated. 
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Journey Into Freedom 

EXCERPTS FROM A TWENTIETH CENTURY BIOGRAPHY 

PART III 

JOSEPH ANTHONY MAEEJKA, M.D. 

NEW YORK CITY, NEW YORK 


SUMMARY OF PREVIOUS INSTALLMENTS: In 
Poland, during midsummer of the year 1946, 
at the age of twenty-one, I sought and finally 
obtained my parents’ permission to leave the 
country. Five years earlier I had been shipped 
to Germany as a slave farm laborer. I had 
escaped to serve for three years in the Polish 
underground. Now I sought a future else¬ 
where in the world. I said goodbye to my 
parents and to my young brother. To¬ 
gether with a boyhood friend whom I here 
call Henry posing as students on a holiday, 
I made my way to Zgorlice fGorlitz) on the 
river Nisa (Neisse). This was now the Polish- 
German boundary, and after a near-disastrous 
attempt to enlist the aid of a Polish soldier, 
I joined a group of would-be escapees led by 
a professional smuggler. 


The atmosphere of waiting now became 
one of extreme tension for us all. The 
smuggler advised Henry that he should 
return to his hotel. The curfew for citi¬ 
zens was approaching and he would run 
into trouble if found on the streets after 
midnight. He assured Henry that the fol¬ 
lowing day he would let him know whether 
I had been successful or not, but that now, 
for his own sake, Henry must return to 
his hotel. Henry and I, therefore, said a 
quiet farewell. 

Henry left and I now waited alone. 
Shortly after midnight, the signal was 
given. Only now the smuggler turned to 
me and said. "My price is twenty dollars 
in American money." 

MOTION !! JUNK. • 


Mentally, I hedged. All I had in life 
was fifteen dollars and cigarettes. I tried 
to bargain. 

“I have only five dollars,” I told him. He 
shrugged. 

“Twenty dollars or nothing,” was his 
curt reply. 

I was tempted to up my offer. But I 
knew that if I should succeed in escaping, 
the money I had was my only bargaining 
position to open the door to the future. So 
I quickly decided to stick to my guns. In 
turn, I was as quickly turned down by the 
smuggler. The others departed. I re¬ 
mained. 

My only recourse was to return to the 
hotel, to Henry. Here, after repeatedly 
throwing pebbles at his window, I finally 
succeeded in arousing him. When he came 
to open the front door, his smile was 
forced and sad. 

“So! You want a night’s sleep?” he said 
aloud for the benefit of any who might 
have been listening. I entered and once 
more became a part of the student tourist 
picture as initially presented by us both. 
Again I had failed. 

Zgorzelice (Gorlitz) had now become 
dangerous territory for us. We were 
known to the professional smugglers and 
we feared that we might also be known to 
the officials. We had to move. That night 
we determined the best direction was to¬ 
wards Czechoslovakia. Our destination the 
following day, therefore, was the town of 
Leszna, located in the southwest corner of 
Poland. 

r.i 




Dr. Joseph Anthony Malejka 


We arrived in Leszna about four o’clock 
that afternoon. Again we did the usual 
thing and booked into a hotel. It was the 
only hotel in the town, which was a tiny 
place consisting only of the families of 
workers connected with the town’s two 
factories, one a wool mill and the other 
manufacturing wood products. 

Again we canvassed the situation as re¬ 
gards opportunities for crossing the 
border. Here the border was not a river, 
but rather an imaginary line running 
along the southern Sudeten Mountain 
range. We wished to determine how well 
it was guarded. We left our luggage and 
papers of identification in the hotel and 
started out as wandering tourists. The 
roadways were blocked by gates. So we 
took to the counti-yside. 

We walked on, crossed a shallow stream 
and, after two hours, found ourselves in a 
small village. We looked at the signs. 
They were printed in Czech. We had 
crossed the border! How simple. We 
quickly determined to go back to the hotel, 
pick up my belongings and papers and 
return. 


We were walking back towards Leszna 
acx*oss the same cornfields and meadows, 
meditating on our good fortune and in 
high spirits, when, all of a sudden, out of 
nowhere, a soldier approached us with gun 
raised. Before even speaking to us, he 
whistled for assistance. At once, from 
their hiding places in the cornfield, three 
other soldiers emerged, with guns pointed, 
walking about one hundred yards apart. 
We were now asked what we were doing 
here. Seeing they were Czech border 
police, our answer was ready. 

I smiled innocently. “We are Polish 
students on a holiday. We lost our way, 
realized we had inadvertently crossed the 
border, and we are on our way back.” 

It was a strong point, but not sufficient 
to allay suspicion. If we were students 
on a holiday, why were we wandering 
around in such an isolated area? Before 
we could answer, again we heard the 
words, “Come with me,” and we found 
ourselves following the soldier, with the 
other three soldiers behind us, guns still 
raised. 

As we walked, children and the people 
of the village gathered around and ac¬ 
companied us. By the time we arrived 
at the office of the commandant of the 
border police, the atmosphere was one of 
curiosity and extreme tension. It was six 
o’clock in the afternoon. 

As we entered, a tall, intelligent-looking 
man of about fifty turned from his desk 
to look at us. Our guards explained that 
they had caught us over the border, that 
our story was that we were two Polish 
students who had wandered across the 
border, and that when they had found us, 
we were heading back towards Poland. 
The Commandant asked if we could under¬ 
stand the Czech language. This we could 
reply in the affirmative. We were also able 
to produce our student cards to confirm 
our story. The Commandant now became 
most friendly. 
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“How is the life in Poland?” he asked. 
“Life is hard,” I replied. “Food is ex¬ 
pensive compared to wages. The destruc¬ 
tion of the villages and towns is great.” 

“What about the wages of state em¬ 
ployees?” he asked. “What can they buy 
in the way of clothes?” 

“One month’s earnings would cover one 
half the price of a cheap suit,” I replied. 

From the subject of economy, he then 
turned to that of life under the new con¬ 
ditions in both Czechoslovakia and Poland 
and he finished our conversation here with 
the simple statement, “It will be better.” 

He asked then if, as students, we could 
live without hardship. Could we buy our 
books and equipment? 

We lied and answered in the affirmative. 
He now changed the subject once more— 
to that of freedom. 

“Poland is your neighbor,” I stated, 
“and we are happy about it.” 

To show that I had keen interest in his 
country, I said I was glad that Czecho¬ 
slovakia had recovered the Sudetenland 
and was making a good program for secui-- 
ing its freedom and peace. 

We were then offered drinks of cool and 
delicious milk and our guards were or¬ 
dered to accompany us back to the border 
and let us free. During our return trip, 
it occurred to me for the first time that, 
after five years of war, an occasion might 
arise when being a Pole would prove con¬ 
venient in a crisis. 

Our guards now being friendly, I in¬ 
dicated my interest in seeing the bounda¬ 
ries of the new Czechoslovakia, hoping to 
find that the American zone was still in 
Pilsen, only one hundred and fifty miles 
away from us. Our guards readily pro¬ 
duced a map, but I was disappointed to see 
that the Americans were no longer in Pil¬ 
sen, but on the old pre-war border. 

As wt> neared the Polish boundary, we 
were both tense with fear that we would 
be met by Polish police and have to undergo 


further questioning, which would not be so 
easily evaded. It was with relief, there¬ 
fore, that we found our guards bidding us 
a quiet farewell about one hundred yards 
from the barrier. They watched silently 
then as we slipped under the gate and 
made our way into the cornfield beyond, 
all unnoticed by the Polish guards who 
were chatting in the guardhouse. 

We were free once more. However, we 
were again back in Poland, and we now re¬ 
alized we had accomplished little towards 
the final goal of escape. We trudged back 
towards Leszna and our morale was low. 
We had achieved literally nothing. 

(To be continued in the -July issue) 


Dr. Joseph Anthony Malejka, now 
or third-year surgical resident at 
Beekman-Dov/ntown Hospital in New 
York City, was the recipient of the 
1956-1957 international scholarship 
offered by Ihe Woman's Auxiliary to 
the United States Section of the In¬ 
ternational College of Surgeons. He 
spent that year as a fellow and as¬ 
sistant resident in surgery at the Al¬ 
bert Einstein College of Medicine 
and the following year as resident 
in general surgery at Beth Israel 
Hospital in New York City. In Sep¬ 
tember 1957, Dr. Malejka read one 
of three resident award essays pre¬ 
sented at the Twenty-Second Annua] 
Congress of the North American Fed¬ 
eration of the International College 
of Surgeons. His paper. The Meta¬ 
bolic Response to Surgery, was ac¬ 
cepted lor publication by the Journal 
of the International College of Sur¬ 
geons November 5, 1957. and pub¬ 
lished in September 1958. 
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Woman's Auxiliary 

THE PRESIDENT’S MESSAGE 
Public Relations 



Mrs. Earl Ingrain Carr 


I have been thinking a great deal 
recently of the role a surgeon’s wife can 
play in fostering good public relations 
for the medical profession. 

Surely we can contribute much that is 
constructive toward creating the true im¬ 
age of the profession in the minds of the 
public. This can very well prove to be a 
project of utmost importance in the fu¬ 
ture. 

Irresponsible reporting, based on half¬ 
knowledge, has an insidious effect in un¬ 
dermining the integrity of the medical pro¬ 
fession. It is anything but chauvinistic 
to state that our country has the finest 
medical services in the world. And they 
are constantly improving. This success 
story, of which we all are so aware, must 
be told and retold in a simple and forth¬ 
right manner to help stem the tide of 


propaganda for the enactment of social¬ 
ized medicine. 

We know the stature our medical pro¬ 
fession has achieved in a free economy, 
but somehow we must find more outlets 
for public information to tell this story. I 
am not suggesting that we consider the 
use of a public relations expert, but the 
possibilities that present themselves to 
a public relations committee of our own 
are challenging. I am sure that the Inter¬ 
national College of Surgeons Avelcomes 
any assistance in this field that our Auxil¬ 
iary can give. 

Just jot down at random over a month’s 
time, when the opportunity presents it¬ 
self, some healthy public relations ideas 
in behalf of the medical profession. I 
think the number of ideas you have will 
amaze you. It has struck me repeatedly 
of late that we simply must be more vig¬ 
orous in our approach to public relations. 

Close as we are to the medical profes¬ 
sion, I often wonder how conversant we 
are with its magnificent contributions to 
the growth and health of our country. 
There is so much material to be read 
on the subject that, in fairness to our¬ 
selves and our husbands, we should be 
walking encyclopedias of its imposing 
record. 

I disagree with those -who hold that a 
wife has no pai’t in her husband’s profes¬ 
sional life. To me, this type of thinking is 
as outmoded as the Model T. True, in by¬ 
gone years a woman’s life revolved largely 
within the shadows of the home and, as a 
consequence, she was unable to play even 
a secondary role in her husband's business 
milieu. But the obligations and responsi¬ 
bilities we have assumed today force us, 
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happily, out of the shell of anonymity. 

Assumption of these responsibilities is 
predicated, of course, on knowledge, tact 
and discretion—the heart of any sound 
public relations program. 

Perhaps I have wandered a bit afield 
from the original intent of this column, 
but these thoughts have been with me 
for some time, and I did want to share 
them with you. I know what I have writ¬ 
ten is superficial at best, but I do believe 
it is a start in the right direction. If we 
agree to pool our thinking on this all- 
important subject, something construc¬ 
tive is certain to take shape. 

As the fascinating history of the medi¬ 
cal profession unfolds, let’s make sure 
that it is told in an honest and forthright 
manner. 

Mrs. Walter Cleveland Burkel, whose 
picture appears on this page, was the 
first president of the Woman’s Auxiliary 
to the International College of Surgeons. 
At this time she is the efficient chairman 
of our Public Relations Committee, and 
also of the Program Committee for the 
September meeting. She is arranging 
a succession of events for that meeting 
that will be entertaining, stimulating and 
different S Do plan to come. 

Now back to Gail Burket. At college, she 
majored in English and received her Mas¬ 
ter’s degree from Northwestern Univer¬ 
sity. She is the author of six books and 
of a collection of poems, This is My Coun¬ 
try, which will be published this year. We 
are tremendously fortunate to have such 
a distinguished chairman of public rela¬ 
tions. 




Mrs. Walter Cleveland Burket 

Mrs. Burket is a member of many 
organizations, among them the National 
League of American Pen Women, of which 
she now is the third vice-president. She 
was elected to Phi Beta Kappa in her 
undergraduate days, and in 1954 was 
chosen woman of the year by her social 
sorority, Delta Zeta. 

Mrs. Burket is active in numerous other 
fields, such as the Daughters of the 
American Revolution and the Colonial 
Dames of America. In spite of all these 
honors, I am sure she is proudest of her 
three fine and interesting daughters, 
Elaine, Anne and Margaret. 

As you meet members of your board on 
the President’s Parjc 1 know you are proud, 
as I am, to be represented by such out¬ 
standing women—women typical of the 
best America has to offer. 

Until Smith Carr 


I am interested in furthering the program of the Auxiliary to the International College of 
Surgeons. Enclosed is my check (510.00 per member) covering r^cmbcrship(s) for the following: 

NAME: 


addukss: 


Mnkc cheek pas alile to The Woman's Auxiliary, United State* Section 
Surgeons, 131C> Lake Shore Drive, Chicago 10, Illinois. 


International 


College of 
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Announcement of Awards 

Offered by the 

International College of Surgeons 


SECTION ON OBSTETRICS 
AND GYNECOLOGY 

Manuscript Awards 

The Section on Obstetrics and Gyne¬ 
cology of the International College of Sur¬ 
geons is pleased to announce its second 
annual competition for two awards to be 
given the authors of manuscripts selected 
by the Prize Committee of the Section. 
The first award will be $500 and the sec¬ 
ond $300. 

Fellows of the International College of 
Surgeons are not eligible. Contestants 
must be (a) interns, residents, or graduate 
students in the field of obstetrics and gyne¬ 
cology, or (b) engaged in the practice or 
teaching of obstetrics and gynecology. 

The two successful contestants will be 
asked to appear in person to participate in 
the regular scientific program of the Sec¬ 
tion on Obstetrics and Gynecology at the 
annual Congress of the North American 
Federation of the International College of 
Surgeons in 1959. Personal expenses in¬ 
curred by such participation must be borne 
by the winners. The awards will be made 
in cash by the Chairman of the Section 
during the course of the 1959 Congress. 

An original and three copies of each 
manuscript (carbon, photostatic, mimeo- 
graphic or other) and illustrations must 
be submitted on or before June 1, 1959 to 

Dr. Harvey A. Gollin 
Secretary, Prize Committee 
55 East Washington Street 
Chicago 2, Illinois 


SECTION ON OPHTHALMOLOGY 

AND OTO-RHINO-LARYNGOLOGY 

Research Grant 

The Section on Ophthalmology and Oto- 
Rhino-Laryngology of the International 
College of Surgeons has established a Re¬ 
search Grant. This Section is especially 
interested in the following forms of scien¬ 
tific inquiry. 

Furstenberg Plan 

A young specialist, a resident or a med¬ 
ical student may be given an opportunity 
to explore scientifically under supervision. 

Leopold Plan 

An ophthalmologic or oto-rhino-laryn- 
gologic summer fellowship may be insti¬ 
tuted for a research project. 

Scheie Plan 

Junior and Senior medical students of 
superior ability may be encouraged to 
enter the special fields of ophthalmology 
and oto-rhino-laryngology. 

Participation Plan 

A grant may be given in cooperation 
with other sponsors in order to help make 
possible major research projects. 

Please apply, giving details and ideas, to 

Paul C. Craig, M.D., Chairman 
Committee on Scientific Work 
232 N. Fifth St., Reading Pa. 
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Section News 


COLOMBIA 

CONGRESS OF PLASTIC, MAXILLO¬ 
FACIAL AND HAND SURGERY 
The Third Colombian Congress of Plas¬ 
tic, Maxillofacial and Hand Surgery will be 
held in Cali, Colombia, South America, 
August 7-15, 1959. 

Dr. Bension Goldenberg is president, and 
Dr. Jaime Guzman Guzman is secretary 
general of the Congress. 


COSTA RICA 

DR. DON FERNANDO CHACON 
TO HEAD COLLEGE OF PHYSICIANS 
AND SURGEONS 

Dr. Don Fernando A. Coto Chacon. 
F.I.C.S., urologist at the Hospital San 
Juan de Dios, San Jose, Costa Rica, has 
just been elected president of the College 
of Physicians and Surgeons of Costa Rica. 


ECUADOR 

Plan Inaugural Meeting of Ecuador Section 


The energetic young Ecuador Section of 
the International College of Surgeons is 
planning its Inaugural Meeting on a large 
scale. 

The meeting will take place in Guaya¬ 
quil, September 30—October 4, 1959. The 
Guayaquil Chapter of the Pan American 
Medical Association will join in the inau¬ 
gural ceremonies, and the cooperation of 
all the leading medical and surgical organ¬ 
izations of Ecuador is assured. Among 
them are the following: 

The Faculty of Medicine of Guayaquil 
The Faculty of Medicine of Quito 
The Faculty of Medicine of Cuenca 


The Ecuador Medical Federation 
The Medico-Surgical Society of Quito 
The Medico-Surgical Society of Guayaquil 
The Ecuadorian Society of Pediatrics 
The Ecuadorian Society of Radiology 
The Ecuadorian Society of Cardiology 
The Society of Orthopedics and Traumatology 
of Ecuador 

The National Cancer Society 
The Ecuadorian Society of Urology 
The Society of Obstetrics and Gynecology 
The Section has extended invitations to 
distinguished representatives of surgery 
; n America, Europe and Asia, and will 
present an outstanding and constructive 
scientific program. 


FRANCE 

High Political Honors to Members of the College 


Two distinguished members of the 
French Section of the International College 
of Surgeons who also are active in public 
affairs have been elected to the French 
Senate. 

Prof. Georges Portmann. M.D.. F.I.C.S. 
(Hon.), professor of otorhinolaryngology 


at the University of Bordeaux, has been 
elected Senator from the Gironde and ap¬ 
pointed Vice-President of the Senate. 

Dr. Bernard Lafav, F.I.C.S., Paris, who 
has long been in the public medical and 
health sendee of his b'doved city. ha* been 
elected Senator from Pari*. 
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Announcement of Awards 


Offered by the 


International College of Surgeons 


SECTION ON OBSTETRICS 
AND GYNECOLOGY 

Manuscript Awards 

The Section on Obstetrics and Gyne¬ 
cology of the International College of Sur¬ 
geons is pleased to announce its second 
annual competition for two awards to be 
given the authors of manuscripts selected 
by the Prize Committee of the Section, 
The first award will be $500 and the sec¬ 
ond $300. 

Fellows of the International College of 
Surgeons are not eligible. Contestants 
must be (a) interns, residents, or graduate 
students in the field of obstetrics and gyne¬ 
cology, or (b) engaged in the pi*actice or 
teaching of obstetrics and gynecology. 

The two successful contestants will be 
asked to appear in person to participate in 
the regular scientific program of the Sec¬ 
tion on Obstetrics and Gynecology at the 
annual Congress of the North American 
Federation of the International College of 
Surgeons in 1959. Personal expenses in¬ 
curred by such participation must be borne 
by the winners. The awards will be made 
in cash by the Chairman of the Section 
during the course of the 1959 Congress. 

An original and three copies of each 
manuscript (carbon, photostatic, mimeo- 
graphic or other) and illustrations must 
be submitted on or before June 1, 1959 to 

Dr. Harvey A. Gollin 
Secretary, Prize Committee 
55 East Washington Street 
Chicago 2, Illinois 


SECTION ON OPHTHALMOLOGY 

AND OTO-RHINO-LARYNGOLOGY 

Research Grant 

The Section on Ophthalmology and Oto- 
Rhino-Laryngology of the International 
College of Surgeons has established a Re¬ 
search Grant. This Section is especially 
interested in the following forms of scien¬ 
tific inquiry. 

Furstenberg Plan 

A young specialist, a resident or a med¬ 
ical student may be given an opportunity 
to explore scientifically under supervision. 

Leopold Plan 

An ophthalmologic or oto-rhino-laryn- 
gologic summer fellowship may be insti¬ 
tuted for a research project. 

Scheie Plan 

Junior and Senior medical students of 
superior ability may be encouraged to 
enter the special fields of ophthalmology 
and oto-rhino-laryngology. 

Participation Plan 

A grant may be given in cooperation 
with other sponsors in order to help make 
possible major research projects. 

Please apply, giving details and ideas, to 

Paul C. Craig, M.D., Chairman 
Committee on Scientific Work 
232 N. Fifth St., Reading Pa. 
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Section News 


COLOMBIA 

CONGRESS OF PLASTIC, MAXILLO¬ 
FACIAL AND HAND SURGERY 
The Third Colombian Congress of Plas¬ 
tic, Maxillofacial and Hand Surgery will be 
held in Cali, Colombia, South America, 
August 7-15, 1959. 

Dr. Bension Goldenberg is president, and 
Dr. Jaime Guzman Guzman is secretary 
general of the Congress. 


COSTA RICA 

DR. DON FERNANDO CHACON 
TO HEAD COLLEGE OF PHYSICIANS 
AND SURGEONS 

Dr. Don Fernando A. Coto Chacon, 
F.I.C.S., urologist at the Hospital San 
Juan de Dios, San Jose, Costa Rica, has 
just been elected president of the College 
of Physicians and Surgeons of Costa Rica. 


ECUADOR 

Plan Inaugural Meeting of Ecuador Section 


The energetic young Ecuador Section of 
the International College of Surgeons is 
planning its Inaugural Meeting on a large 
scale. 

The meeting will take place in Guaya¬ 
quil, September 30—October 4, 1959. The 
Guayaquil Chapter of the Pan American 
Medical Association will join in the inau¬ 
gural ceremonies, and the cooperation of 
all the leading medical and surgical organ¬ 
izations of Ecuador is assured. Among 
them are the following: 

The Faculty of Medicine of Guayaquil 
The Faculty of Medicine of Quito 
The Faculty of Medicine of Cuenca 


The Ecuador Medical Federation 
The Medico-Surgical Society of Quito 
The Medico-Surgical Society of Guayaquil 
The Ecuadorian Society of Pediatrics 
The Ecuadorian Society of Radiology 
The Ecuadorian Society of Cardiology 
The Society of Orthopedics and Traumatology 
of Ecuador 

The National Cancer Society 
The Ecuadorian Society of Urology 
The Society of Obstetrics and Gynecology 
The Section has exLended invitations to 
distinguished representatives of surgery 
m America, Europe and Asia, and will 
present an outstanding and constructive 
scientific program. 


FRANCE 

High Political Honors to Members of the College 


Two distinguished members of the 
French Section of the International College 
of Surgeons who also are active in public 
affairs have been elected to the French 
Senate. 

Prof. Georges Portmann. M.D., F.I.C.S. 
(Hon.), professor of otorhinolaryngology 


at the University of Bordeaux, has been 
elected Senator from the Gironde and ap¬ 
pointed Vice-President of the Senate. 

Dr. Bernard Lafay. F.I.C.S., Paris, who 
has long been in the public medical and 
health sendee of his beloved citv, has been 
elected Senator from Paris. 


sri'TioN u. Jvsk. u:.? 



JAPAN 


The annual meeting of the executive 
council of the Japan Section of the Inter¬ 
national College of Surgeons was held in 
Tokyo on February 10, 1959. Officers of 
the Japan Section were elected as follows: 

Prof. Hiroshige Shiota, F.I.C.S. (Hon.) 
President 

Dr. Masao Tsuzurki, F.I.C.S. (Hon.) 
Vice-President 


Prof. Komei Nakayama, F.I.C.S. 

Secretary 

The following were elected to membei*- 
ship in the executive council: 

Dr. Kivoshi Kawase, F.I.C.S. 

Dr. Shinichiro Kikuchi, F.I.C.S. 

Dr. Yoshio Ono, F.I.C.S. 

Dr. Shigeru Sakakibara, F.I.C.S. 

Dr. Seiji Kimoto. F.I.C.S. 


MEXICO 

Activities of Fellows of the College 


Prof. Dr. Raul Fournier Villada, F.I.C.S. 
(Hon.), has been re-elected Director of the 
Faculty of Medicine of the National Uni¬ 
versity of Mexico. 

Prof. Dr. Francisco Fonseca, F.I.C.S. 
(Hon.), a member of the Board of Gover¬ 
nors of the International College of Sur¬ 
geons, has received the Gomez Farfas 
medal in recognition of twenty-five years 
of service on the Faculty of Medicine of 
the National University of Mexico. 

Prof. Dr. Xavier Romo Diez, F.I.C.S., has 
been elected President of the Sixth Na¬ 
tional Congress of Orthopedics and Trau¬ 
matology of the Mexican Society of Ortho¬ 
pedics, which will be held in Mexico City, 
May 2-7, 1960. 

The following will also be active in or¬ 
ganizing the congress: Dr. Eduardo Gomez 
Jaurequi, F.I.C.S., the scientific section; 
Dr. Roberto Morales Reyes, F.I.C.S., the 
section on clinical surgery; Prof. Dr. Agus- 


tin Chardi Cordova, F.I.C.S., the audio¬ 
visual section; and Dr. Max Luft, F.I.C.S., 
public relations and publicity. The keynote 
of the congress will be articular problems 
in their various aspects; experimental 
medicine and surgery; pathology, and 
treatment. 

Prof. Dr. Ricardo Labardini Nava, 
F.I.C.S., has been designated Director of 
the Hospital Colonia of the National Rail¬ 
roads of Mexico. This is a part of the Cen¬ 
tral Hospital of Railroads, located in the 
City of Mexico. 

Dr. Manuel A. Manzanilla, Jr., F.I.C.S., 
and Dr. Max Luft, F.I.C.S., have been 
named Professors of Surgical Pathology 
at the National University of Mexico. Dr. 
Manzanilla, Jr., was Auxiliary Secretary 
of the Tenth International Congress of the 
International College of Surgeons in Mex¬ 
ico City in 1957, and Dr. Luft was Vice- 
President of the Orthopedic Section. 


SPAIN 

Urologic Seminar in Barcelona 


The Twentieth Postgraduate Seminar 
of the Urologic Institute held in April 
of this year at the Hospital of Santa 
Cruz and San Pablo in Barcelona, was an 
outstanding educational event. 

The course was directed by Dr. A. 


Puigvert, F.I.C.S., director of the Insti¬ 
tute, with the cooperation of Prof. E. de 
la Pena of Madrid, Prof. F. Romero 
Aguirre of Zaragoza and Prof. J. Macias 
Godoy of Granada. All the members of 
the Institute participated. 
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Medical News Front 


PORTRAIT OF DR. LOUIS H. BAUER 
PRESENTED TO W. M. A. 

The headquarters secretariat of The 
World Medical Association has received a 
portrait in oil of Dr. Louis H. Bauer, its 
Secretary General since 1948. 

Bena Frank Mayer, a New York artist, 
was commissioned by the board of direc¬ 
tors of the United States Committee, Inc., 
of The World Medical Association to do the 
portrait, which was produced without the 
knowledge of Dr. Bauer. 

The inscription on the plaque reads: 
Louis H. Bauer, M.D. 

Presented with appreciation in 1959 
by the Board of Directors of the 
United States Committee 
of The World Medical Association 

AMERICAN COLLEGE OF 
OBSTETRICIANS AND GYNECOLO¬ 
GISTS INSTALLS NEW OFFICERS 

The American College of Obstetricians 
and Gynecologists at its seventh annual 
clinical meeting in Atlantic City, April 
6-8, installed Dr. John I. Brewer of Chi¬ 
cago, professor of obstetrics and gynecol¬ 
ogy, Northwestern University Medical 
School, as its president. Dr. Brewer suc¬ 
ceeded Dr. R. Glenn Craig of San Fran¬ 
cisco. 

Dr. C. Paul Hodgkinson. gynecologist- 
obstetrician-in-chief at the Henry Ford 
Hospital, Detroit, was chosen president¬ 
elect. 

Other officers elected arc: 

Dr. Edward C. Hughes, Syracuse, first 
vice-president; Dr. Ralph W. Jack. Miami, 
second vice-president; Dr. Axel N. Arne- 
son, St. Louis, treasurer; Dr. Craig W. 
Muckle, Philadelphia, secretary: I)r. 
Sprague II. Gardiner. Indianapolis, assis¬ 
tant secretary. 

M tTION 1!. Jl Nll. !'."i 


District officers elected are: Dr. Robert 
A. Cosgrove, Jersey City, and Dr. F. J. 
Hofmeister, Milwaukee, chairmen; Dr. S. 
Leon Israel, Philadelphia, and Dr. Harry 
K. Waddington, Chicago, vice-chairmen. 

Dr. Donald F. Richardson, Chicago, 
executive secretary of the College, was 
elected an Associate Fellow of the College. 

MEDICAL EDUCATORS OF WORLD 
TO HOLD CONFERENCE 

Medical educators from more than sixty- 
two countries will meet at the Palmer 
House, Chicago, Illinois, August 30 to Sep¬ 
tember 4, 1959, to exchange information 
and consider the problems of graduate, 
postgraduate and continuing education for 
the doctors of the world. 

Medicine —.4 Lifelong Study will be the 
theme of the Second World Conference on 
Medical Education organized and spon¬ 
sored by The World Medical Association 
in collaboration with the World Health 
Organization, the International Associa¬ 
tion of Universities and the Council for 
International Organizations of Medical 
Sciences. 

NOTED ITALIAN PSYCHIATRIST 
RECEIVES MEDICAL TRAVEL AWARD 

Dr. Ugo CerleUi, one of the world's lead¬ 
ing psychiatric researchers and the man 
who pioneered electroshock therapy was 
awarded a medical travel award during the 
recent annual convention of the American 
Psychiatric Association. 

Dr. Cerletti, professor of neuropathology 
and psychiatry the University of Rome, 
was made a Laureate of the Purdue Fred¬ 
erick Medical Achievement Travtl Award. 
He was cited for his long and outstanding 
record of important research contributions 
in the science of psychiatry. 



In Memoriam 


WILLIAM V. CONE 

M.D., F.R.C.C., F.R.C.S.(C.), F.I.C.S. (Hon.) 
1897-1959 



Br. William V. Cone 
F.R.C.C., F.R.C.S.(C-), F.I.C.S. (Hon.) 


William V. Cone, M.D., F.R.C.G., 
F.R.C.S. (C.), F.I.C.S. (Hon.), of Mont¬ 
real, Canada, died suddenly on May 4, 
1959. 

Dr. Cone was professor of neurosurgery 
at McGill University, chief of the neuro¬ 
surgery service at Montreal Neurological 
Institute and neurologist and neuro-sur- 
geon-in-chief to the Royal Victoria Hospi¬ 
tal. He also served as consultant neuro¬ 
surgeon to Montreal General, Montreal 
Children’s, Herbert Reddy and Queen 
Elizabeth Hospitals; Champlain Valley 
and Physicians Hospitals in Plattsburg, 
New York, and Lake Placid Hospital in 
Lake Placid, New York. 

Dr. Cone was born in 1897 at Conesville, 
Iowa, and gained his early university and 
medical training at Iowa State University. 
He did postgraduate woi'k both at Iowa 


and at Columbia University in New York, 
and in 1928 came to McGill as a lecturer in 
neurosurgery. 

The following year he was promoted to 
the rank of assistant professor and in 1935 
he was named associate professor of neuro¬ 
surgery. In 1942 he also accepted an 
appointment as associate professor of 
neuropathology. 

Dr. Cone was among the first of Can¬ 
ada’s doctors to go overseas in World War 
II. He was an organizer of the No. I 
Neurological Hospital, and served as its 
chief neurosurgeon with the rank of 
lieutenant-colonel. 

At midnight of the night of his death 
Dr. Cone was at the Neurological Insti¬ 
tute checking on the condition of his pa¬ 
tients, and seemed in excellent spirits. At 
five o’clock he was found in his office, hav¬ 
ing died peacefully some hours earlier. 

Dr. Cone was a member of the examin¬ 
ing board of the American Board of 
Neurological Surgery; a former chairman 
of the Committee on Neurosurgery, Royal 
College of Physicians and Surgeons of 
Canada; the recipient of an honorai’y 
degree from Bishop’s University, Len- 
noxville, Quebec, and a member of many 
scientific societies. He was the author of 
numerous contributions to the literature of 
his specialty. 

Honorary Fellowship in the Interna¬ 
tional College of Surgeons was conferred 
on Dr. Cone at the September 1957 Con¬ 
vocation. 

Dr. Cone is survived by his wife, the 
former Avis Wood; his brother, Dr. Al¬ 
fred J. Cone of St. Louis, and by three 
nephews and a niece. 
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Convocation Address 

The Role of the Surgeon in the Cause of Peace" 
DR, RAYMOND B. ALLEN 

Chancellor, University of California at los Angeles 



INTERNATIONAL COLLEGE OF SURGEONS 

DR. MAX THOREK. Founder 

CONVOCATION PROGRAM 

WILTERN THEATRE, LOS ANGELES, CALIFORNIA Thursday, March 13, 1958 

Chairman of Congress .Joseph de los Reyes, M.D., F.A.C.S., F.I.C.S. 

Co-Chairmen of Congress .Peter A. Rosi, M.D., F.A.C.S., F.I.C.S. 

Lyon H. Appleby, M.D., F.R.C.S., F.A.C.S., F.I.C.S. (Hon.) 

Chairman of Convocation .Horace E. Turner, M.D., F.A.C.S., F.I.C.S. 

Director of Pageantry .-.-.Ernest F. Purcell, M.D., F.I.C.S. 

Music Director and Monitor .......Claire E. Carr, M.D., F.I.C.S. 

Marshal .....John B. Ritchie, M.D., F.A.C.S., F.I.C.S. 

Organ Music ._.George Goulding, Organist 

Ire Sonata .-. Borowski 

Libesfreud . Kreisler 

Largo .....-. Handel 

Finale .-. Douglas 

Marche Champetre . Boex 

Vorspiel from "Die Meistersinger". Wagner 

On Stage: International Officers, United States and Canadian Section Officers, Regents, Delegates, 
Consular Corps, Honorary Fellows, Canadian Candidates and Guests 

Processional: Pomp and Circumstance...Elgar 

Marche Romaine .Gounod 

Marche Pontificale ...F. de la Tombelle 

Opening of Convocation and Introduction of Curtice Rosser, M.D., F.A.C.S., F.I.C.S., President of 

United States Section .Joseph de los Reyes, M.D. 

Invocation .Rabbi Maxwell H. Dubin, Wilshire Boulevard Temple 

Introduction of Carlos Gama, M.D., F.B.C.S., F.I.C.S. (Hon.), President, International College of 
Surgeons 

Dr. Max Tho rek, Founder and Secretary General 
Dr. Richard M. H. Power, President, Canadian Section 

Dr. E. N. C. McAmmond, Secretary, Canadian Section .Curtice Rosser, M.D. 

Presentation of Mace to International College of Surgeons .Canadian Section 

Precession of Flags: "Stout Hearted Men".Romberg 

Presentation of Colors: "Canadian National Anthem" 

"Star Spangled Banner".Robert Lee Marsh, M.D. 

Session °l Pl°9 Bearers: "Semper Paratus".Von Boskerck 

emorial Service for Deceased Members . .Ernest F. Purcell, M.D. 

0 Motion .Curtice Rosser, M.D. 

invocation Address: 

The Role of the Surgeon in the Cause of Peace," 

Raymond B. Allen, M.D., Ph.D., Chancellor of the University of California at Los Angeles 

Ou p Introduced by .Curtice Rosser, M.D. 

M . r ° 9ress .Ross T. Mclntire, M.D., Executive Director 

Conf ln,S - fr ° f, ° n °* Co ^ e 9 e Pledge to Inductees .Curtice Rosser, M.D. 

erring 0 f Honorary Fellowship Degrees by International Officers 

Carlos Gama, M.D., President, International College of Surgeons 
Max Thorek, M.D., Founder and Secretary General of College 
l n)r "ass T. Mclntire, M.D., Executive Director 

l n(r uc,IOn °l c °ndidates from Other Sections .Carlos Gama, M.D., and Max Thorek, M.D. 

action of Canadian Section Candidates .Richord M. H. Power, President, 

l n , . and E. N. C. McAmmond, Secretary, Canadian Section 

action of United States Section Candidates .Curtice Rosser, M.D., President, 

United States Section, and Ross T. Mclntire, Executive Director 

nCC Note* A"j-‘ .V.•'. Max rhorci <' M.D. 

Genet}- ,• IC ‘ Aud,oncc please remain seated until members file out and music ceases. 

IOn . Rev. Winston Trevor 

Rc»; re c , Wilshire Methodist Church, Los Angeles 

P tt • ° rS; *' Anicr5ca n the Beautiful" "Under the Double Eagle" 

S| onal. ^Triumphal March from Aida" Verdi 

'Morche aux Flambeau". Clork 






































INTERNATIONAL COLLEGE OF SURGEONS 
HONORARY FELLOWS 
1958 


RAYMOND B. ALLEN, M.A., M.B., M.D., Ph.D. 

Chancellor of the University of California at Los Angeles. For¬ 
merly, Dean of Wayne University’s College of Medicine; Execu¬ 
tive Dean of the Chicago Colleges of the University of Illinois 
and Dean of the College of Medicine; President of the University 
of Washington. LL.D. Tulane, Illinois, Lake Forest, Hawaii, Bos¬ 
ton, Gonzaga and Southern California Universities, and D.Sc. 
Whitman College. Member of numerous professional associations 
including the honorary societies of Sigma Xi, Phi Beta Kappa, 
Alpha Omega Alpha and Phi Delta Kappa. Author of “Medical 
Education and the Changing Order” and numerous scientific, edu¬ 
cational and general articles. 

Presented by 

Francis L. Lederer, M.D., F.A.C.S., F.I.C.S. (Hon.), Chicago, Illi¬ 
nois. 


D. L. C. BINGHAM, M.B., Ch.B., F.R.C.S. (E), F.R.C.S. (C), F.A.C.S. 
Professor of Surgery, Queen’s University, Kingston, Ontario; 
Department of Surgery, Kingston General Hospital. Served with 
the Royal Army Medical Corps in Great Britain, Iceland and th 
Middle East. On promotion to Lt. Col. (1942) became Officer ii 
Charge of the Surgical Division of several base hospitals in Egypt 
Syria and Palestine. Recipient of the Annandale Gold Medal ii 
Surgery, The Royal Victoria Gold Medal in Tuberculosis, Star) 
Scholarship in Pathology and Medicine and The MacLaggan Prizi 
in Forensic Medicine. Granted the Crichton Surgical Researcl 
Scholarship in Edinburgh, British Medical Association Scholar 
ship in Surgery, Rockefeller Foundation Fellowship in Surgica 
Research, held at the University of Michigan; The S.vme Fellow 
ship of Edinburgh University and the Francis Mitchell Caird Goh 
Medal in Surgery. Author of a number of papers on surgica 
subjects. 

Presented by 

Lyon H. Appleby, M.D., F.R.C.S., F.A.C.S., F.I.C.S. (Hon.), Van 
couver, British Columbia. 


ERNEST H. J. BORS, M.D., F.A.C.S. 

Chief, Paraplegia Service and Acting Chief, Urology, Veterans 
Administration Hospital, Long Beach, California. Formerly, 
Chief, Paraplegia Section, Birmingham Veterans Administration 
Hospital and Birmingham General Hospital, Van Nuys; Chief, 
Urology, Hammond General Hospital, Modesto, California; De¬ 
partment of Surgery-Urology', University of California at Los 
Angeles. Member of many professional societies and author of 
over fifty scientific contributions to contemporary surgical litera¬ 
ture. 

Presenfecf by 

Robertson Ward, M.D., F.A.C.S., F.I.C.S., San Francisco, Cali¬ 
fornia. 
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HONORARY FELLOWS - Continued 





A. W. FISCHER, M.D., F.I.C.S. 

Professor of Surgery, University of Kiel, Germany. President, 
German Section, International College of Surgeons. Formerly, 
Professor of Surgery, University of Giessen/Lahn; Associate 
Professor, Frankfurt-Main. Honorary member and member of 
numerous professional and scientific organizations. Author of 
textbooks on surgical operations and many other contributions 
to the surgical literature. Co-author of “Medical Diagnosis.” 

Presented by 

John B. O’Donoghue, M.D., F.A.C.S., F.I.C.S.. Chicago, Illinois. 



V. B. GREEN-ARMYTAGE, M.D., M.R.C.P., F.R.C.S. (Eng.) 

Formerly, Professor of Obstetrics and Gynecology, University of 
Calcutta, India; Past President of Honor of the French Gyneco¬ 
logical Society; Foundation Member and Past Vice-President, 
Royal College of Obstetricians and Gynecologists; Examiner, 
Obstetrics, Universities of Cambridge and Dublin and Conj. Bd. 
and R.C.O.G. Croix de Chevalier, Legion of Honor (1916); Order 
of White Eagle of Serbia (1917). Author: ‘Tropical Midwifery 
and Tropical Gynecology,” 2 vols.; “Gynecology and Obstetrics 
in Shakespeare,” “Gynecology and Obstetrics in the Bible,” ‘The 
Debt of Western Medicine to the East,” “The Debt of the Fine 
Arts to Medicine,” and “The Paradox of Genius,” in addition to 
many contributions to the surgical literature in the field of ob¬ 
stetrics and gynecology. 

Presented by 

Frederick H. Falls, M.D.. F.A.C.S., F.I.C.S. (Hon.), Chicago, Illi¬ 
nois. 



ALBERT P. LaCHAPELE, M.D., F.I.C.S. 

Professor and Head of the Department of Carcinologv. Uni\or*it> 
of Bordeaux, France; Directeur du Centre Regional de I.uttc 
Contre le Cancer; Treasurer. French Section. International Col¬ 
lege of Surgeons. Author of manx contribution* to the surgical 
literature. 

Presented by 

Haxmond Darget. M.D.. 1M.CA (Hon.). Bordeaux. France. 
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MAX LANGE, M.D., F.I.C.S. 

Professor and Director of the Orthopedic Clinic of the Uni\er* 
sity Polyclinic, Munich, West Germany. Formerly of the Univer¬ 
sity of Jena and Leipzig. Member of Societe Francaise d’Or- 
thopedie et de Traumatologie; Honorary Member of the Societa 
Italiana di Ortopedia e Traumatologia; Presiding Officer of the 
German Congress of Orthopedic Surgeons in 1947; Publisher of 
the “Zeitschrift fiir Orthopadie”; Secretary, German Orthopedic 
Society. Author of “Orthopiidisch-chirurgische Operationslehre,” 
“Unfallorthopadie,” and “Kriegsorthopiidie,” twelve monographs 
and 130 articles on orthopedic subjects. 

Presented by 

Edward L. Compere, M.D., F.A.C.S., F.I.C.S. (Hon.), Chicago, Illi¬ 
nois. 



JEAN-JACQUES LUSSIER, B.A., M.D., L.Sc., M.Sc., Ph.D. 

Dean, Faculty of Medicine, University of Ottawa, Ontario, Can¬ 
ada. Formerly, Associate Professor of Physiology, Faculty of 
Medicine, University of Montreal; Research Fellow of the Na¬ 
tional Research Council, Physiological Laboratory of the Univer¬ 
sity of Cambridge (1948-51) and General Secretarv, L’Association 
Canadienne Francaise pour 1’Avancement des Sciences. Member 
of scientific societies and author of contributions to the literature 
in the field of physiology. 

Presented by 

Jean Paul Legault, M.D., F.A.C.S., F.I.C.S., Montreal, Canada. 


JOHN HENRI OLTRAMARE, M.D., D.Sc., F.I.C.S. 

Professor of Surgical Propaedeutics, University of Geneva, Swit¬ 
zerland. Secretary General of the European Federation of the 
International College of Surgeons. Officer of the Legion of Honor 
of France. Scientific associate of Dr. Alexis Carrell during the 
First World War, and Prof. Rene Leriche and Prof. Leon 
Berard. Member of various scientific societies and contributor to 
the surgical literature. 

Presented by 

Henry W. Meyerding, M.D., F.A.C.S., F.I.C.S. (Hon.), Rochester, 
Minnesota. 


RAYMOND SIMARD, B.A., M.D., F.R.C.S. (C) 

Professor, Faculty of Medicine, University of Montreal. Certified 
specialist in gynecology of the Royal College of Canada. Formerly 
associated with the gynecological clinic of the Hospital of St. 
Antoine, Paris, France. Member of various scientific societies 
and contributor to the surgical literature in the specialty of 
gynecology. 

Presented by 

George J. Strean, M.D., F.A.C.S., F.I.C.S., Montreal, Canada. 


HONORARY FELLOWS - Continued 

ARTHUR WA1-TAK WOO, O.B.E., M.B., B.S., F.R.C.S. (E), F.I.C.S. 
Honorary consulting gynecological surgeon, Nethersole Hospital. 
Hongkong; Founder and honorary consultant. Cancer Hospital 
and Clinic, Macao; Principal of the Woo Clinic; President of 
the Hongkong Section, International College of Surgeons. For¬ 
merly, Physician Extraordinary to the President of China and 
Medical Advisor to the Ministry of Foreign Affairs and Ministry 
of Communications; Honorary visiting professor of gynecology. 
Dr. Sun Yat-Sen Memorial Medical College, Lingnan University, 
Canton; First president, China Medical Association and Past 
president, Hongkong Chinese Medical Association and Chinese 
Society of Obstetrics and Gynecology. British Decorations: Jubi¬ 
lee Medal, War Service Medal, Long Service Medal. Knight of 
Grace of the Venerable Order of St. John of Jerusalem. Corona¬ 
tion Medal and Officer of the British Empire. Chinese Decora¬ 
tions: Order of the Chia Ho and Chinese Red Cross Medal. 

Presented by 

Gilbert Douglas, M.D., F.A.C.S., F.I.C.S., Birmingham. Alabama. 


CARLO MARINO-ZUCO, M.D., F.I.C.S. 

Professor and Chairman of the Department of Orthopedic Sur¬ 
gery, University of Rome. Italy, and Chief of the Postgraduate 
School of Orthopedics; Advisor and Professor of osteoarticular 
tuberculosis to the Forlanini Institute of Rome; Italian expert 
for rehabilitation at the UNO and permanent member of the In¬ 
ternational Poliomyelitis Congress. Director of “Ortopedia e 
Traumatologia deU'Apparnto Mot ore" and “Orizzonti della Orto¬ 
pedia Odierna c della Riahilitazione." National Secretary for Italy 
of the International Society and President of the Italian Societj 
for the Welfare of Cripples. Honorary Fellow and Member of 
many scientific societies and author of many publications in 
orthopedics. 

Presented by 

Arthur Steindler. M.D.. F.A.C.S.. F.I.C.S. (Hon.), Iowa City, Iowa. 



INTERNATIONAL COLLEGE OF SURGEONS 
UNITED STATES SECTION 
CONVOCATION CLASS 1958 


QUALIFIED FELLOWS 


DR. LAWRENCE ADAMS 
DR. LEO JOEL ADELSTEIN 
DR. SEYMOUR l. ALBAN 
DR. ELBERT C. ANDERSON 
DR. ROBERT C. ANDERSON 
DR. ROBERT F. ANDERSON 
DR. DEMETRIUS K. APOSTLE 


Hollywood, California 
Los Angeles, California 
long Beach, California 
Wilmington, Delaware 
Newark, New Jersey 
Salem, Oregon 
Brooklyn, New York 


DR. HOWARD MORRIS ARMSTRONG Little Rock, Arkansas 


DR. THOMAS S. ARMSTRONG 
DR. STANLEY SISCO ATKINS 
DR. GUILLERMO BARBOSA 
OR. HUGH R. K. BARBER 
DR. EARL L. BARRETT 
DR. ROBERT T. BARRY 


Carlisle, Pennsylvania 
Asheville, North Carolina 
San Juan, Puerto Rico 
New York, New York 
Seattle, Washington 
Hartford, Connecticut 


DR. ELPHAGE A. BEAUDREAULT Woonsocket, Rhode Island 


DR. LEON P. BELOUS 
DR. HOWARD C. BERGER 
DR. BURTON D, BERGMAN 
DR. MELVIN BERLIND 
DR. PHILLIP M. BICHARD 
DR. FRANCIS E. B1HSS 
DR. MORRIS H. BLAU 
DR. SAMUEL BORSSUCK 
DR. JOSEPH A. BRADLEY 
DR. JOSEPH BRAUN 
DR. ANTHONY J. BRUNO 
DR. BRUCE C. BUDGE 
DR. MATHEW J. BULFIN 
DR. FRED T. BURICH 
DR. THOMAS L. BURNS 
DR. WILLIAM J. BYERLY 
DR. SANTE D. CANIPAROLI 


Beverly Hills, California 
New York, New York 
Hillside, New Jersey 
Brooklyn, New York 
Phoenix, Arizona 
East St. Louis, Illinois 
Miami, Florida 
Annapolis, Maryland 
Carlsbad, New Mexico 
West New York, New Jersey 
Elizabeth, New Jersey 
Boise, Idaho 
Chicago, Illinois 
Medford, Oregon 
Flushing, New York 
Hartsville, South Carolina 
Portland, Oregon 


DR. MAJOR PHILIP C. CANNEY San Francisco, California 


DR. HENRY HUGH CANTON 
DR. PAUL LOUIS CARMICHAEL 
DR. SALVADOR CASTANARES 
DR, MORTIMER ROBERT CHOLST 
DR. HARRY L. CLARK 
DR. KENDALL CLARK 
DR. EDWIN RAYMOND CORE 
DR. CLIFFORD N. CRAWFORD 


Washington, D. C. 
Lonsdale, Pennsylvania 
Los Angeles, California 
Brooklyn, New York 
Brooklyn, New York 
Jefferson City, Missouri 
Kimball, Nebraska 
Pasadena, California 


DR. WILLIAM NATHAN CROWSON Clarksdale, Mississippi 


DR. JAMES ROBERT DILLARD 

DR. DAVID A. DREILING 

DR. HARRY O. DREW 

DR. WALLACE S. DUNCAN 

DR. STEPHEN E. ELLENDER 

DR. FRANK L. FEIERABEND 

DR. SAMUEL J. FERRARA 

DR. A. J. FESSLER 

DR. ROSARIO ALFRED FISICHELLA 

DR. ARMAND L. FONTANA I 

DR. KENNETH A. FORBES 


Fargo, North Dakota 
New York, New York 
Billings, Montana 
Cleveland, Ohio 
Houma, Louisiana 
Kansas City, Missouri 
Peru, Indiana 
Trenton, New Jersey 
i Monterey, California 
McKeesport, Pennsylvania 
Irvington, New Jersey 


DR, JOHN C, FOUSHEE Windsor, North Carolina 

DR. HERMAN I. FRANK Bayonne, New Jersey 

DR. ERNEST M. FUSS Kew Gardens, New York 

DR. CHARLES W. GASKINS Poplar Bluff, Missouri 

DR. RUTHERFORD SMITH GILFILIAN 

San Francisco, California 
DR. WALTER W. GLASS, JR. Port Arthur, Texas 

DR. LAWRENCE H. GOODMAN Findlay, Ohio 

DR. MILTON GORDON Redwood City, California 


DR. ALAN WINCHESTER GRAY Newport Beach, California 


DR. H. WILLIAM GRAY 
DR. A. J. GROBMEYER, JR. 
DR. WALTER C. GRAHAM 
DR. DuPONT GUERRY III 
DR. PAUL GUGGENHEIM 
DR. STANLEY S. HAFT 
DR. EDWIN S. HAMILTON 


Miami, Florida 
Memphis, Tennessee 
Santa Barbara, California 
Richmond, Virginia 
Council Bluffs, Iowa 
Los Angeles, California 
Kankakee, Illinois 


GEORGE H. HANLON 
CLARENCE C. HAYDEL 
THOMAS M. HEARN N 

CARL K. HEINS 
GEORGE T. HELLER Lai 

ROBERT HENNER 
CLARKE L. HENRY 
WINFIELD FABIAN HERMAN 
EARL N. HILLSTROM 
THEADORE K. HIMELSTtIN 
EUGENE F. HOFFMAN 
GALE W. HUNT 
BARNETT N. HYMAN 
IRA A. JAFFE 
KING A. JAMISON 
JACK BONNER JAY 
EMMIT M. JENNINGS 
BERT S. JEREMIAH 
ALEXANDER J. KADVANY 
DAVID KATZ 
IVAN KEMPNER 
JOHN JACOB KILLEFFER 
LOWELL S. KING 
WILLIAM THOMAS KNIGHT 
ADOLPH A. KUTZMAN 
ADRIAN LAMBERT 
SIDNEY S. LERNER 
RICHARD J. LESCOE 
STEPHEN WILLIAM LESKO 
HYMAN LIEBER 
ROBERT F. LORENZEN 
JAMES C. LUCE 
ROBERT GEORGE LUKENS 
Francis g. McCartney 

JACK WHITE McELWAIN 
JAMES READ McKENDRY 
william j. McKinnon t 

A. DANIEL MADDOX 
JOSEPH L. MAGRATH U 

HENRY FRANCIS MAGUIRE 
JOHN ROBERT MANGUM 
HAROLD MANSUR, JR. 
ALBINO JOHN MARCHELLO 
MERVIN A. MATHIAS 
THOMAS HENRY MERCER 
JOSEPH MIDDLETON 
JOHN D. NAPLE 
MAURICE W. NUGENT 
WILLIAM NUSSBAUM 
JOHN B. O'DONOGHUE, JR. 
JOHN F. OESTERLE 
LOUIS CHARLES OLKER 
MICHAEL J. O'GRADY 
DANIEL JAMES O'REGAN 
FRANCIS OTTAVIANO 
WILLIAM C. PALLAS 
ANTHONY V. PARTIPILO 
EDWARD D. PARKINSON 
RAYMOND J. PELLICORE 


Gouverneur, New York 
New Orleans, Louisiana 

North Hollywood, California 

Monticello, New York 
Lake Success, L. I., New York 
Chicago, Illinois 
Kansas City, Missouri 
UN Glendale, Californio 

Reno, Nevada 
New York, New York 

Los Angeles, California 

Los Angeles, California 

Beaumont, Texas 
Bronx, New York 
Bristol, Tennessee 
Scott A. F. Base, Illinois 
Roswell, New Mexico 
Pawtucket, Rhode Island 
Long Beach, California 
Northbrook, Illinois 
New York, New York 
Chattanooga, Tennessee 
College Park, Georgia 
T Hackensack, New Jersey 
Los Angeles, California 
New York, New York 
Philadelphia, Pennsylvania 
Columbus, Ohio 
Passaic, New Jersey 
Phoenix, Arizona 
Phoenix, Arizona 
Medford, Oregon 
Bakersfield, Californio 
Portland, Oregon 
Amityville, New York 
Providence, Rhode Island 
Wadesboro, North Carolina 
Las Cruces, New Mexico 
Upper Darby, Pennsylvania 
E San Diego, Californio 

Nampa, Idaho 
Wichita Fails, Texas 
.O Billings, Montana 

San Carlos, California 
Oak Park, Illinois 
Los Angeles, California 
Buffalo, New York 
Los Angeles, California 
Kew Gardens, New York 
R. Evergreen Park, Illinois 
Washington, D. C. 
Chico, California 
Belleville, New Jersey 
Jersey City, New Jersey 
New York, New York 
Chattanooga, Tennessee 
Chicago, Illinois 
Boise, Idaho 
Chicago, Illinois 


ROBERT OLIVER PEARMAN Son Luis Obispo, Californio 
SIDNEY PECK Hollywood, Florida 

RUDOLPH HENRY PELZER Yonkers, New York 

DAVID RODRIGUEZ PEREZ Rio Piedras, Puerto Rico 
PAUL H. PERNWORTH Compton, Californio 

PAUL PETERSON Fullerton, California 

JIM SMITH PHILLIPS Butler, Alabama 

EDWIN PLIMPTON Los Angeles, California 

EDWIN W. PRENTICE Muskegon, Michigan 

WADDIE RALPH PROCCI Staten Island, New York 

EUGENE TELFER QUASH New York, New York 

PAUL A. RADNAY New York, New York 

RAOUL L. RAMOS Poplar Bluff, Missouri 
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QUALIFIED FELLOWS (Continued) 


)R. ANTONIO RAMOS-OLLER.Santurce, Puerto Rico 

JR. ROY T. RAPP.Quincy, Illinois 

JR. ROBERT G. RATE.Halstead, Kansas 

JR. ALFRED A. RICHMAN.New York, New York 

JR. ROBERT M. RICHMAN.New York, New York 

JR. HENRY ROBBINS.New York, New York 

DR. HERMAN LEON ROSEN.Montgomery, Alabama 

DR. OSCAR J. ROSENZWEIG.Chicago, Illinois 

DR. NATHAN WILLIAM RUBIN.Norristown, Pennsylvania 

DR. JOSEPH L. C. RUISI..Westerly, Rhode Island 

DR. HENRY O. RUUD.Rapid City, South Dakota 

DR. HENRY BENJAMIN SACHS.New York, New York 

DR. EARL B. SANBORN, JR..Evanston, Illinois 

DR. NICHOLAS SALERNO. Bronx, New York 

DR. JEAN ALBERT SARRAIL.San Francisco, California 

DR. ALEXANDER J. SCHAEFFER.Los Angeles, California 

DR. JOHN SCHULTZ .Miami, Florida 

DR. JEROME SCHWARTZ.Lynbrook, New York 

DR. IRVIN SEAMAN.Coral Gables, Florida 

DR. JOHN H. SELBY...Lubbock, Texas 

DR. JOHN M. SERENA.Norwalk, Connecticut 

DR. LLOYD SHERMAN.Minneapolis, Minnesota 

DR. THOMAS ANDREW SLATE.San Diego, California 

DR. ALEXANDER SLAVCOFF. Harrisburg, Pennsylvania 

DR. STEVAN FREDERICK SLEPNIKOFF.Madera, California 

J R. DANIEL W. SOOY... Los Angeles, California 

DR. FRANCIS J. STANGHELLINI.San Francisco, California 

t'R, CLAUDE E. STEEN.Addis Ababa, Ethiopia 

&R. HARRY L. STEWART, JR.Santa Barbara, California 

DR. PAUL B. STIDMAN. Grand Junction, Colorado 

DR. LOWELL L. STOKES. 

DR. MARTIN LAWRENCE STONE 

DR. CLAUDE R. SWAIN. 

DR. HYMAN SWERDLOW. 

DR. PAUL SULLIVAN. 

DR. ROBERT C. TAYLOR. 

DR. ELBRIDGE TELFORD. 

OR. ALBERT M. THOMAS. 

DR. KEARNS THOMPSON, JR. 

DR. JAMES E. M. THOMSON 

DR. RAYMOND J. TILLE, JR. 

DR. Maurice m. tinterow. 

J °SEPH TOURISH .Philadelphia, Pennsylvania 
no tGLENN TRAMBLE ... Arlington, California 
OR- EREOE RICK MYLES TURNBULL, JR. 

DR unu^;":. Los Angeles, California 

DR‘ Ri?l R an *■ TYtER .D<="vcr, Colorado 

chard James valone . 

DR « 6 r, ANCIS RENE VAN DE CARR 

no’ i? R EN VER DRUGGEN. 

dr’ Ln WARD N - WEAV ER. 

DR. HUGH C. WELSH. 

OR' VICTOR WENER. 

DR uni TER *• W'CHOWSKI 
DR' mIJ N ift Y WILDER. 

Harold wilf. 

or r,i PHEN J - wood.. 

0R . ALBERT H. YOUNG . 


New Orleans, Louisiana 
.New York, New York 
Las Angeles, California 
Beverly Hills, California 
Great Neck, New York 
... Memphis, Tennessee 

.DeKalb, Illinois 

.Houston, Texas 

. Lexington, Kentucky 
Lincoln, Nebraska 

. Findlay, Ohio 

Wichita, Kansas 


Utica, New York 
Oakland, California 
.Las Vegas, Nevada 
Augusta, Georgia 
Roanoke, West Virginia 

.Houston, Texas 

. Norwich, Connecticut 

.Chicago, Illinois 

Baltimore, Maryland 
Philadelphia, Pennsylvania 
Seattle, Washington 
Erie, Pennsylvania 


DR. 

DR. 

DR. 

DR. 

OR. 

DR. 

DR, 

DR. 

DR. 

OR. 

OR. 

DR 

OR. 

DR. 

PR 

DR 

PR 


ADVANCE to qualified feuow 

JOHN STEPHEN BROZ 
HOMAS f. CACIOPPl 

viJrr^ RD C «ElNOVA 
,'^ ENT P. DcPIETRO 
JOSIPH J. DRAGO 
EOBLrt t. DWYER 

JUsrn RD C ' tMtR 50N 

tuV.V 5 M - eeeming 

JDuu U S ' CtR ARD It 
S. GIARDINA 

gothring . . . 

JOhnT l - moldridge 

L'S^V • M'ECHCOCK 
:* M 'Y KATZ 
. WJN P. KIRK 
l. UNZ 

CM Atl R. MAZZII 


. . Alliance, Ncbraskc 
Claverack, New YorV 
Brooklyn, New YorV 
Wechawken, New Jerse> 
long Island, New YorV 
... Clinton, lowc 
St. Poul, Minnesotc 
Moscow, Idahc 
Waterloo, lowc 
Newark, New Jersey 
Pittsburgh, Pennsylvanic 
Providence, Rhode tslom 
Augusta, Georgic 
North Bergen, New Jerse) 
Louisville, Kentucky 
West DePere, Wisconsli 
Stolen tslond. New Yort 


DR. JOSEPH B. MOLES..—. 

DR. TAM1N J. NAJM.__. 

DR. CORBIN E. ROBISON_ 

DR. JOSEPH N. RUSSO..- 

DR. JOSEPH R. SAAB.. 

DR. ARNOLD SCHOSHEIM...^. 

DR. LESTER J. SCHULTZ. 

DR. HOWARD Y. SIGLER. 

DR. HALE B. SLAVIN. 

DR. RAUL M. TORRES.. 

DR. CLIFFORD TRAVERSE__ 

DR. JOHN URSIN ___ 

DR. CLAUDE M. WARREN_ 

DR. WILLIAM L. WAGENER, JR- 

DR. BYRN WILLIAMSON.. 


_Oak Park, Illinois 

.Nelsonville, Ohio 

.Canon City, Colorado 

.Hartford, Connecticut 

.Lackawanna, New York 

.Brooklyn, New York 

.New York, New York 

...Dallas, Texas 

.Las Vegas, Nevada 

.Detroit, Michigan 

.Alva, Oklahoma 

__Chicago, Illinois 

..Mobile, Alabama 

.Coral Gables, Florida 

Birmingham, Alabama 


ASSOCIATE MEMBERS 


DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR, 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 


JAMES C. ADRIAN ... ._ . 

PERRY ALLERTON . 

JOHN M. BENKO. 

ROSS BIZZELL . 

M. ELDRIDGE BLACK. 
ANTHONY C. BRANCATO 
GEORGE E. CAMPBELL ... 


.Oak Park, Illinois 

. Elgin, Illinois 

.Youngstown, Ohio 

Little Rock, Arkansas 
. ..Clearwater, Florida 
.Philadelphia, Pennsylvania 
Los Angeles, California 


FRANCESCO CACACE . Union City, New Jersey 


ROBERT C. CORNELL 

N. S. CRISAFULLI. 

DAVID D. DePUE. . .. 

SEYMOUR DUNN .. 

CHARLES C, DRACE 
HAROLD ELCANESS . . 

RICHARD M. GERMAN 
P. FELIX GIANATASIO .. 
BERNICE E. GOTAAS ... 
ISADORE GROSS . 

RUDOLPH M. GONZALES 
WILLIAM M. GORISHEK . 
CAESER W. GRILLONE . 
HOWARD HORNER.. . . 

ROBERT C. JACKSON .. 
EDWARD J. JOUBERT 
CHARLES G. JOBBINS . 
DOUGLAS KRAMER . 

ELMER G. LINHART 
RAMON E. LLOBET . .. 
JAML5 L, LANZILLO 
CHARLES J. LOPEZ 
ROY T. LYDON 
JOHN J. McKENNA 
PASCHAL F. MESTICE .. 
ANDRES MONTALVO-CARROL 
JULIAN B. NEEL 
ROBERT B. NICHOLS 
BRUCE L. ODOU 
HARRY B. OVERESCH 
BILL M. PHILLIPS 
DELMAR E. RHAME 
CHARLES J. ROEHM 
JOHN HENRY ROUCH . 

MARK H. ROTTNER 
M. D. RUD1CK 
JESSE SCHULMAN 
M. D. 5CHOFMAN 
BENJAMIN SHERMAN 
THEODORE D. SPRITZER 
WILBUR l. STITZEL 
JEROME l. SWEENY 


Bangor, Maine 
Hawthorne, California 
Ogdensburg, New York 
Hollywood, Florida 
. St. Louis, Missouri 
Bronx, New York 
Oak Hill, West Virginia 
Bronx, New York 
Chicago, Illinois 
Worcester, Massachusetts 
Los Angeles, California 

. Price, Utah 

Somerville, Massachusetts 
Los Angeles, California 
.. . Medford, Oregon 
New Orleans, Louisiana 
Santa Barbara, California 
..Plair field. New Jersey 
... Annapolis, Maryland 
..Santurcc, Puerto Rico 
Troy, New York 
Los Angeles, California 
- Norwood, Massachusetts 
Queens Village, New York 
. .Yonkers, New York 
Santurcc, Puerto Rico 
Thomosvillc, Georgia 
Hollywood, California 
Montebello, California 
Kansos City, Missouri 
Monroe, Louisiana 
Clinton, South Carolina 
DeFuniak Springs, Florida 
French Equatorial Africa 
Woco, Texas 
Long Island City, New York 
Lakewood, New Jersey 
Miami Shores, Florida 
Brooklyn, New York 
Dunellen, New Jersey 
Dixon, Illinois 
5pokone, Washington 


THEODORE N. TIHANSKY 

Schuylkill Hoven, Pennsylvania 
LUIS J. TORRES-OLIVER Son German, Puerto Rico 

MIRIAM OTTMAN VINNARD 
W. G. WIEST 


ABRAHAM WEINBERG 
FRANK F. WIIDIEUSH 
EDWARD J. ZAMEORSKT 
JOHN P. ZAVOY, JR. 


Fresno, California 
Inglewood, Californio 
Fleischmonns, New York 
Chester, Pennsylvania 
Allentown, Pennsylvania 
Susquehonno, Pennsylvania 


JUNIOR MEMBERS 


DR. MERRIL J. AUXANDER 
DR. GUILLERMO O. AUSTRIA 


San Francisco, California 
Omcha, Nebraska 
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JUNIOR MEMBERS (Continued) 


DR. JAMES STEPHEN BENEDICT.Kalamazoo, Michigan 

DR. ANTONIO BERIO-SUAREZ.Santurce, Puerto Rico 

DR. JOHNNIE R. BETSON, JR.New Orleans, Louisiana 

DR. EDWARD R. BLOOMQUIST.Glendale, California 

DR. ARTHUR DEAN BURNETT..Youngstown, Ohio 

DR. WILUAM OLIVER CARSON ...Oklahoma City, Oklahoma 

DR. IRVIN CLAYTON.Decatur, Georgia 

DR. MARTIN COHEN.Yuma, Arizona 

DR. HUGH V. COLEMAN.Fort Huachuca, Arizona 

DR. WILUAM J. COLLIER.Wadsworth, Kansas 

DR. DONAL T. CONLEY.Milwaukee, Wisconsin 

DR. ALPHEUS McCULLEN COVINGTON. 

.Charlotte, North Carolina 

DR. MARY C. DUCKGEISCHEL.San Francisco, California 

DR. MANUEL FERNANDEZ.Highland Park, Michigan 

DR. WALDO EMERSON FLOYD, JR.Atlanta, Georgia 

DR. IRWIN NORMAN FRANK.Rochester, New York 

DR. DAVID WILLIAM FURNAS.San Francisco, California 

DR. JOHN HENRY GABLER.Schenectady, New York 

DR. SANDER GARRIE.Milwaukee, Wisconsin 

DR. VALENTIN GRACIA.Dallas, Texas 

DR. WILLIAM NORISS HARSHA....Oklahoma City, Oklahoma 

DR. NORMAN NATHAN HOFFMAN.Torrance, California 

DR. DONALD JULIAN HOLTZMAN.New York, New York 

DR. JOHN JAMES INNIS.Metairie, Louisiana 

DR. HERBERT JALENS.Kew Gardens, New York 

DR. EDWARD L. S. JIM.New York, New York 

DR. WILLIAM T. KERNAHAM.Chicago, Illinois 

DR. WARREN PERRY KNUTH.Fort Harrison, Montana 


Fellows 


DR. MARJORIE BENNETT. 


DR. E, M. BERTHO. 


DR. ELINOR BLACK. 


DR. J. H. BLAIR. 


DR. A. W. CARRIE . 


DR. MAX CHAM. 

DR. REAL CHENIER. 


DR. H. N. CLELAND. 


DR. A. COUTURIER. 


DR. M. M. DAVIS. 

.Halifax, Nova Scotia 

DR. A. H. GRENZ. 

.Regina, Saskatchewan 

DR. C, F. KEAYS. 


dr. w. s. kergin. 

DR. W. H. K1NDRACHUCK. 
DR. WALLACE LAFAVE. 

.Prince Rupert, British Columbia 

.Montreal, Quebec 

nR. R. LaFOREST. 

.Montreal, Quebec 

no IFONARD LEGAULT . 


DR. HAROLD LYNGE. 

DR. RUVIN LYONS. 

DR. J, J. MARIAN. 

.Winnepeg, Manitoba 

.Saskatoon, Saskatchewan 

Dp. J. A. MILLER. 

.Winnipeg, Manitoba 

DR. S. MILROD. 

no I NELL1GAN. 

.St. John, New Brunswick 

DR. MARIO ORLANDO. 



DR. PAUL KOROSEVSK1S.Portland, Oregon 

DR. SIMON LEVIN.Philadelphia, Pennsylvania 

DR. ARTHUR LIGHT.Glencoe, Illinois 

DR. JUAN I. LOPEZ-MORALES.Bayamon, Puerto Rico 

DR. M. BENNETT MARCUS.Brooklyn, New York 

DR. MICHAEL MORSE MARTUSCELLO....New York, New York 

DR. ARTHUR LEONARD MATLES.Brooklyn, New York 

DR. ROBERT MAJOR MATHEWS.Overland Park, Kansas 

DR. JORGE MEDIA.Columbus, Ohio 

DR. RAMON EMILIO MELLA.New York, New York 

DR. THOMPSON WHITE MERIWETHER. 

.Oklahoma City, Oklahoma 

DR. FRANCESCO M1CHIENZI.New Haven, Connecticut 

DR. NORMAN L. M1STACHKIN.St. Louis, Missouri 

DR. PAUL JONES MILLER.New Rochelle, New York 

DR. JACK MOSHEIN.Los Angeles, California 

DR. ESTHER F. NAGAO.Oakland, California 

DR. ROBERT L. ROBINSON.Milwaukee, Wisconsin 

DR. DONALD M. ROLNICK.Chicago, Illinois 

DR. ALLAN WINTNER ROSENBERG. 

.Los Angeles, Californio 

DR. JOHN JOSEPH ROSS.Philadelphia, Pennsylvanio 

DR. THOMAS JOSEPH SCHAEFER....Co!umbia, South Carolina 

DR. RONALD STUART SEATON.Milton, Pennsylvania 

DR. WARREN EDWARD SIMON.Bakersfield, California 

DR. GERALD LEROY SLOANE.Inglewood, California 

DR. ROBERT R. SIMPSON.San Francisco, California 

DR. ROBERT ROOE SIMPSON.Texas City, Texas 

DR. JACK ALFRED THURMOND.Roanoke, Virginia 

DR. THOMAS J. WELLS.LaMeso, California 

DR. WILUAM A. WEINBERG.Detroit, Michigan 

DR. WILLIAM W. YANG.Bremerton, Washington 


SECTION 


DR. BERNARD PARADIS... 

DR. A. S. ROBERTSON. 

DR. MORLEY ROSENFIELD 

DR. E. H. SIMMONS. 

DR. F. M. SMITH. 

DR. J. K. B. SMITH. 

DR. DAVID SWARTZ ... 

DR. L. J. TESSIER. 

DR. R. G. TOWNSEND... 

DR. R. F. WARREN. 

Advancement to Fellowship 

DR. M. L. MADOR.Sudbury, Ontario 

DR. S. S, POLACK.Sudbury, Ontario 

DR. JAMES RANKINE.Kelowna, British Columbia 

Associates 

DR. MAX ALEXANDROFF.St. Catherines, Ontario 

DR. RICHARD E. BEAULIEU.Quebec, Quebec 

DR. MAURICE BOURGOUIN.Rouyn, Quebec 

DR. E. A. FOSTER.Toronto, Ontario 

DR. F. W. HESS.Toronto, Ontario 

DR. S. KANOV5KY.St. Catherines, Ontario 


CANADIAN 


.Quebec, Quebec 

.Calgary, Alberta 

.Winnipeg, Manitoba 

.Toronto, Ontario 

.Camrose, Alberta 

.Toronto, Ontario 

Winnipeg, Manitoba 

..Montreal, Quebec 

.Calgary, Alberta 

.Toronto, Ontario 







































































































INTERNATIONAL SECTIONS 


BELGIUM 


CHINA-FORMOSA 


Fellows 

DR. JOSE DEITENRE ..Charleroi 

tDR. PAUL VICTOR DUPUIS.Sfockel 


Fellow 
DR. PEI-FEl LEE 


—--Boston, 


fDR. JOSEPH THYS . 

OR. ANDRE JOSEPH TRIGAUX . 

DR. JEAN VANHEE . 

.Chimay 

CHINA-HONGKONG 

DR. HERMAN VERDUYN 


Fellows 

OR. ALBERT VRINS ... . 

.Montigny 


BRAZIL 


DR. DELWYN VAUGHAN REES 
DR. DAVID (TA-HUI) TIEN _ 


Massachusetts 


-Hongkong 

-Kowloon 


Fellows 


DR. 

DR. 

DR. 

DR. 

OR. 

DR. 

OR. 

DR. 

DR. 

DR. 

DR. 

OR. 

DR. 

DR. 

OR. 

DR. 

OR. 

OR. 

DR. 


JOAO SELEM ASSEFF . 

CANDIDO DE ALMEIDA ATAIDE. 

MANOEL DA N. CASTELLO BRANCO. 

OECIO LEMOS CAMPOS. 

EENEDICTO DE O. CARVALHO. 

JOAO GERALDO DA CUNHA. 

CARLOS GLICERtO DA SILVA FERA 

AGHELO DE S. FILHO. 

JOAO TAVARES SILVA FILHO.!.”.!!" 
ARISTIDES SALGADO GUIMARAES.... 
URSUL1NO VELOSO DE S. MARTINS. 
OSEAS G. DE SAMPAIO 
JOSE SERAPHIM . 

raul rodrigues sette!!.!!!!!!!!!!!!!”! 

ATHAYOE PEREIRA DA SILVA.. 

JOSAR DE C. R. DA SILVA....!!.! 
MARIANO LUCAS DE SOUSA 
EENEDICTO THOMAZ TERRERI. 

ARTUR VANDENBERG 


..Vale Do Paraiba 

..Terezina 

.Vale Do Paraiba 
.Vale Do Paraiba 
.Vale Do Paraiba 
..Vale Do Paraiba 

...Salvador 

.Terezina 

.Terezina 

.Belo Horizonte 

.Terezina 

.Terezina 

.Vale Do Paraiba 
.Vale Do Paraiba 
.Vale Do Paraiba 
Vale Do Paraiba 

.Terezina 

.Ribeirao Prefo 

.Londrina 


Advancement to Fellowship 
° R ' V/AlTER CARLOS SCIGLIANO. 


... -Sao Paulo 


Associates 

M- ' 0 AO N DO 5 VA M Lt L CARN E D ,RO CfiMPOY VnIC ^ 

HUSON FERRARA G Lmr S .„ V. Sa ° P ° U, ° 

DR. tENICia taw.J., “ .Vale Do Paroifao 

OR. od vai « PERE,RA .Vitoria 

OR. JOSE j OR | A A SI1-VA .Belo Horizonte 

DR - ISAAC ..Soo pou, o 

$ l, VlO STERSA . . r aU '° 

S & 

'■ p> VIUAS.BOAS.Vale Do Paraiba 

Advancement to Associateship 

0R - tOGARO MARIO BERGER „. , , 

tK . Rio de Janeiro 

Juniors 
Dr, 

ll "'ISON ECEA . 

B» U,” S0DtR ° FERRAZ .. 

tt * Ul Coi «nberg .. 

t>*‘ I Gaf0 ^ MACHADO....: 

0 »; 2T° Mfl * 2uc °. ' 

ot. Ocrt- 1VtSTY 01 menezes ... 

Ot. Uiur C ' 0t AERtU SOCHA 
CllC0 « R - C. R. SILVA.. 


S ,'. MAND0 ca JUBA DE BRITO. 


Terezina 

.Sao Paulo 

...Vale Do Paraiba 

.Sao Paulo 

...Vale Do Paraiba 
..Vale Do Paraiba 
Terezina 

. Terezina 

...Vale Do Paraiba 


CYPRUS 


Fellow 

DR. TH. Z. ZAMBARLOUKOS. 


Nicosia 


EGYPT 


Junior 

DR. AMIN ABDEL MALEK.Chicago, 


FRANCE 


Fellows 

DR. HENRY CABANIE . 

DR. LUCIEN G05SE 
DR. ROBERT HAZEMANN 

DR. GEORGES IDRAC . 

DR. FRANCOIS KOEBELE 
DR. RAYMOND LEFEVRE 

DR. HENR. LEVEAU . 

DR. ANDRE MAURIN ... 

DR. PIERRE-MARIE NIAU5SAT 
DR. ANDRE GEORGES PETRIER 
DR. JEAN TISSEGRE 
DR. MARC WARLIN 


Bordeaux 

.Chatou 

... Drovcil 

.Ruffee 

..Meta 

.Reims 

—.Paris 

.Nice 

-Versailles 

.Langon 

.Dax 

.Paris 


GERMANY 


Fellows 

DR. FRANZ BECKER. 

DR. HEINRICH BRE1TENFEIDER 
DR. HERBERT GARDEMIN 
DR. MATHIAS HACKENBROCH 
DR. KARLHEINZ IDELBERGER 
DR. HEINZ JUNGE . 

DR. KURT HELMUT ROSSLER 


.-.Altdorf 

.Kassel 

..Hannover 

.Koln 

.Giessen 

... Sontferbosch 

. Venusberg 


HONDURAS 


Fellows 

DR. MARCO A. FORTIN Y. 
DR. JUAN MONTOYA 
DR. SALOMON MUNGUIA A. 
DR. CESAR ZUNIGA 


T «B>'<lsofpa 

Tegucigolpo 

Tegucigalpa 

Tegwcigolpe 


Advancement to Fellowship 
DR. ARMANDO VUASQUIZ 


Tegucigalpa 







































































INDIA 


Fellow 

DR. A. B. NARAYAN RAO 


Hyderabad 


Associate 

DR. S. R. K. MALIK. 


Kanpur 


IRAN 


Fellows 


DR. HADI MIR-FAKHARI .Teheran 

DR. ABDELA HABIBI .Teheran 

DR. MOHAMMAD KOSSAR .Teheran 


Advancement to fellowship 

DR. BAHAEDIN SAFAVI ..Bronx, New York 


Associates 


DR. HASSAN RAHMANI .Teheran 

DR. ARDESHIR BABAK SAMlY .Teheran 


Juniors 


DR. NASSER MOENZADEH .Teheran 

DR. MANOUTCHEHR SORAYA .Ahvaz 


DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 

DR. 


GIOVANNI NINFO .Padova 

GUISEPPE NOGARA .Verbania-lnfra 

ILO PASQUALETTI ..San Genesio 

EUGENIO PATELLANI .Milano 

GIANCARLO PEDR0NI .Brescia 

COSTANTINO PETROBONI.Romano di Lombardia 

ANTONIO PICARO .Rome 

GAETANO PISANO .Fiuggi 

GUISEPPE PERONATO.Noventa Vicentina 

ENRICO POLICHETTl .Mestre 

PIETRO POLONI ..Eboli 

ANTONIO RAFFAELlI .Ancona 

MARIO REICH .Trento 

RENATA RICCERI .Rome 

BENEDETTI VALENflNI SALVATORE.Rome 


Associates 


DR. CLAUDIO ALFANO .Napoli 

DR. VITTORIO BLINI .Milano 

DR. RENATO CAMINITI .Rome 

DR. PIERO CAPPONI ..Milano 

DR. LUIGI CERRINI .Milano 

DR. UGO DEL TORTO .Rome 

DR. GIANFRANCO DOTTI .Cernobbio 

DR. ESPOSITO GIOVANNI .Resina 

DR. ALESSANDRO GUFFANTI .Genova 

DR. SSA GRAZIELLA LlJPO .Como 

DR. ALDO PARENTELA ..Rome 

DR. ALBERTO PROPERZl .L'Aquila 

DR. GIULIO RICCI . Cesena 

DR. AGOSTINO TRAPANI .Napoli 


IRAQ 


Junior 

DR. GIORGIO CARLO CONTI.Santa Monica, California 


Associate 

DR. FATHOLLAH CHAKER MAGHAK.New York, N. Y. 

ITALY 


Fellows 


DR. ALBERTO ALBERTI .Cittadella 

DR. FAUSTO ALIERI .Rome 

DR. ATTILIO BELLAVIA .Rome 

DR. CODRO BENEDETTI . Tivoli 

DR. PAOLO BIOCCA . Cagliari 

DR. ATLANTE VERO BO .Manerbio 

DR. ROSARIO BUONACCORSI .Catania 

DR. SANTE CAMINITI . Milano 

DR. MANFREDI CAMPANA .Atessa 

DR. GUISEPPE CAPITOLO ...Torino 

DR. VINCENZO CARROZZlNl .Galatina 

DR. GIOVANNI CASELLA .Reggio Calabria 

DR. ENZO CASINI .Valterra 

DR. MANLIO CAUCCI .Ancona 

DR. FRANCESCO CAVAZZA .Bari 

DR. CIRILLO CELIA .Piove di Sacco 

DR. GUIDO CHIDICHIMO .Rome 

DR. ADOLFO CINCIONI .Castelfiorentino 

DR. ANTONIO COLALE . Orvieto 

DR. VITTORIO COSTA .Milano 

DR. MARCELLO DE FRANCHIS .Bologna 

DR. CORNELIO DE MARCHl.Pordenone 

DR. ENZO FANINI . Pescara 

OR. ALESSANDRO FICAI .Sinalunga 

DR. FERDINANDO FRANZONI .Merano 

DR. UGO FRASSON . Ischia 

DR. GIORGIO GHERUNZON! .Udine 

DR. UGO GRISETTI . Tracenta 

DR. ALDO GUSSO . Rome 

DR. VITTORIO KRATTER ..Venezia 

tDR. GUISEPPE LUCCHESE .Trapani 

DR. CONSUELO LUCCIONI .Potenxa 

DR. CARLO MAURO . Napoli 

DR. ARRIGO MIANI .Vimercate 

DR. ANSELMO MUSAJO .Taranto 


JAPAN 


Fellows 


DR. TOMIN H ARAD A . . 


DR. T&KFFIIMI MnUOIOMI . 

. Kirosaki City 

DR. KAORU SHfMA .-. 

.Hiroshima 

DR. SADAMU TAKAHASHI . 

DR. RYOICHI UEMURA . 

.Hiroshima 

KOREA 


Fellows 


DR. KEE RE CHANG . ..-. 

.Pusan 

DR. PYONG HO CHIN . 


DR. SANG CHAI CHOI... 

.Kwang-ju 


DR. SUNG JANG CHOI .Seoul 

DR. SUNG KWAN CHUN .Seoul 

DR. HI SUP CHUNG .Seoul 

DR. KOO CHOONG CHUNG.Seoul 

DR. PIL HOON HONG ..Seoul 

DR. JA HOON KIM..Seoul 

DR. CHANG KEUN KIM.Seoul 

DR. WUN KYOO KIM....Seoul 

DR. SUNG CHIN KIM.Seoul 

DR. HYUNG IK KIM. s e° ul 

DR. Kl JUN KIM.Seoul 

DR. PYUNG KAN KO. Toe 3 u 

DR. CHU KUL LEE..Seoul 

DR. CHAN BUM. LEE.~.~...Seoul 

DR. YONG SUL LEE..Seoul 

DR. KWANG SHIK MIN. Seou 

DR. DON SANG MOK.. Seou [ 

DR. CHUN KYU PAK. Seou 

DR. KILSOO PARK . Se0 ° 

DR. YONG WUN PARK. SeouI 

DR. CHANG WHAN SOHN.Seoul 


Associates 


.Seoul 

Seoul 


*’'‘-“eased 
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DR. IN HEE LEE. 

DR. TAI JOON MOON 

















































































































LEBANON 


PAKISTAN 


Advancement to Fellowship 


Fellows 


DR. SflfOH M. A. ATTAR 


Baltimore, Maryland DR. TAHIR HASAN 

DR. MOHAMMAD IQBAL 


NETHERLANDS 


Fellows 

DR. JAN P. DE JONG _ 

DR. H. W. HAGEMAN 
DR. HENDRIKUS J. JENS 
DR. EMIL A. VAN SLOOTEN 


Junior 

DR. P. H. VAN SETTEN 


PHILIPPINES 


Juniors 

Gouda 

Leeuwarden DR. LEANDRE !. BAUTISTA 

Bussum DR. JOSE P. CAEDO, JR. _ 

Amsterdam DR. IGNACIO B. CASTRO 

DR. ROBERTO NERY 
DR. FAUSTINO N. NIGUIDULA 
DR. PABLITO V. TANEDO 

Utrecht 


Citizenship Pending 
(INDIA) 

Fellows 

DR. GRACE PARTHASARATHY 
DR. MABBU PARTHASARATHY 


THAILAND 

Fellows 

DR. SAMAPURNAVAN1TYA RA-VING 
DR. CHAMRAS S1R1SAMBANDH 
DR. AMNUEY SMERASUTA 
DR. SAMRAN WANGSPA 


Multan 
Hinsdale, Illinois 


Mansfield, Ohio 
New York, N.Y. 
Louisville, Kentucky 
Chicago, Illinois 
Rochester, New York 
Lexington, Kentucky 


Bangkok 

Bangkok 

Bangkok 

Dhonburi 
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3n jMtmoriam 


DECEASED MEMBERS 
of 

UNITED STATES SECTION 


Dr. Andre Crotti.Columbus, Ohio 

Dr. John J. Davies.Moline, Illinois 

Dr. Edward Forest Ellis. 

.Fayetteville, Arkansas 

Dr. Albert Frank Farmer....Roanoke, Virginia 

Dr. Alvin John Kistler. 

.Minneapolis, Minnesota 

Dr. Roland M. Klemme.Salinas, California 

Dr. James A. Martin. 

.Pittsburgh, Pennsylvania 

Dr. William H. Olds....Los Angeles, California 

Dr. Ralph Poirier.Detroit, Michigan 


Dr. William Herman Stokes. 

.Lake City, Michigan 

Dr. Kenneth F. Stotz.Chicago, Illinois 

Dr. Baxter Hall Timberlake. 

.Atlantic City, New Jersey 

Dr. Frank Lewis Vanni..Baltimore, Maryland 

Dr. Charles B. Voigt.Mattoon, Illinois 

Dr. Audis Moore Walker. 

.Tuscaloosa, Alabama 

Dr. Charles Andrew Warmer. 

.Redondo Beach, California 

Dr. Walter Raymond West. 

.Idaho Falls, Idaho 

Dr. J. William Wright..lndianapo!is, Indiana 


DECEASED INTERNATIONAL 
MEMBERS 


Dr. Guiseppe Baroni. 

.Conegliano Veneto, Italy 

Dr. Piero Bezza.Cesena, Italy 

Dr. Raffaeie Brancati..Catania, Sicily 

Dr. Torquato Calzolari.Cremona, Italy 

Dr. J. A. P. Daraignez.Dax, France 

Dr. Paul-Victor Dupuis.Stockel, Belgium 

Dr. Harold Spencer Ellis. 

.Sherbrooke, Quebec, Canada 

Prof. Dr. Heinrich A. A. Florcken. 

.Frankfort-am-Main, Germany 

Dr. Pasquale Gagliardi La Gala. 

.Tricarico, Italy 


Dr. Ewart John Lindsay. 

.Noranda, Quebec, Canada 

Dr. Guiseppe Lucchese.Trapani, Italy 

Dr. W. J. P. MacMillan. 

Charlottetown, Prince Edward Island, Can. 

Prof. Dr. Felix Mandl.Vienna, Austria 

Dr. Benno Silbiger.London, England 

Prof. Dr. Nobuyoshi Takahashi..Chiba, Japan 

Dr. Jos. C. J. Thys.Lier, Belgium 

Dr. Glicerio Valera....Manila, The Philippines 

Dr. Fernando Velez-Paiz. 

.Managua, Nicaragua 
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Birmingham, Alabama 
Jersey City, New Jersey 

. Chicago, Illinois 

- . ..Berwyn, Illinois 
. .. Chicago, Illinois 

.Chicago, Illinois 

Los Angeles, California 

Chicago, Illinois 

Chicago, Illinois 


william m. McMillan, m.d., 

F.A.C.S., F.I.C.S._... 

AUGUST F. DARO, M.D., 

F.I.C.S. . 

CHESTER V/. TROWBRIDGE, M.D., 

F.A.C.S., F.I.C.S.. „ 

FRANCIS L. LEDERER, M.D., 
F.A.C.S., F.I.C.S. (Hon.). 
BERNARD COHLER, M.D., 

D.A.B., F.I.C.S. . _ . 


_Chicago, Illinois 

_Chicago, Illinois 

_Oak Park, Illinois 

.Chicago, Illinois 

.Chicago, Illinois 


Chairman, Board of Regents: 

RALPH R. COFFEY, M.D., 

F.A.C.S., F.I.C.S. .. _.. Kansas City, Missouri 

Honorary Chairman, Qualification, Credentials and 
Examination Council: 

W. W. BABCOCK, M.D., 

F.A.C.S., F.I.C.S. (Hon.). Philadelphia, Pennsylvania 

Chairman, Qualification, Credentials and 
Examination Council: 

RAYMOND W. McNEALY, M.D., 

F.A.C.S., F.I.C.S. (Hon.). _ . Chicago, Illinois 


Vice-Chairman, Qualification, Credentials and 
Examination Council: 

HARRY E. BACON, M.D., 

F.A.C.S., F.I.C.S. (Hon.) _ Philadelphia, Pennsylvania 

Secretary, Qualification, Credentials and Examination 
Council for Fellowship: 

EDWARD L. COMPERE, M.D., 

F.A.C.S., F.I.C.S. (Hon.) „ _ Chicago, Illinois 


Associate Secretaries, Qualification, Credentials and 
Examination Council for Fellowship: 


WILLIAM A. HENDRICKS, M.D., 
F.A.C.S., F.I.C.S. 

MORRIS T. FRIEDELL, M.D., 
F.A.C.S., F.I.C.S. 

EARL O. LATIMER, M.D., 
F.A.C.S., F.I.C.S. 

HENRY M. SCHEER, M.D., 
F.A.C.5., F.I.C.S. 

HORACE E. TURNER, M.D., 
F.A.C.S., F.I.C.S. 


Chicago, Illinois 
Chicago, Illinois 
Chicago, Illinois 
New York, New York 
Chicago, Illinois 


Chairman, Qualification, Credentials end lrumination 
Council for Associates and Juniors: 

MOSES EEHRIND, M.D., 

F.A.C.S., F.I.C.S. (Hon.) Philadelphia, Pennsylvania 


Associate Secretary, Qualification , Credentials and 
Examination Council for Associates end Juniors' 
jrROMt J. MOSES, M.D_ 

FA C.S., F.I.C.S. Chicago, Illinois 


IT 






Chairman, Board of Trustees: 

CLAUDE J. HUNT, M.D., 

F.A.C.S., F.I.C.S. (Hon.) Kansas City, Missouri 

Members, Board of Trustees: 

GEORGE F. LULL, M.D., 

F.A.C.S., F.I.C.S. (Hon.) Chicago, Illinois 

OSCAR B. NUGENT, M.D., 

F.A.C.S., F.I.C.S. Chicago, Illinois 

EUGENE CONNALLY, M.D., 

F.A.C.S., F.I.C.S. Troy, New York 

GILBERT F. DOUGLAS, M.D., 

F.A.C.S., F.I.C.S. Birmingham, Alabama 


EARL I. CARR, M.D., 

F.A.C.S., F.I.C.S. Lansing, Michigan 

PETER A. ROSI, M.D., 

F.A.C.S., F.I.C.S. Chicago, Illinois 

HORACE E. TURNFR, M.D., 

F.A.C.S., F.I.C.S. Chicago, Illinois 

JOHN J. SAUER, M.D., 

F.A.C.S., F.I.C.S. . New York, New York 

International Represent ative-at-Large: 

WILLIAM CARPENTER MacCARTHY, SR., M.D., 

F.A.C.P., F.I.C.S. (Hon.) Rochester, Minnesota 


UNITED STATES SECTION 
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Kansas City, Missouri 
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PAUL W. SHANNON, M.D., F.I.C.S.- Birmingham 

ARIZONA 

JOSEPH M. GREER, M.D., F.A.C.S., F.I.C.S. Phoenix 

ARKANSAS 

DAVID HARVEY SHIPP, M.D., F.A.C.S., F.I.C.S. Little Rock 

CALIFORNIA 

Northern 

LESTER J. JOHNSON, M.D., F.I.C.S. San Jose 

Southern 

JOSEPH MANUEL DE LOS REYES, M.D., 

F.A.C.S., F.I.C.S. Los Angeles 

COLORADO 

KENNETH CHARLES SAWYER, M.D., 

F.A.C.S., F.I.C.S. Denver 

CONNECTICUT 

ANTHONY J. MENDILLO, M.D., F.A.C.S., F.I.C.S. New Haven 

DELAWARE 

RAYMOND A. LYNCH, M.D., F.I.C.S. Wilmington 

DISTRICT OF COLUMBIA 

JAMES WINSTON WATTS, M.D., 

F.A.C.S., F.I.C.S. Washington 

FLORIDA 

DON C. ROBERTSON, M.D., F.A.C.S., F.I.C.S. Orlando 

GEORGIA 

ALVA H. LETTON, M.D., F.A.C.S., F.I.C.S. Atlanta 

IDAHO 

ALFRED H. ROSSOMANDO, M.D., F.A.C.S., F.I.C.S. Nampa 

ILLINOIS 

WILLIAM M. McMILLAN, M.D., F.A.C.S., F.I.C.S. Chicago 

INDIANA 

PAUL E. HALEY, M.D., F.I.C.S. South Bend 


IOWA 

ARTHUR STEINDLER, M.D., F.A.C.S., F.I.C.S. (Hon.) Iowa City 


KANSAS 

WILLARD J. KISER, M.D., F.I.C.S. 

Wichita 

KENTUCKY 

JOSEPH ANDREW BOWEN, M.D., 

F.A.C.S., F.I.C.S. 

Louisville 

LOUISIANA 

NEAL OWENS, M.D., F.A.C.S., F.I.C.S. 

New Orleans 

MAINE 

JOSEPH H. GIESEN, M.D., F.A.C.S., F.I.C.S. 

Waterville 

MARYLAND 

EDGAR F. BERMAN, M.D., F.A.C.S., F.I.C.S. 

Baltimore 

MASSACHUSETTS 

M. LEOPOLD BRODNY, M.D., F.A.C.S., F.I.C.S. 

Boston 

MICHIGAN 

J. DUANE MILLER, M.D., F.A.C.S., F.I.C.S. 

Grand Rapids 

MINNESOTA 

GERSHOM J. THOMPSON, M.D., F.A.C.S., F.I.C.S. Rochester 

MISSISSIPPI 

LAWRENCE W. LONG, F.A.C.S., F.I.C.S. 

Jackson 

MISSOURI 

CLAUDE J. HUNT, M.D., F.A.C.S., F.I.C.S. (Hon.) 

Kansas City 

MONTANA 

LOUIS W. ALLARD, M.D., F.A.C.S., F.I.C.S. 

Billings 

NEBRASKA 

PAUL H. THOROUGH, M.D., F.I.C.S. 

Lincoln 


NEVADA 

FREDERICK M. ANDERSON, M.D., F.A.C.S., F.I.C.S. Reno 

NEW HAMPSHIRE 

WILLIAM CARPENTER MocCARTY, JR., M.D., F.I.C.S Hanover 
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EOARD OF REGENTS (Continued) 


NEW JERSEY 

iOBERT A. COSGROVE, M.D., F.A.C.S., F.I.C.S. Jersey City 

NEW MEXICO 

DANIEL A. MeKINNON, JR., M.D., 

F.ACS, F.I.C.S. _ Albuquerque 

NEW YORK 

HORACE E. AYERS, M.O., F.A.C.S., F.I.C.S. New York 

NORTH CAROLINA 

KENNETH PICKRELL, M.D., F.A.C.S., F.I.C.S. Durhcm 

NORTH DAKOTA 

G. WILSON HUNTER, M.O., F.A.C.S., F.I.C.S. Fargo 

OHIO 

HENRY BROWN, M.D., F.A.C.S., F.I.C.S. East Cleveland 

OKLAHOMA 

IEO J STARRY, M.D., F.A.C.S., F.I.C.S. Oklahoma City 

OREGON 

BENJAMIN N. WADE, M.D., F.A.C.S., F.I.C.S. Portland 

PENNSYLVANIA 

IOWRAIN E. McCREA, M.D., F.A.C.S., F.I.C.S. Philadelphia 

RHODE ISLAND 

VINCENT 2ECCHINO, M.D., F.A.C.S., F.I.C.S. Providence 

SOUTH CAROLINA 

AtFRI ° F. BURNSIDE, M.D., F.A.C.S., F.I.C.S. Columbia 

SOUTH DAKOTA 
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